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Brown tumours of the spine presenting with
acute urine incontinence
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29-year-old man presented to the emergency department

with urinary incontinence that began suddenly five days ear-

lier. He had weakness in both legs (muscle power decreased
to 4/5) with numbness. Upon investigation, the patient had hypercal-
cemia (serum calcium 3.485 [normal range 1.975-2.475] mmol/L) and
hypophosphatemia (serum phosphate 0.581 [normal range 0.775-
1.518] mmol/L) with an elevated level of intact parathyroid hormone
(1956 [normal range 14-72] ng/mL). Magnetic resonance imaging of
his spine showed two lesions over posterior elements of T10 and L4,
with compression of the spinal cord at T10 (Figure 1).

The patient had an urgent surgical decompression of the T10
lesion, which, on histology, was composed of round to spindled
mononuclear cells and numerous osteoclast-type giant cells with
some bony trabeculae. Two weeks after the operation, his neuro-
logic deficits had resolved. Because of pain in his left forearm, the
patient had radiography, which showed possible brown tumours
(Appendix 1, available at www.cmaj.ca/lookup/suppl/doi:10.1503/
cmaj.170142/-/DC1). A parathyroid scan (Tc-99m sestamibi) and
ultrasonography suggested a right parathyroid adenoma, which
was confirmed on parathyroidectomy.

Brown tumours are focal reactive osteolytic lesions that occur in
hyperparathyroidism.! Multiple brown tumours are more common in
the extremities, clavicle, ribs and pelvis than in the spine.2 Neurologic
deficits caused by spinal brown tumours may be the first evidence of
undiagnosed hyperparathyroidism.® Most patients with neurologic
deficits are treated initially with urgent decompressive surgery, fol-
lowed by parathyroidectomy. If treated early, there is satisfactory
recovery of neurologic deficits without recurrence.?

Brown tumours are often lytic but can also be solid or mixed
with fluid content. In patients presenting with these types of lesions
on imaging, brown tumours should be considered.
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Figure 1: Sagittal (A) T,-weighted and (B) T,-weighted magnetic resonance
images of the spine of a 29-year-old man showing two expansile lesions from
posterior elements of T10 and L4. The lesion at T10 (arrow), which had hetero-
geneous T,-weighted isointensity and T,-weighted hypointensity mixed with
hyperintensity spots, severely compressed the spinal cord. The mixed cystic
and solid lesion at L4 (arrowhead) had heterogeneous T,-weighted isointesity
with the main section having homogeneous T,-weighted hyperintensity.
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