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Figure 1. (a) Coronal FDG PET image showing a metastatic tumour focus in the neck (arrowed), a large cavitating tumour
deposit in the liver, and normal bilateral renal concentration of tracer. (b) Sagittal MR image revealing the cervical metasta-
sis to be an intramedullary deposit (arrowed) in the cervical spinal cord.

This capability makes PET a useful tool in tumour evalu-
ation because tumour tissue is metabolically more active
than normal tissue. FDG PET has been found to be sensi-
tive in the detection and staging of carcinoma of the lung
[1, 2].

Intramedullary spinal cord metastases are extremely rare
and account for only 1.3% of all spinal metastases [3].
Historically, intramedullary metastases are difficult to
demonstrate radiologically [4], even in clinically sympto-
matic patients, but MR imaging has made evaluation easier
[5]. To our knowledge, the detection of an asymptomatic
intramedullary spinal cord metastasis has not previously
been reported. The early identification of this patient’s
metastasis by FDG PET, subsequently confirmed by MR
imaging, enabled treatment to be given prior to the develop-
ment of neurological symptoms. The detection of an un-
expected metastasis at an unusual site with FDG PET
demonstrates its usefulness in the detection of metastatic
disease.

1. Scott WJ, Schwabe JL, Gupta NC, Dewan NA, Reeb SD,
Sugimoto JT. Positron emission tomography of lung tumors
and mediastinal lymph nodes using ['®F) fluorodeoxyglucose.
Ann Thorac Surg 1994, 58, 698-703.

2. Sazon DA, Santiago SM, Soo Hoo GW, et al. Fluorodeoxy-
glucose-positron emission tomography in the detection and sta-
ging of lung cancer. Am ¥ Respir Crit Care Med 1996, 153,
417-421.

3. Edelson RN, Deck MD, Posner JB. Intramedullary spinal cord
metastases. Neurology 1972, 22, 1222-1231.

4. Reddy SC, Vijayamohan G, Rao GR. Delayed CT myelogra-

phy in spinal intramedullary metastasis. ¥ Compur Assist Tomogr
1984, 8, 1182-1185.

5. Sze G, Krol G, Zimmerman RD, Deck MD. Intramedullary
disease of the spine: diagnosis using gadolinium-DTPA-
enhanced MR imaging. Am ¥ Roentgenol 1988, 151, 1193—
1204.

European Journal of Cancer Vol. 33, No. 3, pp. 509-510, 1997
1 1997 Elsevier Science Ltd. All rights reserved

Printed in Great Britain

0959-8049/97 $17.00 +0.00

PII: S0959-8049(96)00433-9

Primary Mediastinal Seminoma

A. Oliveira and E. Vieira

Departamento de Radioterapia, Instituto Portugués de
Oncologia Centro do Porto, R. Dr Anténio Bernardino
Almeida, 4200 Porto, Portugal

PRIMARY MEDIASTINAL seminoma is a rare malignant entity,
histologically identical to its gonadal counterpart, and
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believed to arise from primordial germ cells that did not
complete their migration from the urogenital ridge to the
gonads during embryogenesis [6]. These germ cells may be
more prone to malignant transformation, similar to that of
undescended testes [1]. The anterior mediastinum is the
most frequent site of extragonadal seminomas, followed by
the pineal body and the retroperitoneum. Here we report
three case reports.

A 33 year-old male was first seen in March 1989 because
of dyspnoea, fatigue and dysphagia. Chest X-ray showed a
mass in the mediastinum. Thorax CT confirmed the pre-
sence of a tumour occupying the anterior portion of the
mediastinum, compressing the trachea, normal lung par-
enchyma and hilar. Needle biopsy permitted diagnosis of
seminoma. Abdominal CT and testicular ultrasound were
normal. Assay of alphafetoprotein (AFP) was negative,
BHCG (human chorionic gonadotrophin) 58.7 U/l (normal
<3). Treatment consisted of chemotherapy (BVP
(bleomycin, vinblastine, cisplatin) x 2) followed by radio-
therapy to the mediastinum, supra-infraclavicular and cervi-
cal regions, to a dose of 36 Gy in 20 fractions, and an
additional boost of 14 Gy to the anterior mediastinum and
two additional BVP cycles and vinblastine chemotherapy.
The patient is well and disease-free after 70 months.

A 40 year-old male presented in May 1993 with 2
months thoracic pain, dyspnoea and recent haemoptyses.
Clinical examination showed left vocal cord paralysis.
Thoracic CT showed a large tumour in the anterior portion
of the mediastinum extending to the left pulmonary hilum.
Transthoracic biopsy was inconclusive. Diagnosis of semi-
noma was obtained by thoracotomy and biopsy of the
tumour. Abdominal and cerebral CT, testicular US and
alphafetoprotein were normal. fHCG was 17.8 U/l (normal
<15).

The patient was treated with radiotherapy, to a dose of
36 Gy to the mediastinum and supraclavicular regions in 20
fractions, followed by an additional dose to the anterior
mediastinum up to a total dose of 43 Gy. The patient is
well and disease-free after 30 months.

A 21 year-old male was first seen in July 1994 with an an-
terior chest wall mass, asymptomatic. Clinical examination
revealed supraclavicular nodes. CT scan showed polilobu-~
lated mass, located mainly in the right paratracheal space,
and infiltration of the parasternal thoracic wall. Abdominal
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and cerebral CT scans and testicular ultrasound were nega-
tive. Alphafetoprotein assay was negative, JHCG = 1.8 U/l
(<1).

The patient was treated by chemotherapy (PEB
(platinum, etoposide, bleomycin) x 4) followed by radio-
therapy to the mediastinum and supraclavicular regions, to
a dose of 30 Gy in 17 fractions, followed by an additional
dose to the anterior mediastinum to a total dose of 40 Gy.
The patient is disease-free after 16 months.

The management of these tumours has varied. Although
surgical resection is occasionally curative [7, 8], it is not
accepted as the only treatment modality for these tumours.
Radiotherapy alone or associated with surgery is the stan-
dard therapy in the favourable forms [3-5], with eventual
salvage chemotherapy. The emerging role of chemotherapy
in the treatment of advanced testicular seminoma has led
some authors to use it as a primary form of treatment {2].
For poor-risk tumours (patients with metastases at diagno-
sis, bulky tumours, advanced age or female sex), combined
treatment with chemotherapy-radiotherapy must be con-
sidered, although with caution because of potential overlap
toxicity [9].
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