
Management of HIVfalse positive blood donors

tests that are particularly difficult to interpret;
the six donors described in this report are
examples.
We believe that we owe it to blood donors

to investigate their repeatedly positive results
extensively despite the added expense and the
time required. The reasons for repeatedly false
positive results in screening tests are largely
unknown, but this should not mean that the
donors are left unsure as to whether or not they
have the HIV infection with all the difficulties
associated with this diagnosis. Donors' tangible
expression of concern for others should, if at

all possible, not be allowed to become a source
of worry for themselves4; they deserve re-
assurance whenever possible.
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Osteolytic bone lesions in a patient with
idiopathic myelofibrosis and bronchial
carcinoma

D J Clutterbuck, A E Morrison, C A Ludlam

Abstract
A 59 year old man with longstanding
myelofibrosis and previous splenectomy
was incidently found to have a large lytic
lesion in his left femur which required
operative fixation. He had undergone right
upper lobectomy for squamous carcinoma
of the bronchus five years earlier. Histo-
logical analysis of bone reamings showed
no evidence of metastatic carcinoma. Os-
teosclerosis is frequently noted in patients
with myelofibrosis but osteolytic lesions
are uncommon and may be confused with
metastatic malignancy.
(J Clin Pathol 1995;48:867-868)
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Case report
A 59 year old man with stable myelofibrosis of
33 years duration presented acutely unwell with
bilateral pneumonia, congestive cardiac failure
and acute renal failure. He required intensive
supportive care including mechanical vent-
ilation, diuretics, inotropes, and intravenous
broad spectrum antibiotics. Bronchial washings
grew enterococci on culture. Pneumococcal an-

tigen was negative. He made a slow recovery.
During his recovery, the patient complained of
weakness and paraesthesia in his left leg. He was

found to have a flaccid paralysis of the left foot
with absent ankle jerk and plantar reflex and
sensory loss of all modalities below the knee.
An x ray of the left femur showed a lytic

lesion occupying the mid and lower third of

the shaft of the bone with extensive endosteal
scalloping (figure). A bone scan showed in-
creased uptake of the isotope at the diaphysis
ofthe femur consistent with a metastatic malig-
nancy or primary bone tumour. As there was
thought to be significant risk offracture through
this lesion, intramedullary nailing of the bone
was performed. Reamings taken from the femur
were examined histologically and found to con-
tain macrophages, lymphocytes and haemo-
poietic cells but there was no evidence of
malignancy. Following surgery, the patient
made a good recovery. Nerve conduction stud-
ies showed changes attributed to critical illness
polyneuropathy.

His past medical history included splen-
ectomy at the age of 45 for massive spleno-
megaly after several painful splenic infarcts,
and a right upper lobectomy for squamous
carcinoma of the bronchus when aged 55 years.
A skeletal survey during this admission

showed an abnormality of the bony trabecular
pattern in the head ofthe left humerus, thought
to be due to fibrous dysplasia, previously noted
in 1960 at which time no abnormality of the
left femur was reported. No bone scan was
done at the time of lung resection.

Six months later, despite regular post splen-
ectomy prophylaxis with penicillin V, the
patient developed a fatal pneumococcal pneu-
monia and septicaemia. A postmortem ex-
amination was not performed.

Discussion
Idiopathic myelofibrosis is a chronic myelo-
proliferative disorder characterised by marrow
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x Ray offemur showing lytic lesion with endosteal scalloping.

fibrosis, splenomegaly and a characteristic
appearance of the peripheral blood. Extra-
medullary haemopoiesis occurs, most com-

monly in the liver and spleen and less frequently
in a variety of other sites.
Bone changes are a characteristic feature of

myelofibrosis. Osteosclerosis occurs in 40 to
70%'-3 of patients and the combination of os-

teosclerosis and splenomegaly is strongly sug-

gestive of myelofibrosis.4 Osteolytic lesions,
however, are much less common. Osteolytic
lesions are frequently diffuse and may be
painful.'2 Reported cases have been pre-

dominantly in patients transforming from poly-
cythaemia rubra vera to myelofibrosis and
appear to be associated with rapid disease
progression.'25 In one report multiple painful
osteolytic lesions developed rapidly in a patient
diagnosed as having myelofibrosis 18 years
earlier.6

Biopsy specimens taken from such lesions
may show a range ofappearances with trilineage
hyperplasia, fibrosis or immature cells of the
myeloid, and/or megakaryocytic series.5
There has been a report of osteosclerotic

bone lesions being mistaken for metastatic car-
cinoma in a patient with breast carcinoma, who
was subsequently found to have myelofibrosis.7
Another patient with myelofibrosis and breast
carcinoma developed multiple osteolytic bone
lesions shortly before her death. These lesions
were subsequently shown to be due to marrow
hyperplasia.5 However, the finding of a single,
large, painless osteolytic lesion in a patient
known to have both longstanding stable my-
elofibrosis and a carcinoma appears unusual
and initially caused concern regarding the pos-
sibility of metastatic bronchial carcinoma. This
was discounted after histological examination
of the lesion.
The length of time between the diagnosis of

myelofibrosis and the finding of the osteolytic
lesion (33 years) and the stability of the my-
elofibrosis are also unusual. Other reported
cases have been in patients with progressive
disease of shorter duration.
Our patient later died of overwhelming post-

splenectomy infection despite complying with
postsplenectomy antibiotic prophylaxis. Over-
whelming infection in splenectomised patient
is a well recognised complication and its oc-
currence 13 years postoperatively in a patient
on prophylactic antibiotics is a salutary re-
minder of the necessity to treat all post-
splenectomy patients who develop infection
vigorously with broad spectrum antibiotics in-
cluding cover for capsulate organisms.
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