
PATHOLOGICAL FRACTURE OF HUMERUS WITH IMPLANT FAILURE  IN MULTIPLE                                
T                                                 MYELOMA  PATIENT – A RARE CASE REPORT
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RESULT-

Post op chemotherapy ( inj Bortezomib 2.5 mg and inj Zolendronate 4 mg ) has been started 

which patient is responding after wound healed .ROM at elbow – flexion and extension within 

normal range .

DISCUSSION-

After the femur, the humerus is the second most commonly affected long bone by metastases. The

mainstay treatment is rigid surgical stabilisation because of a high incidence of nonunion and

inadequate relief of pain with conservative treatment.Although the upper extremities are not

primarily weight-bearing, the proximal humerus is subject to rotational and bending forces due to

the action of the rotator cuff, deltoid, pectoralis major and latissimus dorsi muscles. This demands

great torsional strength of any kind of implant. Wide resection done as tumour involve large part

of humerus shaft . In case of small lesion we do plating /nailing ,but for large lesion with less bone

stock we do wide resection with tumour prosthesis and we salvage the limb[1] .

DR SUDHANSHU SHEKHAR, DR ANKIT PRANJAL, DR MRINAL SHARMA, DR BHARAT DHANJANI

C

CONCLUSION-
Tumour prosthesis is valuable tool that offer the opportunity of limb salvage following wide resection of 
the humerus . It carries low complication rate ,improved emotional stability and enhanced function for the 
operated extremity ,with preservation of elbow and hand function[2].
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INTRODUCTION-
- Multiple myeloma is a low grade non-Hodgkin lymphoma as a result of
proliferation of malignant clone of plasma cells in bone marrow, where they induce
osteolytic lesions and produce monoclonal component. Most common primary
malignant bone tumour ie 40 % of primary bone tumour .

- Age and Gender –age 30 to 80 years, peak 7th decade, M:F 2: 1
- Skeletal Distribution-

Spine 34 %
Femur 18 %
Humerus 14 %
Pelvis 13 %

- CASE REPORT- we present 42 year male patient K/C/O of multiple myeloma and 
ORIF with plating right humerus came with pain right arm for 3 months. On clinical 
examination swelling,  tenderness, crepitation and reduced range of motion present .
-H/O fracture shaft of right humerus 1 year back ie. June 2019, which was managed 
by ORIF WITH PLATE, but the fracture went into non union and osteolytic lesion 
increases which causes lysis of part of humerus shaft underneath the plate.

SURGERY-
Approach- deltopectoral approach.
Soft tissues retracted, neurovascular structure including axillary, radial, median and ulnar nerve
along with brachial artery are identified. isolated and preserved, tumour part exposed and wide
excision done, 15 cm of humerus with tumour and plate excised out . Pulsatile lavage done, distal
part of humerus (approx 7 cm ) manual reaming done, cement applied and tumour prosthesis of
size 15 cm wrapped with prolene mesh inserted .Capsule, rotator cuff tendon sutured around its
head . Drain inserted, wound closed in layers, ASD done and shoulder arm immobiliser applied.

Fig 5  Tumour Prosthesis                                          Fig 6-post op x ray    

-

INVESTIGATION-

Fig 1 a and b xray showing pathological fracture of right humerus with implant 
failure

Fig 2 MRI showing lytic expansile lesion

Fig 3 HPE slide, bone marrow shows hematopoetic cells of all series with 15 % 
plasma cells with focal area showing 50 % plasma cells.

Fig 4 showing intraoperative  procedure


