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ABSTRACT

In developed regions, colorectal cancer (CRC) is the third most common cause of cancer-related death, with 1.2
million new cases diagnosed annually worldwide. Six percent of all CRC metastases are bone metastases.
Remarkably, 70% of patients develop distant metastases during follow-up, and 22% of patients show them at
diagnosis. Bone metastases indicate a worsened oncological prognosis, even though they are rare. Six percent of all
CRC metastases are bone metastases. Treating CRC that has spread to the bones can be difficult and frequently
signals an advanced stage of the disease. Since the bone is frequently the site of metastasis for a variety of primary
tumours, including breast, prostate, lung, thyroid, and kidney cancer, managing bone metastases is a crucial
component of cancer care. In addition to reducing pain and complications, effective treatment of bone metastases can

enhance patients' quality of life.

Keywords: Colorectal adenocarcinoma, Bone metastasis, Management

INTRODUCTION

According to the world health organisation, colorectal
cancer (CRC) is the third leading cause of mortality
related to cancer in developed countries. A considerable
number of patients experience the development of
metastases either at the time of diagnosis or during
follow-ups, despite the fact that the incidence of the
disease in its early stages has increased as a result of
screening programs. The primary sites of secondary
dissemination for CRC are the lymph nodes, liver, and
lungs.!3 This is in contrast to the fact that bone tissue is a
common site for secondary dissemination in certain other
types of cancer, such as breast, prostate, or lung cancer.
Metastases from CRC to the bone are extremely
uncommon and almost always occur at the same time as
tumour involvement in other parts of the body. Certain
factors, such as the location of the primary tumour, the
age of the patients, the presence of K-raS mutations, and
the degree of tumour differentiation, are considered to be

risk factors for bone metastases. However, in contrast to
metastases that affect the liver and lungs, bone metastases
are typically symptomatic. This has the effect of
negatively impacting the patient's quality of life and
ultimately leading to a more dismal prognosis with a
lower survival rate. It is necessary to create a
personalised approach to the management of patients.>*°

REVIEW

On an annual basis, approximately 1.2 million new cases
of CRC, which is also referred to as CRC, are diagnosed
in a variety of different regions across the globe. Cancer
is the third leading cause of death in developed regions,
and as a consequence, it is the third leading cause of
death overall. In CRC, the percentage of metastases that
are found in the bone accounts for 6% of the total number
of metastases that are discovered. The presence of distant
metastases is discovered in twenty-two percent of
patients at the time of diagnosis, and seventy percent of
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patients develop these metastases during the period of
follow-up examination. In spite of the fact that the
incidence rate of bone metastases is relatively low, the
presence of bone metastases is indicative of a worsening
of the oncological prognosis. In the case of lesions that
are well-localized and singular, the possibility of
undergoing a metastatic procedure is one of the
therapeutic options that can be taken into consideration.
On the other hand, the treatment is designed to provide
palliative care in the context of the majority of cases.
Radiotherapy, systemic chemotherapy (with or without
targeted therapy), and the pharmacological application of
bisphosphonates are all examples of treatments that fall
under this category. Other examples include the use of
bisphosphonates.>8

It is possible for CRC to spread to other parts of the body,
such as the lungs, the peritoneum, and even the bones,
although this is a less common occurrence. This is despite
the fact that the liver is the organ to which CRC most
frequently spreads. Out of the total number of bone
metastases, CRC is responsible for six percent of them.
This represents a percentage of the total.”!! CRC that has
spread to the bones is typically an indication that the
disease has progressed to a more advanced stage or that it
has reached a more advanced stage. This is due to the fact
that once the disease has spread to the bones, it can be
difficult to achieve a successful treatment.!>!3

Since bone tissue is an organ that is both rigid and
dynamic, it goes through continuous processes of
formation and repair throughout the course of a person's
lifetime. Bone tissue is an organ that is both rigid and
dynamic. The tissue that makes up bones is an organ that
is both mobile and immobile. The primary factor that
determines both the structure and function of the skeleton
is bone remodelling, which is primarily a metabolic
process that occurs more frequently in adults. This
process is the primary factor that determines the structure
of the skeleton. For this reason, it is essential for the cells
that are accountable for bone formation (specifically
osteoblasts) and bone resorption (specifically osteoclasts)
to engage in coordinated activity. This is necessary in
order to guarantee that bone tissue continues to preserve
its integrity. The possibility that this could be explained
by a mechanism of haematogenous dissemination, which
involves the localisation of quiescent tumour cells at the
fracture level, is something that ought to be taken into
consideration is something that should be considered.'#'

Breast cancer, lung cancer, thyroid cancer, prostate
cancer, kidney cancer, and bladder cancer are just some
of the solid organ cancers that have the potential to
spread to the bone. Other cancers that also have the
potential to spread to the bone include prostate cancer,
kidney cancer, and bladder cancer. When it comes to
these patients, bone is a site of metastatic involvement
that occurs quite frequently.'”!® The pelvis is responsible
for 35.3% of all cases, followed by the lumbar spine
(25%), the thoracic vertebrae (21.6%), the sacrum

(20.6%), and the ribs (14.7%), which indicates the next
most common location for the condition and the most
common location overall. The ribs are the most common
location overall. Among all the locations, the ribs are the
most frequently found. When it comes to lung cancer,
secondary bone involvement can be found in as many as
forty to fifty percent of cases, and when it comes to
prostate cancer, it can be found in as many as sixty to
seventy percent of cases. Both of these percentages are
indicative of the prevalence of prostate cancer. Both of
these percentages are representative of the general
population that is affected by prostate cancer. Bone, on
the other hand, is the location of metastases that originate
from gastrointestinal cancers in a percentage of cases that
is less than ten percent. Bone is the site of metastases.
Since the beginning, this has been observed.!*-2!

There is a correlation between patients who have been
diagnosed with rectal cancer and the presence of bone
metastases of colorectal origin. This is the case despite
the fact that the incidence of these metastases can range
anywhere from 096 to 11.1% respectively.
Haematogenous dissemination is the most common
distribution mechanism because it is highly probable that
the vascularization of the cancer plays a role in this
incidence. This is the reason why haematogenous
dissemination is the more common mechanism.
According to the findings of the investigation, the
incidence is higher in autopsies, with the range falling
somewhere between 8.6 and 27%.%>?* The incidence, on
the other hand, has been described as being higher than
its previous level. The presence of bone metastases, on
the other hand, is typically accompanied by symptoms, in
contrast to the lung or liver location of the metastases.?*2

This is because the destruction of bone tissue causes local
pain symptoms, which in turn leads to irritation of the
periosteum and/or nerve injury, both of which have the
potential to result in pathological fractures. This is the
reason why this is the case. Because of this, bone
metastases are diagnosed at an earlier stage in
comparison to metastases that are discovered in the lungs
or liver. This is because bone metastases are more
straightforward to diagnose. There are a number of
additional factors that are linked to the development of
bone metastases. These factors include the presence of
lung metastases, involvement of lymph nodes, and origin
from rectal region.?>-’

In order to effectively treat cancer, it is absolutely
necessary to always include the management of bone
metastasis as an essential component from the beginning
of the treatment process. At no point in time is it
acceptable to fail to fulfil this requirement. On the other
hand, this is not always circumstances that are present.?’
2 Specifically, this is because the bone is a common site
for metastasis for a wide variety of primary tumours,
including cancers of the breast, prostate, lung, thyroid,
and kidney. This is the reason why this is case.*3!
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This is the reason why things are the way they are in the
current situation. The reason that things are the way that
they are is because of this, taking into consideration the
circumstances that are currently in place. There is a
chance that the bone will be affected by the disease that
has spread to other parts of the body. This is a possibility.
There is a possibility that patients who receive treatment
that is effective for bone metastasis will experience an
improvement in their quality of life, as well as a
reduction in the amount of pain they experience and the
number of complications they have to deal with
throughout the course of their treatment. These outcomes
are all possible outcomes. Patients who are currently
undergoing treatment have the opportunity to have
experiences similar to those described here.?!34

When it is possible to do so, it is recommended that
treatments for bone metastases include the administration
of systemic chemotherapy in addition to surgical
resection. This is considered to be the most effective
treatment combination. Every time it makes sense to do
so, this is the situation that occurs.?>3° This is as a result
of the fact that bone metastases are a condition that is
extremely difficult to treat. The fact that the metastases
are situated in the bone is the reason for the development
of this condition. This is the circumstance that led to the
occurrence of this particular development. In light of the
fact that there was no evidence of metastatic disease at
any other levels, this procedure was performed on the
patient who was the primary focus of the investigation
that is currently being conducted. Another reason why
this procedure was carried out was because there was also
the possibility of performing a resection with free
surgical margins. This was one of the reasons why this
procedure was carried out. There was also the possibility
of performing a resection, which was in addition to the
previous possibility. Taking into consideration the fact
that this was the situation was an additional justification
for carrying out this procedure.’” A further component of
the treatment plan was the administration of radiotherapy,
which was done with the purpose of reducing the size of
the tumour and alleviating the symptoms that the patient
was experiencing at the time. This was done in order to
treat the patient. This course of action was taken in order
to achieve the objectives that were outlined in the
beginning. 3336

DISCUSSION

This particular kind of systemic treatment regimen has
been found to be effective in terms of survival in patients
who have metastatic CRC. Furthermore, it has been
found to be effective without compromising the quality of
life of the patients that they are treating through the
application of this particular kind of treatment regimen.
According to the findings of the research that has been
carried out, this is the conclusion that can be drawn from
the available information.3¢-38

Eight percent of patients who have lung metastases and
sixteen percent of patients who have liver metastases are
able to survive for a period of five years, respectively.
Both of these percentages compare to the overall survival
rate. There is a comparison between both of these
percentages and the overall survival rate. According to
the findings of a number of researchers who have arrived
at this conclusion, the survival rate for bone metastases
over a period of five years has been determined to be
3.4%. This conclusion was arrived at by the researchers
after they had completed their process. Additionally, the
presence of bone metastasis, along with age, location in
the ascending colon, a high degree of differentiation,
lymph node involvement, and high pre-operative
carcinoembryonic antigen levels, has been described as
factors that are considered to be poor prognostic factors
in relation to the survival of patients who are undergoing
surgery for CRC. These factors have been linked to a
lower likelihood of survival. These factors have been
associated with a likelihood of survival that is lower than
average.373940

CONCLUSION

It is the single most important step that can be taken to
reduce the number of skeletal-related incidents that
manifest themselves, and it is the step that involves
recognising and diagnosing the condition as soon as
possible. The fact that a sizeable number of cases of bone
metastasis in colorectal adenocarcinoma have a positive
clinical outcome following treatment with medical
bisphosphonates at the time of treatment does not change
the fact that this is the case.
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