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There are a variety of treatment options for patients with spinal metastasis,  and predicting prognosis 
is essential for selecting the proper treatment.  The purpose of the present study was to identify the 
significant prognostic factors for the survival of patients with spinal metastasis.  We retrospectively 
reviewed 143 patients with spinal metastasis.  The median age was 61 years.  Eleven factors reported 
previously were analyzed using the Cox proportional hazards model: gender,  age,  performance status,  
neurological deficits,  pain,  type of primary tumor,  metastasis to major organs,  previous chemother-
apy,  disease-free interval before spinal metastasis,  multiple spinal metastases,  and extra-spinal bone 
metastasis.  The average survival of study patients after the first visit to our clinic was 22 months.  
Multivariate survival analysis demonstrated that type of primary tumor (hazard ratio [HR]＝6.80,  p
＜0.001),  metastasis to major organs (HR＝2.01,  p＝0.005),  disease-free interval before spinal metasta-
sis (HR＝1.77,  p＝0.028),  and extra-spinal bone metastasis (HR＝1.75,  p＝0.017) were significant 
prognostic factors.  Type of primary tumor was the most powerful prognostic factor.  Other prognos-
tic factors may differ among the types of primary tumor and may also be closely associated with pri-
mary disease activity.  Further analysis of factors predicting prognosis should be conducted with 
respect to each type of primary tumor to help accurately predict prognosis.
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pinal metastasis occurs in 30-60ｵ of patients 
with cancer [1-3],  and can result in poor prog-

nosis [4].  There are a variety of options for the 
treatment of spinal metastasis.  Some patients are 
treated non-surgically by radiotherapy or chemother-
apy [5],  while others undergo surgical treatments 
such as posterior decompression with or without 
instrumentation [6,  7].  Recently,  the more radical 

operation of total en-bloc spondylectomy has been 
applied,  with the aim of complete local control of 
spinal metastasis [8].  It is difficult to select the 
proper treatment option for patients with spinal 
metastasis,  and predicting survival is the key factor in 
the selection of the best option.  Many studies have 
been conducted on the biological characteristics of 
cancers or the treatment modalities that might affect 
the prognosis of patients with metastasis [4,  5,  
9-11].  Various scoring systems for spinal metastasis 
have also been proposed for predicting survival and 
selecting the ideal treatment modality [6,  7,  12,  
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13].  Although these scoring systems can be useful in 
predicting prognosis and deciding on proper treatment,  
there have been few reports using multivariate sur-
vival analysis to assess the significant prognostic fac-
tors for patients with spinal metastasis.
　 In this study,  we analyzed the clinical features of 
patients with spinal metastasis who were referred to 
our clinic,  and determined significant prognostic fac-
tors for survival using the Cox proportional hazards 
model.

Patients and Methods

　 We analyzed 143 patients with spinal metastasis 
originating from various cancers and sarcomas who 
were referred to the Department of Orthopaedic 
Surgery of Okayama University Hospital and Okayama 
Medical Center between January 1990 and December 
2008.  Detailed information regarding each patientʼs 
characteristics and clinical signs and symptoms were 
entered on an initial evaluation form.  There were 91 
males and 52 females.  The median age was 61 years 
(range,  4 to 83 years).  The mean follow-up period 
was 21 months (range,  1 to 127 months).  The types of 
primary tumor for the 143 patients,  including of 33 
lung cancers,  18 prostate cancers,  14 breast cancers,  
and other types of cancer,  are presented in Table 1.  
Lung,  prostate,  and breast cancers accounted for 
46ｵ of the total number of primary tumors in all 
patients.

　 To localize spinal metastasis,  imaging such as 
radiography,  computed tomography (CT),  and/or 
magnetic resonance imaging (MRI) was performed first 
on the symptomatic spinal level related to back pain 
and/or spinal cord injury.  Patients with spinal metas-
tasis then underwent systemic imaging assessment 
using bone scintigraphy,  MRI on the entire spinal 
column,  and/or whole-body CT.
　 The treatment strategy for the spinal metastasis 
was thoroughly discussed with the medical oncologists 
who took primary care of the patients,  especially 
focusing on the patientsʼ general condition and progno-
sis.  Surgery was considered mainly based on the 
severity of intractable pain,  neurological status,  and/
or spinal instability (Table 2).  Seventy-two surgeries 
were performed,  including 55 laminectomies and pos-
terior stabilizations,  10 combined anterior and poste-
rior fusions,  4 total en-bloc spondylectomies,  and 3 
anterior fusions only.  Total en-bloc spondylectomies 
were performed for 2 patients with thyroid cancer,  1 
with renal cancer,  and 1 with prostate cancer.
　 Eleven prognostic factors were investigated (Table 
3).  Each factor was grouped in up to 3 categories for 
statistical analysis.  Age was categorized into groups 
of younger than 60 years and 60 years or older [13].  
Performance status (PS),  assessed by the Eastern 
Cooperative Oncology Group (ECOG) PS scale [14],  
was categorized into 2 groups of PS 0 to 2 and 3 to 4.  
Neurological deficit was assessed using the Frankel 
classification of spinal cord injury; grade A: complete 
neurological injury,  B: preserved sensation only,  
C : preserved motor non-functional,  D :  
preserved motor function,  E: normal motor [15].  
Neurological deficit was divided into 2 categories,  
Frankel grades A to C and D to E.  Type of primary 

214 Acta Med.  Okayama　Vol.  66,  No.  3Kataoka et al.

Table 1　 The primary tumors in the 143 patients

Primary lesion Number of patients

Lung cancer 33
Prostate cancer 18
Breast cancer 14
Endometrial,  cervical,  ovarian,  and uterine 
cancer 12

Renal cell cancer 10
Thyroid cancer 8
Bladder cancer 6
Colon and rectal cancer 6
Hepatocellular cancer 5
Stomach cancer 5
Bone and soft tissue sarcoma 4
Others 19
Unknown origin 3

Total 143

Table 2　 Treatment

Treatment n

Surgery＋Chemotherapy＋Radiotherapy 18
Surgery＋Radiotherapy 20
Surgery＋Chemotherapy 16
Surgery 18
Chemotherapy＋Radiotherapy 38
Chemotherapy 19
Radiotherapy 8
Palliative 6

Total 143



tumor was divided into 3 groups according to growth 
rate of the primary disease of the Tomita classifica-
tion: breast,  prostate,  and thyroid cancer as slow 
growth,  other cancer and sarcoma as moderate 
growth,  and lung,  bladder,  liver,  colon,  and stomach 
cancer as rapid growth [7].  Previous chemotherapy 
for primary cancer was classified as a primary-site 
related factor [13].  Disease-free interval before spi-
nal metastasis was divided into 2 categories,  less than 
12 months and 12 months or more,  and was classified 
as a skeletal metastasis-related factor [13].

　 A Kaplan-Meier actuarial survival curve was cre-
ated using the first visit date as the starting point of 
follow-up.  Univariate analysis was performed using a 
log-rank test [16].  The Cox proportional hazards 
model was used for the multivariate analysis.  Evalua-
tion of the effect of multiple variables on the survival 
of patients was carried out using a stepwise propor-
tional hazard analysis.  In all analyses,  p values of less 
than 0.05 were considered to be statistically signifi-
cant.  The software program StatView version 5.0 
(SAS Institute Inc,  Cary,  NC,  USA) was used for all 
analyses.

Results

　 At the last follow-up,  14 patients (10ｵ) were still 
alive.  The average survival of all patients was 22 
months,  ranging from 1 to 127 months.  One hundred 
and four patients complained of pain in connection with 
their spinal metastasis and required daily analgesics 
and/or narcotics.  At the first physical examination,  
45 patients could not walk due to muscle weakness.  
According to the Frankel classification,  4 patients 
were classified as grade A,  7 as grade B,  36 as grade 
C,  34 as grade D,  and 62 as grade E.  Twenty-three 
patients had metastasis to major organs at the time of 
diagnosis of spinal metastasis: lung (11 patients),  
liver (10),  brain (2),  and kidney (1).  One patient 
showed metastasis to both the liver and brain.
　 Thirty-seven patients (26ｵ) presented with spinal 
metastasis at the time of the primary diagnosis of 
cancer.  Forty-eight patients (34ｵ) were diagnosed 
with spinal metastasis less than 12 months after the 
primary diagnosis of cancer,  and 58 patients (40ｵ) 
were diagnosed at 12 months or longer after the pri-
mary diagnosis of cancer.  Imaging assessment revealed 
that 85 patients had multiple (2 or more) spinal metas-
tases: 2 spinal metastases in 30 patients,  3 metasta-
ses in 10 patients,  and more than 4 metastases in 45 
patients.  Multiple spinal metastases were seen in 
80ｵ of the patients with spinal metastasis of breast 
cancer,  69ｵ of the patients with prostate cancer,  
and 67ｵ of the patients with bladder cancer.  Thirty-
one patients had bone metastasis not only to the spine 
but also to other bones in the extremities or trunk.
　 Univariate survival analysis demonstrated that type 
of primary tumor (Fig.  1A),  metastasis to major 
organs (Fig.  1B),  disease-free interval before spinal 
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Table 3　 Distribution of potentially prognostic factors in the 143 
patients

n

Patient-related factor
　Gender

Male 91
Female 52

　Age (yrs)
＜60 89
≧60 54

　Performance status
PS 0 to 2 99
PS 3 to 4 44

　Neurological deficits
ABC 47
DE 96

　Pain
No 39
Yes 104

Primary site-related factor
　Type of primary tumor
　　Slow: Breast,  prostate,  thyroid 39
　　Moderate: Other cancer and sarcoma 49
　　Rapid: lung,  bladder,  liver,  colon,  stomach 55
　Metastasis to major organs

No 120
Yes 23

　Previous chemotherapy
No 68
Yes 75

Skeletal metastasis-related factor
　Disease-free interval before spinal metastasis

＜12 months 85
≧12 months 58

　Multiple spinal metastasis
No 58
Yes 85

　Extra-spinal bone metastasis
No 112
Yes 31



metastasis (Fig.  1C),  and pain with spinal metastasis 
were statistically significant prognostic factors for 
patients with spinal metastasis (Table 4).  Multivariate 
survival analysis showed that type of primary tumor 
(HR=6.80 and 1.80,  p＜0.001),  metastasis to major 
organs (HR＝2.01,  p＝0.005),  disease-free interval 
before spinal metastasis (HR＝1.77,  p＝0.028),  and 
extra-spinal bone metastasis (HR＝1.75,  p＝0.017) 
were significant prognostic factors (Table 5).

Discussion

　 Several investigators have discussed the prognostic 
factors for patients with spinal metastasis,  and vari-
ous prognostic factors have been reported as statisti-
cally significant for survival [5,  13,  17-26].  Stoll 
stated that the prognostic factors for a given patient 
could be discovered from the patientʼs disease history 
and clinical findings [4].  Several scoring assessment 
systems have been formulated for predicting survival 
and deciding on the proper treatment modality [6,  7,  
12,  13].  Although scoring systems can be useful 
clinically,  few clinicians have used multivariate analy-
sis to analyze the statistical independence of each 
prognostic factor.  We studied 11 factors used as 
components of the Tokuhashi score,  the Tomita score,  
and the Katagiri score,  and analyzed them using the 
Cox proportional hazards model.  Our multivariate 
analysis of all the patients with spinal metastasis 
referred to our clinic identified four variables－type 
of primary tumor,  metastasis to major organs,  dis-
ease-free interval before spinal metastasis,  and extra-
spinal bone metastasis－as signifi cant prognostic fac-－as signifi cant prognostic fac-as significant prognostic fac-
tors for survival.
　 The Tokuhashi score consists of the sum of 6 
parameters.  However,  three of those－general condi-－general condi-general condi-
tion as assessed by PS,  the number of metastases in 
the vertebral body,  and the Frankel grade－were not 
identified as statistically significant prognostic factors 
in the present study.  Previous papers also demon-
strated that these were less significant factors [5,  
25].  Van der Linden also proposed a scoring system 
for patients with spinal metastasis based on multivari-
ate analysis [27].  However,  since the scores were 
originally developed through analysis of patients with 
painful spinal metastases without neurologic impair-
ment,  assessment according to the van der Linden 
score could be limited to such patients.  The Tomita 
score and the Bauer score are similar assessment 
systems for spinal metastasis,  composed of primary 
tumor,  visceral metastasis,  and number of bone 
metastases,  since pathological fracture,  as one of 
Bauerʼs variables,  was evident only in the patients 
with metastasis in the extremities [7,  12].  Multi-
variate analysis in our series also showed that these 3 
prognostic factors were statistically significant.  
Leithner et al.  evaluated the differences between the 
Tomita and Bauer scoring systems for 69 patients 

216 Acta Med.  Okayama　Vol.  66,  No.  3Kataoka et al.

0
0.1
0.2
0.3
0.4
0.5
0.6
0.7
0.8
0.9

1

0 20 40 60 80 100 120 140

Su
rv
iva
l R
at
e

Time (months)

Slow growth

Rapid growth

Moderate growth

p<0.0001

A

0
0.1
0.2
0.3
0.4
0.5
0.6
0.7
0.8
0.9

1

0 20 40 60 80 100 120 140

Su
rv
iva
l R
at
e

Time (months)

Yes
No

p=0.0038

B

0.1
0

0.2
0.3
0.4
0.5
0.6
0.7
0.8
0.9

1

0 20 40 60 80 100 120 140

Su
rv
iva
l R
at
e

Time (months)

p=0.0014

ｧ12 months
＜12 months

C

Fig. 1　 Survival curves for prognostic factors in 143 patients with 
spinal metastasis.  A,  Type of primary tumor.  Slow growth: breast,  
prostate,  and thyroid cancer; Moderate growth: other cancer and 
sarcoma; Rapid growth: lung,  bladder,  liver,  colon,  and stomach 
cancer; B,  Survival curves for metastasis to major organs; C,  
Survival curves for disease-free interval before spinal metastasis.
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Table 4　 Univariate analysis of prognostic factors

Variables Hazard Ratio 95% CI p value

Sex
　Male
　Female 0.505 0.346-0.737 0.0004
Age
　＜60
　≧60 0.9 0.618-1.309 0.5811
Performance status

3 to 4
0 to 2 1.072 0.729-1.574 0.7247

Neurological deficits
　DE
　ABC 1.056 0.727-1.534 0.7732
Pain
　No
　Yes 1.531 1.018-2.304 0.0406
Type of primary tumor
　Slow
　Moderate 1.502 0.940-2.399 ＜0.0001
　Rapid 5.013 3.083-8.150 ＜0.0001
Metastasis to major organs
　No
　Yes 2.012 1.251-3.236 0.0038
Previous chemotherapy
　No
　Yes 0.743 0.523-1.054 0.0963
Disease-free interval before spinal metastasis
　≧12 months
　＜12 months 1.815 1.259-2.614 0.0014
Multiple spinal metastasis
　No
　Yes 1.002 0.702-1.429 0.992
Extra-spinal bone metastasis
　No
　Yes 1.076 0.71-1.631 0.7296

CI,  confidence interval.

Table 5　 Multivariate analysis of prognostic factors

Variables Hazard Ratio 95% CI p value

Type of primary tumor
　Slow
　Moderate 1.797 1.12-3.39 ＜0.001
　Rapid 6.802 3.62-11.5 ＜0.001
Metastases to major organs
　No
　Yes 2.01 1.09-2.95 0.0051
Disease-free interval before spinal metastasis
　ｧ12 months
　＜12 months 1.77 1.02-2.34 0.028
Extra-spinal bone metastases
　No
　Yes 1.75 1.04-2.79 0.0171

CI,  confidence interval.



with spinal metastasis and showed that the Bauer 
score was a practical and highly predictive preopera-
tive scoring system [25].  The Bauer score was based 
on multivariate analysis for several prognostic values 
and could be suitable for predicting prognosis.
　 Some authors have reported that metastasis to 
major organs was the significant prognostic factor for 
survival of patients with spinal metastasis [5-7,  13,  
17,  21].  In particular,  Yamashita et al.  stated that 
metastasis to the major organs in patients with breast 
cancer affected the prognosis,  rather than the extent 
of the spread of bone metastasis [9].  The disease-free 
interval before the occurrence of spinal metastasis was 
also reported as a prognostic factor [18,  20,  28,  
29].  In our series,  the patients with a disease-free 
interval longer than 12 months before the discovery of 
spinal metastasis were the patients who mainly had 
primary tumors with slow growth,  such as thyroid and 
breast cancer.  The disease-free interval before the 
occurrence of spinal metastasis might reflect the activ-
ity of the primary disease,  indicating that a long 
interval could be a sign of low activity of the disease,  
thereby portending a probable long survival after 
spinal metastasis [18].
　 Extra-spinal bone metastasis seemed to be a less 
significant prognostic factor [9,  13,  23,  25].  
Katagiri et al.  studied the locations of skeletal metas-
tasis for patients with bone metastasis and found that 
the grouping of the skeletal metastases according to 
site was not significantly associated with survival 
[13].  However,  in patients with breast cancer,  
Yamashita et al.  showed that widespread distribution 
of bone metastasis was the prognostic factor [9].  
Rigaud et al.  also demonstrated that patients with axial 
metastasis had a better prognosis than that of patients 
with appendicular metastasis in cases of prostate 
cancer [24].  Our univariate analysis identified extra-
spinal bone metastasis as a less significant prognostic 
factor for survival.  However,  our multivariate analy-
sis demonstrated that extra-spinal bone metastasis was 
one of the significant prognostic factors.  The reason 
might be that the type of primary tumor could be a 
very strong prognostic factor and univariate analysis 
might be unable to identify its significance.
　 Tokuhashi et al.  reported that the average survival 
rates for patients with spinal metastasis of stomach 
and lung cancer were statistically shorter than the 
survival rates of patients with thyroid,  prostate,  

breast,  and rectal cancer [6].  Many authors have also 
shown that the site of the primary tumor was the sta-
tistically significant factor in predicting prognosis [5,  
13,  17-26].  In the present study,  type of primary 
tumor was identified as the most powerful prognostic 
factor for patients with spinal metastasis.  Other 
prognostic factors identified in the present study can 
differ among types of primary tumor and may also be 
closely associated with the activity of the primary 
disease.  Further survival analysis with regard to each 
primary tumor may lead to predicting prognosis more 
accurately for patients with spinal metastasis.
　 There were some limitations in the present study.  
Patients referred to our clinic underwent various 
previous treatments,  and the treatment strategies for 
primary cancer might have been different among the 
referring hospitals.  Treatment of spinal metastasis 
also varied in our series; especially,  surgical treat-
ments were different among 2 hospitals.  Treatment 
modality for spinal metastasis might affect patient 
survival.  Cancers arising from a single organ,  such as 
lung cancer and breast cancer,  have different histo-
logical subtypes as well as biological activities.  
Furthermore,  in the treatment of some types of can-
cer,  recent advances,  such as molecular-targeted 
drugs,  have dramatically changed the patientsʼ progno-
sis [30,  31].  These subtypes may have to be care-
fully considered when assessing the survival of 
patients with spinal metastasis.
　 In conclusion,  the data of the present study identi-
fied the preoperative factors of type of primary tumor,  
metastasis to major organs,  disease-free interval 
before spinal metastasis,  and extra-spinal bone metas-
tasis as independent prognostic factors for survival in 
patients with spinal metastasis.  Although the type of 
primary tumor was the most significant prognostic 
factor,  further analysis of factors predicting progno-
sis should be conducted with respect to each type of 
primary tumor.

Acknowledgments.　This work was supported in part by Grants-in-
Aid for Clinical Cancer Research and Grants-in-Aid for Cancer Research 
(14S-4 and -5) from the Ministry of Health,  Labor and Welfare.

References

 1. Yamaguchi T,  Tamai K,  Yamato M,  Honma K,  Ueda Y and Koichi 
S: Intertrabecular pattern of tumors metastatic to bone.  Cancer 
(1996) 78: 1388-1394.

218 Acta Med.  Okayama　Vol.  66,  No.  3Kataoka et al.



 2. Barron KD,  Hirano A,  Araki S and Terry RD: Experiences with 
metastatic neoplasms involving the spinal cord.  Neurology (1959) 
9: 91-106.

 3. Walsh GL,  Gokaslan ZL,  McCutcheon IE,  Mineo MT,  Yasko AW,  
Swisher SG,  Schrump DS,  Nesbitt JC,  Putnam JB Jr and Roth 
JA: Anterior approaches to the thoracic spine in patients with 
cancer: indications and results.  Ann Thorac Surg (1997) 64: 1611-
1618.

 4. Stoll BA and Parbhoo S: Natural history,  prognosis,  and staging 
of bone metastases; in Bone Metastases: Monitoring and 
Treatment.  Raven Press,  New York (1983) pp1-20.

 5. Rades D,  Fehlauer F,  Schulte R,  Veninga T,  Stalpers LJ,  Basic H,  
Bajrovic A,  Hoskin PJ,  Tribius S,  Wildfang I,  Rudat V,  Engenhart-
Cabilic R,  Karstens JH,  Alberti W,  Dunst J and Schild SE:  
Prognostic factors for local control and survival after radiotherapy 
of metastatic spinal cord compression.  J Clin Oncol (2006) 24:  
3388-3393.

 6. Tokuhashi Y,  Matsuzaki H,  Toriyama S,  Kawano H and Ohsaka 
S: Scoring system for the preoperative evaluation of metastatic 
spine tumor prognosis.  Spine (Phila Pa 1976) (1990) 15: 1110-
1113.

 7. Tomita K,  Kawahara N,  Kobayashi T,  Yoshida A,  Murakami H 
and Akamaru T: Surgical strategy for spinal metastases.  Spine 
(Phila Pa 1976) (2001) 26: 298-306.

 8. Tomita K,  Kawahara N,  Baba H,  Tsuchiya H,  Nagata S and 
Toribatake Y: Total en bloc spondylectomy for solitary spinal 
metastasis.  Int Orthop (1994) 18: 291-298.

 9. Yamashita K,  Ueda T,  Komatsubara Y,  Koyama H,  Inaji H,  
Yonenobu K and Ono K: Breast cancer with bone-only metastases.  
Visceral metastases-free rate in relation to anatomic distribution of 
bone metastases.  Cancer (1991) 68: 634-637.

10. Yamashita K,  Denno K,  Ueda T,  Komatsubara Y,  Kotake T,  
Usami M,  Maeda O,  Nakano S and Hasegawa Y: Prognostic sig-
nificance of bone metastases in patients with metastatic prostate 
cancer.  Cancer (1993) 71: 1297-1302.

11. Hosono N,  Ueda T,  Tamura D,  Aoki Y and Yoshikawa H: Prognostic 
relevance of clinical symptoms in patients with spinal metastases.  
Clin Orthop Relat Res (2005) 436: 196-201.

12. Bauer H,  Tomita K,  Kawahara N,  Abdel-Wanis ME and Murakami 
H: Surgical strategy for spinal metastases.  Spine (Phila Pa 1976) 
(2002) 27: 1124-1126.

13. Katagiri H,  Takahashi M,  Wakai K,  Sugiura H,  Kataoka T and 
Nakanishi K: Prognostic factors and a scoring system for patients 
with skeletal metastasis.  J Bone Joint Surg Br (2005) 87: 698-
703.

14. Oken MM,  Creech RH,  Tormey DC,  Horton J,  Davis TE,  
McFadden ET and Carbone PP: Toxicity and response criteria of 
the Eastern Cooperative Oncology Group.  Am J Clin Oncol (1982) 
5: 649-655.

15. Frankel HL,  Hancock DO,  Hyslop G,  Melzak J,  Michaelis LS,  
Ungar GH,  Vernon JD and Walsh JJ: The value of postural reduc-
tion in the initial management of closed injuries of the spine with 
paraplegia and tetraplegia.  I. Paraplegia (1969) 7: 179-192.

16. Kaplan EL and Meier P: Nonparametric estimation from incom-
plete observations.  J Amer Statist Assn (1958) 53: 457-481.

17. Bauer HC and Wedin R: Survival after surgery for spinal and 
extremity metastases.  Prognostication in 241 patients.  Acta 
Orthop Scand (1995) 66: 143-146.

18. Helweg-Larsen S,  Sørensen PS and Kreiner S: Prognostic factors 
in metastatic spinal cord compression,  a prospective study using 
multivariate analysis of variables influencing survival and gait func-

tion in 153 patients.  Int J Radiat Oncol Biol Phys (2000) 46: 1163-
1169.

19. Bach F,  Larsen BH,  Rohde K,  Børgensen SE,  Gjerris F,  Bøge-
Rasmussen T,  Agerlin N,  Rasmusson B,  Stjernholm P and 
Sørensen PS: Metastatic spinal cord compression.  Occurrence,  
symptoms clinical presentations and prognosis in 398 patients with 
spinal cord compression.  Acta Neurochir (Wien) (1990) 107: 37-
43.

20. Maranzano E,  Latini P,  Checcaglini F,  Ricci S,  Panizza BM,  
Aristei C,  Perrucci E,  Beneventi S,  Corgna E and Tonato M:  
Radiation therapy in metastatic spinal cord compression: A pro-
spective analysis of 105 consecutive patients.  Cancer (1991) 67:  
1311-1317.

21. Mizumoto M,  Harada H,  Asakura H,  Hasimoto T,  Furutani K,  
Hashii H,  Takagi T,  Katagiri H,  Takahashi M and Nishimura T:  
Prognostic factors and a scoring system for survival after radiother-
apy for metastases to the spinal column: a review of 544 patients 
at Shizuoka Cancer Center Hospital.  Cancer (2008) 113: 2816-
2822.

22. Tokuhashi Y,  Matsuzaki H,  Oda H,  Oshima M and Ryu J: A 
revised scoring system for preoperative evaluation of metastatic 
spine tumor prognosis.  Spine (Phila Pa 1976) (2005) 30: 2186-
2191.

23. Hirabayashi H,  Ebara S,  Kinoshita T,  Yazawa Y,  Nakamura I,  
Takahashi J,  Kamimura M,  Ohtsuka K and Takaoka K: Clinical 
outcome and survival after palliative surgery for spinal metastases:  
palliative surgery in spinal metastases.  Cancer (2003) 97: 476-
484.

24. Rigaud J,  Tiguert R,  Le Normand L,  Karam G,  Glemain P,  
Buzelin JM and Bouchot O: Prognostic value of bone scan in 
patients with metastatic prostate cancer treated initially with 
androgen deprivation therapy.  J Urol (2002) 168: 1423-1426.

25. Leithner A,  Radl R,  Gruber G,  Hochegger M,  Leithner K,  
Welkerling H,  Rehak P and Windhager R: Predictive value of seven 
preoperative prognostic scoring systems for spinal metastases.  Eur 
Spine J (2008) 17: 1488-1495.

26. Yamashita T,  Siemionow KB,  Morz TE,  Podichetty V and 
Lieberman IH: A prospective analysis of prognostic factors in 
patients with spinal metastases: use of the revised Tokuhashi 
score: Spine (Phila Pa 1976) (2011) 36: 910-917.

27. van der Linden YM,  Dijkstra SP,  Vonk EJ,  Marijnen CA and Leer 
JW; Dutch Bone Metastasis Study Group: Prediction of survival in 
patients with metastases in the spinal column: results based on a 
randomized trial of radiotherapy.  Cancer (2005) 103: 320-328.

28. Hill ME,  Richards MA,  Gregory WM,  Smith P and Rubens RD:  
Spinal cord compression in breast cancer: a review of 70 cases.  
Br J Cancer (1993) 68: 969-973.

29. Janjan NA: Radiation for bone metastases: conventional tech-
niques and the role of systemic radiopharmaceuticals.  Cancer 
(1997) 80: 1628-1645.

30. Chirieac LR and Dacic SA: Targeted Therapies in Lung Cancer.  
Surg Pathol Clin (2010) 3: 71-82.

31. Smith I,  Procter M,  Geber RD,  Guillaume S,  Feyereislova A,  
Dowsett M,  Goldhirsch A,  Untch M,  Mariani G,  Baselga J,  
Kaufmann M,  Cameron D,  Bell R,  Bergh J,  Coleman R,  Wardley A,  
Harbeck N,  Lopez RI,  Mallmann P,  Gelmon K,  Wicken N,  Wist E,  
Rovira PS and Piccart-Gebhart MJ; the HERA study team: 2-year 
follow-up of trastuzumab after adjuvant chemotherapy in HER2-
positive breast cancer: a randomised controlled trial.  Lancet (2007) 
369: 29-36.

219Prognostic factors for Spinal MetastasisJune 2012


