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Clinicopathological Conferrnce

An 86 year old man with a shawdow at upper lobe of lung

and a mass at buttock
(The 17th case)
Department of Geriatric Respiratory Disease,Chinese PLA General Hospital

The patient was an 86 year old man. He was
admitted to the Chinese PLA General Hospital on
February 6, 2005 because of a shadow at upper
lobe of left lung for 14 months and an egg-sized
mass at left buttock for 2 days.

In December 2003, a thin patchy shadow at upper
lobe of left lung was found by X-ray, and none treat-
ment was given, The patient has suffered from cough
with fresh blood and red-black clot in sputum since
August 5, 2004. The CT of lung on August 27, 2004
showed the enlargement of shadow (3. 5cmX4. 0 cm)
at upper lobe of left lung and a cavity in it (as showed
in Fig 1). Percutaneous pneumocentesis under guiding
of ultrasonic technique was performed on Sept 3, 2004
and a poorly differentiated adenocarcinoma was detec-
ted. Radiotherapy with X-ray ( the total dose reached
60 Gy) was performed because the mediastinal lymph
nodes were invaded. Then the hemoptysis was cured,
the mass in lung on CT shrank obviously.

The patient complained of pain at left buffock on
Feb 6, 2005 and an egg-sized hard tender mass was
palpated at this site. Pelvis MRI scanning in General
Hospital of Beijing Military Area showed a mass of
3.5cmX 4. 0cm X 4. 5 cm in size, which was encircled
by a thin capsule. The head of femur, ischium and ac-
etabulum were not involved (Fig 2).

On admission, the temperature was 37. 9°C,
the blood pressure 170/80 mmHg, the pulse 82/

min, and the respiratory rate 18 per minute . His
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Case presentation

general condition was still all right, with no cyano-
sis. The superficial lymph nodes could not be pal-
pated. The respiration sound of lungs was clear,
and the heart rhythm regular, without murmurs.
The abdomen was soft, slightly bulged, without
sifting dullness. The liver and spleen were not pal-
pable. There was moderate pitting edema of legs
and feet. An egg-sized hard tender mass, with lit-
tle mobility was felt at outer upper part of left but-
tock.

Anamnesis included hypertension, coronary
heart disease, carcinoma of urinary bladder and
transitional cell carcinoma of left ureter.

The patient had fever after admission. The la-
boratory findings on admission showed a white
blood cell count of 13.4X10°/L, neutrophil 0, 82.
After anti-infectious treatment, the temperature
became normal, but the mass in buttock became
enlarged with severe pain. PET of lungs showed
carcinoma of upper lobe of left lung after radiother-
apy with abnormally high metabolism foci in left
hilus of lung, mediastinal lumph nodes and left
buttock. The results suggested multiple metastasis
of lung carcinoma. In order to make right diagno-
sis, biopsy of the buttock mass was performed un-
der ultrasonography in March 2005, and the patho-
logical report was poorly differentiated adenocarci-
noma, which probably metastasized from lung.

Three-dimensional radiotherapy with total dose of
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66Gy (2. 2Gy X 30 times) was performed. The pain
relieved significantly and the size of the mass re-

duced on MRI on May 9, 2005. Later , targeting

chemotherapy with Iressa and Tarceva was fol-

lowed and the mass remained unchanged on MRI.

Clinical and pathological discussion

Dr. Kang Chunyan: The features of this
case were as follows: 1) Elderly male; 2) Anam-
nesis included hypertension, coronary heart dis-
ease, carcinoma of urinary bladder after operation
and transitional cell carcinoma of left ureter; 3)
An egg-sized hard tender mass with little mobility
was felt at left buttock; 4) A mass of 3. 5cm X
4.0cm X 4. 5cm in left great gluteal muscle on
MRI, which was encircled by a thin capsule, the
head of femur, ischium and acetabulum were not
involved. White blood cell count was 13, 4X10°/L,
neutrophil 0. 82. High metabolism foci in left hi-
lus of lung, mediastinal lymph nodes and left but-
tock on PET;5) The patient had fever after ad-
mission. After anti-infectious treatment, the body
temperature improved gradually, but the mass
became enlarged with severe pain; 6) Biopsy
reported metastatic carcinoma from lung. Radio-
therapy and chemotherapy made the progress slow
down. As a whole, the case was rare in clinical
practice, so we thought that it is worthy to be dis-
cussed .

Dr. Li Hongxia: Since the patient had a his-
tory of long-term intramuscular injection at but-
tock, plus fever and a tender mass, we had highly
suspected that the mass was due to organization
after local infection. However, the anamnesis of
lung poorly differentiated adenocarcinoma made us
consider the possibility of metastatic carcinoma in
great gluteal muscle although this was very rare,
so biopsy of the mass was performed, and the fi-
nal pathological report proved that the mass was
due to metastasis of lung carcinoma. The case
calls our attention to that metastatic carcinoma
should be considered and diagnosed promptly by
pathological biopsy when the patient had a history

of carcinoma and abnormality on image displayed.

Dr. Liu Changting : It is rare in clinic that lung
carcinoma metastasizes to skeletal muscles. Only 8 in
747 cases of autopsy of lung carcinoma had metastasis
to skeletal muscles in some reports. It has been more
rare at home and abroad that the great gluteal muscle
was involved. Clinical and postmortem data showed
that carcinoma may metastasize to every organ, but the
incidence of metastasis of carcinoma to skeletal muscle
accounted for only 0.04% of hematogenous metastasis,
and usually occurred in patient with leukemia, lympho-
sarcoma, malignant melanoma, and thyroid cancer,
etc. The mechanism of metastasis of carcinoma to skel-
etal muscle has no satisfactory conclusion, By animal
experiment, someone considered that mechanical move-
ment of skeletal muscle may be the cause of rare metas-
tasis of the cancer, but this hypothesis could not ex-
plain the high incidence of metastatic carcinoma to heart
which is small in size and has mechanical movement at
faster rhythm. Some authors suggested that the lactic
acid in skeletal muscle might be unfavorable to the
growth of carcinoma, and other experiment found that
the skeletal muscular cells could synthesize and secrete
the substance with anti-cancer activity which might in-
hibit growth of carcinoma. Djaldetti et al also detected a
low-molecular substance with anti-cancer activity in
skeletal muscle conditional culture medium and consid-
ered that this substance may be the mechanism of resis-
ting metastatic tumor formation in skeletal muscle.

Dr. Yu Senyang: The route of metastasis of
lung carcinoma includes lymphatic system and
blood. The organs involved in blood metastasis
include liver, bone, adrenal gland, brain, kidney,
etc. It is rare that the great gluteal muscle is in-
volved. Some data showed that the patient might
pass away months or one year later after the diag-
nosis of metastatic carcinoma in skeletal muscle,

indicating that the metastasis of the cancer to
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skeletal muscle occurs in late stage of the patient.
The treatment should include extensive resection
of the metastatic carcinoma in skeletal muscle and
lung cancer, and combined treatment (radiothera-

py >immunotherapy and chemotherapy ) after op-

eration. In this case, as the patient was of ad-
vanced age with many underlying diseases, only
radiotherapy and targeting chemotherapy were

given, but with good effect.
(Translator: HOU Yuntian )
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