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Fig.1. CT of the pelvis showed A B
a massive bone metastasis

,which is from the left ilium

(A)to the left acetabulum(B),

and bone metastasis in the C

right ilium (C).

Fig.2. Bone scintigraphy shows abnormal accumulation in
the left ilium.

histopathologically diagnosed as adenocarcinoma.
The radiation dose was 50Gy to the bone
metastasis tumor, which was from the left ilium to
the left hip joint, with a fractionated dose of 2 Gy
daily.

The irradiation field was wide because the iliac
metastasis tumor was very large. Therefore, we did
not treat the right ilium metastasis, which was
without pain. Radiotherapy palliated the pain of the
patient, and walking with a stick gradually
became possible two months after radiotherapy.

Fig.3. The skeletal metastasis of the right ilium, which is
outside the irradiated field, was spontaneously reduced
after radiotherapy to the left iliac bone metastasis.

The serum level of CEA decreased to normal
range after radiotherapy. Three months after
radiotherapy, pelvic CT showed that the pelvic
bone tumor was markedly decreased.
Furthermore, the tumor was spontaneously
reduced even if metastases to bone lesion of the
right ilium was a lesion outside the irradiated
field (Fig.3).

One year after radiotherapy, a pelvic X-ray
showed recalcification of the irradiated area,
and pelvic CT showed that the tumor had
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Fig.4. CT of the pelvis shows the metastatic lesion ,which is from the left ilium (A)to the A B
left acetabulum (B), disappeared one year after radiotherapy.

disappeared ( Fig.4) . Neither the primary lesion
nor any other metastatic lesion were seen on CT or
FDG-PET. At present, normal daily life has been
possible for the patient. There was no recurrence
in the irradiated area, and a lesion regarded as a
new metastatic lesion and the primary site were
not detected.

Discussion
Patients were considered to have metastases
from an unknown origin if they had clinical and
radiological evidence of metastatic cancer, but
clinical examinations did not reveal the primary
tumor. The frequency of primary unknown
carcinoma is about 3% of all malignant tumors 3.
About fifteen percents of the patients of primary
unknown carcinoma (non squamous cell carcinoma)
have skeletal metastases?. And adenocarcinoma is
the most common histologic type® . Cases of
adenocarcinoma and cervical nodal involvement
have poor prognoses in comparison with those of
suamous and anaplastic carcinomas 9. On the
other hand, cases of squamous cell carcinoma
were found to be the most common histologic
type in the long survivors ®. Lung cancer is the
most frequently observed primary lesion in
patients with skeletal metastasis of an unknown
origin. Other primary lesions are prostatic
carcinoma, breast cancer, and hepatocellular
carcinoma 2. The prognosis of treated patients of
primary unknown cancers is better than that of

untreated patients ?. Katagiri noted that patients
with a long life expectancy should be treated in a
manner that is effective for a long period ?. In
addition, the prognosis of patients with
metastases discovered in the lymph nodes was
good in comparison with that in other sites %. As
for the osseous metastasis of unknown primary
site, the prognosis of lung cancer and
hepatocellular carcinoma was worse than that of
prostate cancer, breast cancer, or renal cell
carcinoma 2.

The palliative radiotherapy for bone metastases
generally improves 80% of the symptoms of pain V.
Most metastases were treated with 30Gy in 10
fractions or 40 to 50Gy with a fractionated dose of
2Gy. The patient received 50Gy in 25 fractions,
because the metastatic lesion was very large.
Although the size of the tumor was over 10cm, a
very good response to radiotherapy, including
the disappearance of the tumor, was achieved in
this case. Radiosensitivity is not commonly high for
adenocarcinoma. However, in this case, a large
tumor regressed markedly, and local control in
the irradiated area was achieved for two years.
Arcangeli reported that the response of bone
metastasis to radiotherapy was independent from
the primary sites and the histologic types .

In addition, the other osseous metastatic lesion
outside the irradiated field spontaneously
reduced, and it is attributable to abscopal effect.
Abscopal regression of tumors results from the
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irradiation effect on a tumor in remote non-
irradiated tissue. The abscopal effect is a very
rare phenomenon. Ohba reported spontaneous
regression of hepatocellular carcinoma after
radiotherapy for vertebral bone metastasis® .
Pathophysiology and mechanism of the abscopal
effect have not been well defined. Konoeda
described that the abscopal effect was often
observed in patients who had infiltrating
lymphocytes around the degenerated cancer cells
in the irradiated primary tumor nests? . Ohba
described that the abscopal related regression
might be associated with the host immune
response &,

Our patient with a very large metastatic lesion
responded well to radiation, and an abscopal
effect was observed after radiotherapy. Therefore, it
is suggested that immunological mechanisms
might have played an important role in the
response.

It is needed to detect the primary lesion with
skeletal metastases of an unknown origin as soon as
possible. Katagiri reported that chest CT and
abdominal CT were useful, but examination of
the gastrointestinal tract and pelvic CT seldom
revealed the primary lesion, and should not be
performed as an initial routine study in the
absence of abdominal symptoms®. The primary
lesion did not appear on either chest or abdominal
CT, or gastrointestinal tract examination in this
patient. In recent years, it is reported that FDG-
PET is useful for detecting primary lesions, or
metastatic lesions, and as influencing in selecting
appropriate therapeutic management 9. Lassen
noted that 18F-FDG PET was useful in unknown
primary tumors!'’. Our patient underwent FDG-
PET to detect the primary lesion two years after
radiotherapy. However, the primary site of
osseous metastases has not been detected.

References

1. Snee MP, Vyramuthu N: Metastatic carcinoma
from unknown primary site: the experience
of a large oncology center. Br ] Radiol
58:1985:1091-1095.

10.

11.

99-(45)

Katagiri H, Takahashi M, Inagaki J, Sugiura H,
Tto S, Iwata H: Determining the site of the
primary cancer in patients with skeletal
metastasis of unknown origin: a retrospective
study. Cancer 86; 1999:533-537.

Altman E, Cadman E: An analysis of 1539
patients with cancer of unknown primary
site. Cancer 57;1986:120-124.

Nystrom JS, Weiner JM, Heffelfinger-Juttner J,
Irwin LE, Bateman JR, Wolf RM: Metastatic
and histologic presentations in unknown
primary cancer. Semin Oncol 4;1977: 53-58.
Greager JA, Wood D, Gupta TKD: Metastatic
cancer from an undetermined primary site. J
Surg Oncol 23; 1983:73-76.

Glynne-Jones RGT, Anand AK, Young TE et al:
Metastatic adenocarcinoma in the cervical
lymph nodes from an occult primary. Clin
Oncol 1;1989: 19-21.

Arcangeli G, Micheli A, Arcangeli G, et al:
The responsiveness of bone metastases to
radiotherapy: The effect of site, histology and
radiation dose on pain relief. Radiother Oncol
14; 1989:95-101.

Ohba K, Omagari K, Nakamura T, Ikuno N,
Saeki S, Matsuo I, Kinoshita H, Masuda ],
Hazama H, Sakamoto I, Kohno S: Abscopal
regression of hepatocellular carcinoma after
radiotherapy for bone metastasis. Gut
43;1998:575-577.

Konoeda K: Therapeutic efficacy of pre-
operative radiotherapy on breast carcinoma: in
special reference to its abscopal effect on
metastatic lymph-nodes. J Jpn Soc Cancer
Ther 25; 1990: 1204-1214.

Trampal C, Sérensen J, Engler H, Langatrom
B: 6.18F-FDG whole body positron emission
tomography (PET)in the detection of unknown
primary tumors. Clin Positron Imaging 3;
2000: 160.

Lassen U, Daugaard G, Eigtved A, Damgaard
K, Friberg L: 18F-FDG whole body positron
emission tomography (PET) in patients with
unknown primary tumours (UPT). Eur J Cancer
35; 1999:1076-1082.



AV 0—RENHREANHBOADHFEINTVET, DRNOBEHICOVWTRTEECETE L,

BG % THEOT~

WEYSRTZEA S, ARRBREE I OMEUC B3 2 HER & — et i A Ve A S ZEE L T B

DET,

SRR S N OBG 2 SHEOH L, () AR R & D 2 2 TR S v, 0
L. RN X AP HIOBEEAZOW TR, YigEsk AE N AAEE e~ &
— () BV AR B SIS 2R 2 L L Q0 B HIE) & WisiE
B L COBAICH - T, ZOLEITEWERA (ML HIOOBEEIZOWTIE, 7
FHAMLEETT) o

MERIZEES AL NS M
T107-0052 HLTHRHEX AR 9641 JUARIKE L 3F FAX :03-34755619  E-mail : info@jaaccjp

BELSNORFE CETEMOT T, B8, BIERSE) ICBIL T, () AirE R I 2wt L B
D EHAo
EAR, WIEMEIITE R~ B WEDE (23w

Reprographic Reproduction outside Japan

One of the following procedures is required to copy this work.

1. If you apply for license for copying in a country or region in which JAACC has concluded a
bilateral agreement with an RRO  (Reproduction Rights Organisation) , please apply for the license
to the RRO.

Please visit the following URL for the countries and regions in which JAACC has concluded bilateral
agreements.

http://www jaaccorg/

2. If you apply for license for copying in a country or region in which JAACC has no bilateral
agreement, please apply for the license to JAACC.

For the license for citation, reprint, and/or translation, etc., please contact the right holder directly.
JAACC (Japan Academic Association for Copyright Clearance) is an official member RRO of the
IFRRO (International Federation of Reproduction Rights Organisations) .

Japan Academic Association for Copyright Clearance (JAACC)

Address 9641 Akasaka, Minato-ku, Tokyo 1070052 Japan

Email info@jaaccjp Fax: +81-334755619





