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Case reports

Simultaneous metastasis of pulmonary adenocarcinoma and

bone tuberculosis
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A 6l-year-old woman presented with pustular and
erythematous lesions on both legs, pain in the right
hip and fever since 1 month previously. Hematocrit,
platelets, ESR, lactic dehydrogenase, creatine kinase,
alkaline phosphatase, calcium, sodium, potassium,
phosphate, and triglycerides were normal. ESR was
58 mm and intracutaneous Mantoux induration (2
UT-RT23) was 12 mm. Chest radiography and CT
showed three 2 cm nodular masses in the left lower
lobe, one was calcified. A transbronchial biopsy
showed a pulmonary adenocarcinoma. A skin biopsy
revealed granulomatous tuberculoid dermatitis. Con-
ventional radiography and CT showed an osteolytic
lesion in the right greater trochanter. At biopsy, a
caseous abscess over the greater trochanter and the
fascia lata was found. Histological examination
showed an adenocarcinoma. Microbiological investi-
gation of parallel samples isolated acid-fast bacilli
which were subsequently cultured and identified as
mycobacterium tuberculosis. The patient was referred
to the Oncology Unit where, despite chemotherapy
and anti-tuberculosis treatment, she died from dis-
seminated metastases 9 months after her first visit.

Calcified mass.

Discussion

Although the association between tuberculosis and
lung cancer has been recognized for many years, the
literature contains no reports of an association be-
tween bone metastasis and tuberculosis (Friedrich
1939, McQuarric et al. 1968, Kaplan et al. 1974, Ort-
bals and Marr 1978, Auerbach et al. 1979, Mc Donnel
and Long 1981, Bakris et al. 1983, Pitlik et al. 1984,
Richardson et al. 1987, Rolstan and Bodey 1993). In
some cases, pulmonary carcinoma may develop in a
previous tuberculous lesion (scar carcinoma). In other
cases, the same factors governing predisposition to
tuberculosis may render the patient susceptible to the
development of neoplasia: alcoholism, for example,
increases the risk of both tuberculosis and cancer of
the esophagus (Rosenberg et al. 1989). Finally, cer-
tain tumors—particularly hematological tumors—
may predispose patients to tuberculosis, through im-
munosuppression by the tumors themselves or by the
treatment given. (Feld et al. 1976) Our patient had no
history of tuberculosis, neither smoked nor drank and
had not received immunosuppressive treatment.

We propose the following sequence of events: the
patient had lung adenocarcinoma, which reactivated a

Destruction of the greater trochanter with a soft-tissue mass.
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tuberculous lesion in the greater trochanter, and me-
tastasized to the greater trochanter due to increased
vascularization.

In countries such as Spain, where the incidence of
tuberculosis is still high (Mallolas and Soriano 1988),
this clinical possibility should be borne in mind when
making a differential diagnosis of any lung lesion. It
is imperative that the diagnosis of suspected tubercu-
losis be demonstrated both bacteriologically and his-
tologically, in view of the possible involvement of
other nosological entities, including tumors, which
may otherwise escape diagnosis.
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Case 1

A 62-year-old woman was admitted to a psychiatric
unit suffering from methadone addiction and scvere
depression. She had injected 1 ampoule (10 mg) of
methadone into the gluteal muscles, 3 times a day for
at least the last 20 years. The patient was referred to
us from the psychiatric unit with acute sciatic pain in
the left leg. Clinical examination revealed substantial
subcutaneous fibrosis and a woody induration in both
skin and buttocks. Mobility of both hip joints was sig-
nificantly reduced, especially flexion and adduction,
so that sitting was virtually impossible. The patient
complained of pain and loss of strength throughout
the areas supplied by the sciatic nerve, with consider-
ably reduced superficial and deep sensitivity along
the anterior aspect of the thigh, and from the knee

downwards (areas L4, 1.5, S1). Needle electromyo-
graphy of the right lower limb revealed increased du-
ration of the mean motor unit potentials and increased
polyphasic potentials in the gluteus maximus, tibialis
anterior and gemellus muscles. Laboratory studies
(lactic dehydrogenase, creatine kinase, alkaline phos-
phatase, calcium, urea, proteinogram, creatinine, cho-
linesterase, triglycerides, sodium, potassium, hemat-
ocrit, platelets and ESR) showed normal values. Cho-
lesterol, glucose and alanine aminotransferase levels
were slightly increased. Radiography revealed calci-
fication of both gluteal muscles (Figure). CT of the
lumbar spine was normal. The sciatic nerve was sur-
gically released by excision of surrounding fibrous
tissue and calcified deposits. Histopathological analy-
sis revealed a decreased muscle fiber density, together





