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ABSTRACT

Background Data: Brown tumor is a lytic bone tumor and has variable symptoms according to the
affected site. It is called brown because of its characteristic brown color believed to have occurred after
accumulation of blood, fibrous tissue, and hemosiderin. Hyperparathyroidism can result in a brown
tumor whether it is primary or secondary, but this case is much rarer in primary hyperparathyroidism. It
rarely affects the spine, while it is extremely rare to compromise the spinal canal.

Purpose: To report a rare case of lumbar spinal brown tumor with primary hyperparathyroidism.

Study Design: A case report of brown tumor of the lumbar spine (5" lumbar vertebrae).

Patients and Methods: Our case was a forty-year-old female patient presenting with persistent dull
aching low back pain. There was no history of any chronic illness. She had a 5-month history of slowly
progressive left lower limb radicular pain and not associated with sphincter disturbance. Magnetic
resonance imaging of the spine demonstrated lesion affecting the 5® lumbar vertebrae invading the left
pedicle and compressing the spinal canal.

Results: Team did neural decompression, biopsy harvesting, and partial corpectomy with reconstruction
of the affected lumbar vertebra (L5) followed by fixation by rods and screws. The patient showed relief
of the radicular pain and back pain on VAS. Histopathological analysis of the biopsy showed evidence
of giant-cell tumor (brown tumor). Parathyroid survey was done and showed normal calcium levels. By
revising the literature, we claim that this present study is reporting the 10 case of brown tumor of lumbar
spine in patient with primary hyperparathyroidism.

Conclusion: The diagnosis of brown tumor of spine could be considered in patients with lytic spine
lesions. (2019ESJ192)
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INTRODUCTION

Brown tumor is a rare bone tumor that
occurred more commonly in secondary
hyperparathyroidism (HPT) but much less in
primary hyperparathyroidism.! There were only
24 patients of brown tumor of spine in primary
HPT were reported in the English literature: of
them, nine patients had lumbar spine affected by
the tumor. We claim that our case report is the 25®
reported case among all spine levels and the 10®
case in the lumbar spine only reports.*

Brown tumor is rare nonneoplastic focal lytic
lesions. It is also termed “osteoclastoma”, more
widely and famously known as ‘brown tumor”
due to the high level of hemosiderin deposition
and vascularity that is concentrated within the
osteoclasts within the lesion.?? It can occur as
solitary focal or multifocal discrete lesions and
involve any bony structure such as pelvis, ribs,
clavicle, mandible, upper and lower limbs; however,
its involvement of the spine is extremely rare.’ The
abnormal level of parathyroid hormone induces
reactive process because of bone resorption and
remodeling.%’

Here, we present one case of brown tumor that
underwent operation in our department and
review the literature of other similar reports

CASE REPORT

A forty-year-old female patient had no chronic
illness, with average body weight presenting with
persistent slowly progressive dull aching low back
pain that was relieved temporarily with analgesics
and increased by exercise for about 8 months. Left
lower limb sciatica in the form of numbness and
tingling extended to the big toe started to develop
followed by bilateral neurogenic claudication.
There was no report of gait disturbance, sphincter
abnormality, fever, or marked loss of weight.

On examination, the patient showed normal intact
skin of the back, average lordotic curvature of the

lumbosacral spine, no muscle spasm, full motor
power, normal reflexes, and preserved sensation
bilaterally of both upper and lower limbs.
Radiological investigations were required.
Computed tomography (CT) of the lumbosacral
spine showed lytic changes within the 5® lumbar
vertebral body extending to the left pedicle with
preserved height and both upper and lower
endplates. Magnetic Resonance Imaging (MRI) of
the lumbosacral spine showed hyperintense lesion
that was hyperintense in TW2 and isointense in
TW1 that was invading the 5% lumbar vertebral
body and the left pedicle with marked neural
compression on the theca and lateral recess on the
left side (Figure 1).

The team prepared the patient for surgery taking
in mind facing bony tumor that mostly would
be aneurysmal bone cyst tumor. The goal of the
surgery was fixation, decompression, fusion,
and in situ reduction of the tumoral tissue with
harvesting particles for histopathological analysis.
Under general anesthesia, in prone position, low
back midline skin incision and dissection and
insertion of paired polyaxial screws at the level
above L4 and level below S1, the affected vertebra
(L5), were performed (Figure 3). The team started
by anchoring the rod in between the screws in the
right side and then opened the left transpedicular
partial corpectomy of L5 with excising most
of the lesion which was dark red suckable mild
vascular tissue. Formal L5 laminectomy was done
followed by insertion of transpedicular polyaxial
screw on the right side only of L5 and insertion of
bone cement when it was semisolid in consistency
to augment preservation of the vertebral height
and fusion. Neurolysis of the spinal roots and
completing the fixation system (rods and screws)
were employed (Figure 1).

The excised tumoral tissue biopsy was sent to
the histopathological analysis that revealed
mass formed of lobules of plump fibroblasts,
extravasated red blood cells, hemosiderin-laden
macrophages, and osteoclast-type giant cells that
cluster in areas of hemorrhage. The lobules are
separated by septa composed of reactive fibrous
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tissue and trabeculae of woven bone. The adjacent
bone showed osteoclasts resorbing centers of
bony trabeculae and no evidence of malignancy
(Figure 1).

The team revised the literature and the patient
was sent to complete the required laboratory
and radiological investigations to search for
the evidence of HPT which in this case would
be primary as the patient had no history of any
chronic illness. All the results (parathyroid
hormone, serum phosphorus, calcium, and

ionized calcium) were within normal range except
the neck ultrasonography that showed an oval-
shaped left parathyroid mass 7x3x3 mm with no
detectable cystic or calcified areas (Figure 1).

Postoperatively, the patient showed marked
immediate relief from the back pain and sciatica.
After the final result of the pathology and excellent
recovery and ambulation of the patient, the team
decided to transfer the patient to the endocrinology
department to complete the medical treatment
and follow-up periodically in our outpatient clinic.

cut views show hypodense areas of the body of 5" lumbar vertebra with preservation of the height of the body
and compromise on the left pedicle. (C, D) Lumbosacral spine MRI T1 and T2 sagittal images and axial images
(E) showing the lesion affecting the body of the 5 lumbar vertebra isointense in T1 and hyperintense in T2 and
invading the body and the left pedicle with compromise of the left lateral recess compressing the spinal canal. (F)
Intraoperative images show the exposure with pedicle screws inserted at L3, L4, and L5 on the right side and at L3
and L5 on the left side with formal laminectomy. (G) pink to dark red particles of the tumor tissue that were harvested
for biopsy histopathological analysis. (H) Postoperative X-ray lumbosacral spine lateral and anteroposterior views
show the transpedicular screw fixation system with jet hyperdense area inside the body of L5 vertebra of the bone
cement that was used in the vertebroplasty. (I, K) Microscopic view of the harvested biopsy showing reactive-
appearing hypervascular fibrous tissue, multinucleated giant cells that resemble osteoclasts but do not border bone
trabeculae, extravasated red cells, and hemosiderin pigment which accounts for the brown color of the lesion.
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DISCUSSION

Brown tumors are uncommon and those that
involve the spine are very rare. Patients mostly
have secondary HPT because of the increased
osteoclastic activity and fibroblastic proliferation
in the affected bone and most of them have
chronic renal failure. Here, in our paper, we report
a case of brown tumor in a patient without any
chronic illness. In 2013, Witt et al.!® published a
case report of one case who had brown tumor
affecting lumbar spine with primary HPT. In
2014, Khalatbari et al.® reported only 4 cases
with primary HPT between 2000 and 2013, as
follows: lesion was located in cervical (1 case),
thoracic (1 case), and lumbar (2 cases) spine. So,
and according to the literature, Khalatbari et al.°
analyzed the reported cases of brown tumor with
primary HPT and found 9 cases involving the
thoracic spine, 6 cases the lumbar spine, 2 cases
the sacral spine, and only one case the cervical
spine. In 2015, Sonmez et al.® reported one case
of brown tumor involving the thoracic spine with
primary HPT.

Brown tumor is a space-occupying erosive lesion
thatappearstobebrown grossly.* Itis most common
in the hands, facial bones, pelvis, ribs, and femur
and rarely in vertebrae. Moreover, it appears in
patients with untreated HPT. These tumors appear
as reactive-appearing hypervascular fibrous tissue,
multinucleated giant cells that resemble osteoclasts
but do not border bone trabeculae, extravasated
red cells, and hemosiderin pigment resulting in
the brown color of the lesion. Brown tumor is
thought to represent aberrant repair reactions in
bone altered by HPT and is identical to what Jaffe
named giant cell reparative granuloma.®
Diagnosing the brown tumor in patients with
normocalcemia as mentioned here in our case
report is very challenging and this can be the initial
manifestation of the HPT.* Adenoma hyperplasia
or carcinoma can cause primary HPT.® It is first

reported in spine in 1978 by Ericsson et el.* Like
any bony spinal tumor, the patient presented with
variety of symptoms according to the affected
site, but persistent mild to moderate back pain is
very common. However, in primary HPT, about
one-third of the patients are asymptomatic.*®
Radiologically, it is lytic lesion occurring because
of bone resorption. Differential diagnosis
according to the radiological images mostly
includes metastatic tumor, multiple myeloma,
and giant-cell tumour.>> Management consists of
surgical aspect and medical aspect.!® From our
point of view, the neurosurgical rule is the neural
decompression with maintaining integrity of the
neural elements and the stability of spine, then
reaching the final diagnosis, and consulting the
endocrine and general surgery departments for
long-term follow-up.

CONCLUSION

We report a rare case of brown tumor affecting
lumbar spinal vertebra in patient with normal
calcium level. We also advise the spine surgeons
to keep in mind the possibility of occurrence of
the brown tumor even in the neurologically intact
patients whose radiological investigations show
expansive erosive spine lesions as brown tumor
can be the first manifestation of the primary HPT
disease.

REFERENCES

1. Alfawareh MD, Halawani MM, Attia WI,
Almusrea KN: Brown tumour of the cervical
spines: a case report with literature review.
Asian Spine J 9(1):110-120, 2015

2. Arsalanizadeh B, Westacott R: Osteoclastomas
(‘brown tumours’) and spinal cord

compression: a review. Clin Kidney J 6:220-
223, 2013

Egy Spine J - Volume 32 - October 2019

67



EGYPTIAN R385

Journal

3. Fineman I, Johnson JP, Di-Patre PL, Sandhu 7. Solmaz B, Tatarli N, Gunver F, Emre T: A

H: Chronic renal failure causing brown tumors thoracic vertebral brown tumor presenting
and myelopathy. Case report and review of with paraparesis in a patient with end-stage
pathophysiology and treatment. J. Neurosurg renal disease. British Journal of Neurosurgery
90(2 Suppl):242-246, 1999 31(6):1-4, 2016

4. HuJ, He S, Yang J, Ye C, Yang X, Xiao J: 8. SonmezE, Tezcaner T, CovenI, Terzi A: Brown
tumor of the thoracic spine: first manifestation
of primary hyperparathyroidism. J Korean
Neurosurg Soc 58(4): 38-32, 2015

9. Tayfun H, Metin O, Hakan S, Zafer B,
Vardar AF: Brown tumor as an unusual but
preventable cause of spinal cord compression:

Case report and review of the literature. Asian
a hemodialysis patient. Hemodialysis J Neurosurg 9:40-44, 2014

International 17:639-663, 2013 10. Witt BL, Garcia CA: Giant cell tumor of bone

Management of brown tumor of spine with
primary hyperparathyroidism. Medicine
98:14, 2019

5. Karagoz A, Turkmen K, Yazici R, Arslan S,
Baktik S, Karanis MIE, et al; An exceedingly
rare localization of a brown tumour in

6. Khalatbari MR, Moharamzad Y: Brown presenting in the lumbar spine of a 35-year- old
tumor of the spine in patients with primary female: Cytodiagnosis and other diagnostic
hyperparathyroidism. Spine 39:1073-1079, considerations. Diagnostic Cytopathology
2014 7:42, 2013

il ypiloll

alls 63 :@us)alall ggopd 6 dulgl 83bj a yaypel diball Wilbally Lis pyg

Lol Lunyg aaall dadbygll plbell wuni il )lgiall oligdll g0 2019 g» idll o)l :daalall caLilul
83Uj ge Gialall jgawgallg pgrulal gu wjlgll o J15 tigany b Uell aubg gag (spéall sgaell Uilpéo
28! B0 6 PJol b Liga 9o 812 151l 12l o419 agili gl gl bl clguw d18)a)lll 828 jiyo]
©oguul8ll o dwsub Willaeo

apjaiqg db goje tdauuljall puroni

dauibsll 6p6ell) auibsll wilysall il pjgll igan e 6)alig 6206 albd jlysl (I duwlyall cioas :ydpll
(Guolall

Jlgo 63l spaall sgasll Jawl gojo all 4o (ilei diw 44 pasll oo 21ui 6apul &l :@pbllg B30l
aubll tilogaall dlplg Lgale ibll cadidll 21647 aig puudll Glowll Loyhll o T tigan asyi pgubl il
1932 2)laog adguidl sLiall e heln duwolall ayiball 6paall 9jls g0 2ioo pjg 3999 Cupghl illg
asgill uloe i

030l 40 5 cjo Jlndiuwlg duolallg dslylg allil auball vilgeall cuudig (alyall Jaail eljo] i :ailiil
382 Jacg aysg il wilbedll jgi olao ellwig aydguill sLisll e go beill go) 2.0 duoldll ssall
duolall sysall glaijl e blaallg wlpaall plalg pLiil ) (is duolall duiball 6166l ogido iiow]
- pJ8ll go Jolb awul cjo oo lgio s cjo Jlodiwl a2y 4looll

622l gygop® O d_l.lgf 630j 2929 (0 Loy g jali oo (spbell agasll tilpéa) il 0jgll 2wy tgliiimll
pLuoly jlgio pjg ol @ilo] Juls 2929 adc Lgigas Jainall galpodl allgs 6 allaal aniig ausyaylall
anyaui 39y gaypall J1gad o lisuy wllag duwlyall 0 0453 0 lab apld dyibhsllg dole (spsall sgasll Liljso
&ilgall ollell JloAiwl clandl 222llg diblWI il auws I dswidll Juai Jub o ilgill

68 Egy SpineJ - Volume 32 - October 2019




