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This case presents a peculiar problem for me. | have four pieces of evidence to consider. Firstly there is the initial
presentation with pain in the hip, which in an elderly man has a multitude of causes. In these cases it is wise to start with
a sensitive but not specific test to highlight the presence of “an abnormality” to direct further investigation.

This pelvic XR shows a lytic lesion in the superior pubic ramus. Incidentally the resident did state to us that he had
fractured the bone, but this is not apparent on the xray. As an aside to keep your eyes peeled, one should remember the
rules of orthopaedics that state that in a two bone system, there are either two fractures or one fracture and a dislocation.
This lytic lesion is solitary and without bony sclerosis.

The chest CT scan is provided showing that there are multiple lesions on the lung windows. These lesions exist
throughout the lung fields and small, circular and of essentially uniform size (about 3-4mm). Many of these show a
greying out consistent with a partial volume effect.

Which brings us to the last piece of data. The PSA! The level of 48 is elevated. But not all PSA elevation is due to
prostate cancer, and additionally there is a correlation between PSA level and likelihood of metastatic prostate cancer.
Some data? Only 50% of patients with a PSA of 20 have prostate cancer. In patients with a PSA of 10, the bone scan
positivity rate is 0.001%. In prostate cancer patients with a single hot spot on bone scan, only 30% will this be due to
prostate cancer. The expected bone scan detection rate for metastases with a PSA of 48 is only about 40-50%. So this is
what might be called a 'minor elevation' in the scenario of a metastatic prostate cancer scenario.

So we are faced with a situation where the evidence does not gel. Wrong appearance of bone lesion. Wrong pattern for
lung metastases. Wrong PSA levels. Could this be something else?

In terms of natural history, this is not the pattern of prostate cancer. Prostate cancer preferentially moves to the lymph
nodes (uncommon solitary event) or to the bones (very common event). The vertebral column and hips seem to bear an
large proportion of the disease burden (venous drainage or preferential genetic alterations), and the overwhelmingly
normal pattern of involvement is sclerosis of the bone. In addition to this, multiple lung metastases is a terminal event in
hormone-refractory prostate cancer, a particular clinical setting. The commonest presentation of metastatic prostate
cancer is with multiple sclerotic bony deposits causing skeletal symptoms (pain, nerve root compression, spinal cord
compression).

Balanced against this is the history of “prostate cancer”. And my next, rapidly-fired question to the resident is “How do you
know?” | expect the answer to be “he had a biopsy that showed prostate cancer”. But in this case, my registrar returned
with the information that he has had problems with urination, has seen a urologist and is due for a TURP in the near
future. So there goes the cancer history!

How should this man be managed? As is commonly the situation, knowledge is power. An attempt is required to ascertain
the exact nature of the lesion. Only then can we make any seriously knowledgeable noises about cancer treatment. We
have probably already done the required staging investigations (CT chest, XR pelvis).

So my management will be to request a biopsy of the pelvic lesion as it will be within 5-10cm of the surface and easy to
biopsy. The biopsy should be examined for histology (I predict it says adenocarcinoma or large cell carcinoma) and have
specialised immunohistochemical stains undertaken. In particular PSA and PAP (?prostate), TTF1 (?lung), LCA (?
lymphoma) and HMB45 (?melanoma). | would also address issues of pain relief to ensure mobility. As an elderly man,
any restriction to chair or bed will have profound effects on his remaining mobility. | would be very keen to understand his
home environment — does he have to negotiate stairs? Can he still drive? Is there anyone else at home, and what kind of
function do they have? (he could be the sole carer for his 120kg wife.)

In the event that he is shown to have metastatic prostate cancer, my first treatment would be hormone therapy if his pain
were controlled. If not, | would administer radiotherapy to the area.

SOUTH EASTERN SYDNEY

ILLAWARRA 1 0
NSW@HEALTH University of Wollongong




Pain in the Hip

Single lesion on pelvic XR

University of Wollongong
Graduate School of Medicine
Phase 2 : Oncology Topics

SOUTH EASTERN SYDNEY
ILLAWARRA

NSW&HEALTH

University of Wollongong




Pain in the Hip

Single lesion on pelvic XR

University of Wollongong
Graduate School of Medicine
Phase 2 : Oncology Topics

SOUTH EASTERN SYDNEY
ILLAWARRA

NSW&HEALTH

University of Wollongong




Pain_ in the Hip
University of Wollongong

Multiple lesions on chest CT Graduate School of Medicine
Phase 2 : Oncology Topics

SOUTH EASTERN SYDNEY
ILLAWARRA

NSW&HEALTH

University of Wollongong




Pain_ in the Hip
University of Wollongong

'normal’ prostate metastasis pattern Graduate School of Medicine
Phase 2 : Oncology Topics

s arar HoeEterior

SOUTH EASTERN SYDNEY
ILLAWARRA

NSW&HEALTH

University of Wollongong




Pain in the Hip

Establish the diagnosis

Needs tissue

* FNA (5-10cm; under CT control)
* Histopathology
* Immunohistochemistry
— PSA, PSAP (?prostate)
— TTF1 (?lung)
— LCA (?”lymphoma)
— HMBA45 (?melanoma)
Directs management decision

Treat the patient's problem

PAIN

* If prostate, response to hormone therapy &
radiotherapy

* If not prostate, response to radiotherapy

Worry about patient context
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