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Superior gluteal neuropathy associated with metastatic adenocarcinoma

Ji-Nam Shin*
Department of Physical Medicine and Rehabilitation
Cheju National University, Jeju 690-756, Korea

Abstract: Superior gluteal neuropathy is an uncommon disorder caused by trauma, injection, surgery, external

compression and rarely by neoplasm. This is the first case report of superior gluteal neuropathy associated with

metastatic adenocarcinoma from unknown origin. An 84-year-old woman with hip pain and digital gangrene,

diagnosed as superior gluteal neuropathy combined with subclinical sensory polyneuropathy on electromyography and

nerve conduction study, later proved to have a metastatic adenocarcinoma from unknown origin to pelvis. The digital

gangrene was diagnosed as a paraneoplastic acral vascular syndrome. In conclusion a metastatic adenocarcinoma as a

hidden malignancy can be a possible cause of superior gluteal neuropathy.
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Fig. 1. Digital gangrene on Left 4th and Sth finger tips 24 AEE AP 2% FAYAES FT 24
with mumification. do} A= glA9 A3 EzL Hz dgHdrt
Table 1. Nerve conduction study
Distal Latency Amplitude Conduction Velocity
Nerve T ;

(ms) (mVE, V) (nfs)

) ~ Right/Left RightLeft Right/Left

Motor Median 2.9/3.6 4.2/7.8 62.0/55.6

Ulnar 2.55/2.25 10.2/9.9 58.2/55.2

Common Peroneal 2.35/1.95 5.7/6.2 55.3/44.0

Posterior Tibial 3.95/3.20 11.1/10.0 46.2/42.0

Sensory Median 3.30/3.40 30.5/39.9 42.4/41.2

Ulnar 3.45/3.15 37.0248 40.6/44 .4

Superficial Peroneal 3.35/4.55 7.5/3.1 41.8/30.8

Sural 3.95/3805 5.213.6 35.4/36.8

* ooV for Motor nerve,

w1\ for Sensory nerve
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Fig. 3. (A) Microscopic finding of biopsy specimen from sacrum reveals tumor cell nests of glandular arrangement in
marrow space (x200). (B) Tumor cells show strong positivity in their cytoplasm (x400).

Table 2. Needle electromyographic study

Spontaneous Activity MUAP

Muscle Fib PSWs ~ CRD  Fasc Amp Dur PPP Rec
Lt. Lumbar paraspinalis 0 0 0 0 N N N N
Lt. Vastus medialis 0 0 0 0 N N N N
Lt. Gluteus medius +H s + 0 N N N R
Lt. Tensor fascia lata ++ ++ 0 0 N N N R
Lt. Gluteus maximus 0 + 0 0 N N N N
Lt. Tibialis anterior 0 0 0 0 N N N N
Lt. Peroneus longus 0 0 0 0 N N N N
Lt. Gastrocnemius 0 0 0 0 N N N N

MUAP: Motor unit action potential, Fib: Fibrillation, PSWs: Positive sharp wave,
Fasc: Fasciculation, Amp: Amplitude, Dur: Duration, PPP: Polyphasicity,
Rec: Recruitment pattern, N: Normal, R: Reduced, Lt.: Left
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