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Disseminated Bone Marrow Metastases from
Primary Breast Cancer Detection and Follow-up
by Radioimmune Bone Marrow Scintigraphy

TO THE EDffOR We readwith interest the article of Rieker et
al. (1) concerning the use of radioimmune bone marrow scintig
raphy in patients with disseminated bone marrow metastasis.
Indeed, radioimmune bone marrow scintigraphy is extremely use
ful to exclude bone marrow metastasis, especially in patients with
an equivocal bone scan showing features of metabolic bone dis
ease or of a â€œsubâ€•-superscanas described by Podoloff and Kim
(2).Wewanttomakethreecommentsbaseduponourexperience
of 92 radioimmune bone marrow scintigrams performed in 58
patients.

1. Radioimmune bone marrow scintigraphy as follow-up pa
rameter should be used cautiously. In one patient who had
hormonally treated adenocarcinoma of the prostate, the mi
tial bone marrow scintigram demonstrated almost complete
destruction of the hematopoietic marrow (Fig. 1), as de
scribed in the case report of Rieker et al., whereas bone
scintigraphy was not suggestive of disseminated bone me
tastasis. During follow-up, however, the patient developed
spinal cord compression originating from vertebral body of
T6-7, which was confirmed on MRI. Although bone scintig
raphywould have demonstratedthe metastaticlesion, bone

FiGURE 1. lnftialbone marrowsantigramobtained3 hr postin
@onof @rc-labeledBW 250/183 demonstrates minimaltracer

uptake in the axial skeleton, reflectingthe destruction of the hema
topoietictissue,peripheralmarrowexpansioninthe upperarmsand
increased liver and spleen uptake, probably due to extramedullary
hematopolesis,whichdoes notobscurethe thoraco-lumbarspine.

marrow scintigraphy would certainly have missed this met
astatic extension in the completely destructed bone marrow.
Each of these modalities (radioimmunebone marrowscm
tigraphy, bone scintigraphy and MRI) provide specific phys
iological or anatomical information unique to that method.
These modalities are complementary and, depending on the
clinical context, one should choose the most relevant imag
ing technique.

Therefore, we do not agree with Rieker et al. that bone
marrowimmunoscintigraphycan replace bone scintigraphy
and MRI in follow-up.

2. Rieker et al. suggest that the increased uptake in the liver
and spleen seen in the follow-up study could be due to a
HAMA reaction(1). Ourpreviousexperience as well as that
of Joseph et al. (3) found that a HAMA reaction is encoun
tered in 10% of patients having repeated injections of the
monoclonal antibody BW 250/183. In these patients, radio
immune bone marrow scintigraphy can still evaluate tu
mors, except in the thoraco-lumbar spine (T8-L1), which is

obscured by activity from the liver and spleen. In their
article, however, Rieker et al. stated that llAMA in the
serum was slightly elevated (1 ). In addition, tracer uptake in

liver and spleen is limited and is comparable with uptake
seen on the initial radioimmune bone marrow scintigram of
the patient previously mentioned (Fig. 1). Rieker et al.
should still consider extramedullary hematopoiesis as a pos
sible explanation for increased liver and spleen accumula
tion.

3. Finally, the suggestion that bone marrow immunoscintigra
phy may be used to monitor therapeutic response should
certainly be validated in a larger patient group and be com
pared with less expensive and more readily available tech
niques.
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REPLY: We appreciate the comments of Roland et al., who re
port another example of a false-negative bone scan and a true
positive radioimmune bone marrow scan due to disseminated
bone marrow metastases. We agree with Roland et al. that radio
immune bone marrow scintigraphy should not generally replace
bone scintigraphy in patients with suspected bone metastases.
Our case (1) was taken from an unpublished prospective study
that compared the accuracy of bone scintigraphy, radioimmune
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bone marrow scintigraphy and MRI in the initial work-up and
follow-upof patientswith breast carcinoma.Radioimmunebone
marrow scintigraphywas not superior to bone scintigraphy,cx
cept for bone superscans due to disseminated bone marrow me
tastases. Skeletal MRI was accurate in diagnosing metastases but
sufferedfrom a limitedfieldof view when compared to whole
body scanning.

WeagreewithRolandet al.whentheystatethatbonemarrow
scintigraphy is unable to predict vertebral fracture. We do not

thinkthat Rolandet al. wouldhavebeen able to predictvertebral
collapse by repeat bone scmtigraphy in their case of superscan.
Conventional x-ray tomography, CF and MRI of the spine are
alternativetechniques to evaluate the riskof vertebralfracturein
known vertebralmetastases.
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