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tebral body and lesion of the adjacent paravertebral and epi-
dural soft tissues modulating a moderated spinal stenosis.

She was admitted to the ward for analgesic and conservative 
treatment and for investigation purposes. Several medical 
exams were performed in order to determine the primary 
tumor.

Laboratory workup showed a slightly elevated alkaline phos-
phatase level (204 U/L) and a normal hemoglobin level, renal 
function, calcium, inflammatory markers, serum and urinary 
immunofixation, light chains and immunoglobulin levels. Tu-
mor markers were positive for Carcinoembryonic Antigen 
(5.2ng/mL), Ca 15.3 (24.4 U/mL), Cyfra 21.1 (7.8ng/mL) 
and highly elevated for Ca 19.9 (89.2 U/mL) and Ca 72.4 
(35.4 U/mL).

INTRODUCTION 
Metastatic spread to the spine is common in advanced stag-
es of cancer but sometimes they emerge as the initial pres-
entation. Usually the most common primary tumors that lead 
to bone metastasis are prostate, breast, kidney, lung and 
thyroid cancer1. A literature review reported an incidence 
of bone metastasis in only 0.9-3.8% of the gastrointestinal 
cancers and usually in a later stage of the disease or as 
a recurrence following surgery2. Therefore, bone metastasis 
are even more infrequent as the initial presentation of gastric 
cancer3.

CASE DESCRIPTION
An 82-year-old woman with a medical history of arterial hy-
pertension and dyslipidemia, was admitted in the emergency 
department complaining of pain and paresthesia, in the infe-
rior limbs, with progressive worsening in the last 4 months. 
She denied intermittent claudication, abnormal gait, loss of 
muscle strength, weight loss, fever, weakness, nausea, vom-
iting, melena or any other cardiac, respiratory, gastrointesti-
nal or genitourinary symptoms. She did not smoke, nor con-
sumed alcohol and she had no family history of neoplasia. 
She only mentioned a fall with lumbar trauma 3 years before.

Physical examination was unremarkable, she showed no 
signs of malnutrition, cachexia, pallor, no palpable organo-
megaly nor adenomegalies. On neurological examination, 
she presented positive bilateral Lasègue sign, with sym-
metrical muscle strength and sensation in the lower limbs, 
and pain on palpation of the lumbar spine.

A lumbar computed tomography scan (Fig. 1 and 2) was 
performed and identified a diffused diminished bone den-
sity and multiple osteolytic lesions in the lumbar vertebrae of 
greater extension at L3, with a collapsed fracture of the ver-
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a DISCUSSION
Although gastric cancer is reported as the second leading 
cause of cancer-related deaths worldwide4, spine metasta-
sis are rare and portend a worse prognosis, with a median 
survival of less than 1 year after diagnosis3. It usually me-
tastasizes to the liver, lymph nodes, peritoneum and lung5. 

The physiopathological mechanism of the bone metastiza-
tion is not fully understood. Some case reports imply that the 
rich supply of blood capillaries in the gastric mucosa may 
contribute to the early spread of the gastric cancer and the 
anatomical proximity of the thoracolumbar vertebrae sug-
gests a hematogenous route6. After a literature review, we 
found bone metastasis occur more frequently in cases of 
Borrmann type 4 advanced Gastric Cancer7, poorly differ-
entiated adenocarcinoma, signet ring cell carcinoma or dis-
seminated invasion of locoregional lymph nodes3.

A gastric adenocarcinoma as the primary tumor diagnosed 
in this patient was unexpected, as she had no preceding 
complaints of gastrointestinal symptoms, suspicious labo-
ratory abnormalities, like anemia, nor locoregional lymph 
nodes invasion.

This case report demonstrates the importance of a prompt 
and thorough search for the primary tumor, in patients ini-
tially presenting with spine metastasis. When all the regular 
and most evident investigation procedures fail to find a pri-
mary tumor, one should aim for the search of less frequent 
primary tumors.
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The whole-body computed tomography scan and the bone 
scintigraphy were negative for other metastasis or primary 
lesions. Bilateral screening mammograms were negative for 
breast cancer. Thyroid ultrasound revealed a diffuse hetero-
geneous thyroid parenchyma and some hypoechogenic nod-
ules with 17 mm wide on the left lobe and 15 mm wide on 
the right lobe. No malignant cells were found at the cytology 
aspiration biopsy. The gastric endoscopy revealed a small 
ulcer in the pyloric antrum, that was biopsied, and anato-
mopathological analysis confirmed an intestinal type gastric 
adenocarcinoma diagnosis. Presuming the possibility of a 
synchronous primary bone cancer, a biopsy of the bone le-
sion was performed, that confirmed the secondary nature of 
the lesion.

Initial treatment was discussed at a multidisciplinary meet-
ing and with the patient and family, having she refused inva-
sive treatment and accepted only palliative radiotherapy and 
best supportive care.

Fig. 2
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