older patients and postmenopausal women, are due not to cancer but 1791
to osteoporosis. Also, a normal appearance on plain films of the spine
does not exclude the diagnosis of cancer. The role of bone scans in the
detection of cord compression is not clear; this method is sensitive but
less specific than spinal radiography.
The full-length image of the cord provided by MRI is the imaging
procedure of choice. Multiple epidural metastases are noted in 25% of
patients with cord compression, and their presence influences treatment plans. On T1-weighted images, good contrast is noted between
the cord, cerebrospinal fluid, and extradural lesions. Owing to its sensitivity in demonstrating the replacement of bone marrow by tumor,
MRI can show which parts of a vertebra are involved by tumor. MRI
also visualizes intraspinal extradural masses compressing the cord.
T2-weighted images are most useful for the demonstration of intramedullary pathology. Gadolinium-enhanced MRI can help to delineate
intramedullary disease. MRI is as good as or better than myelography
plus postmyelogram CT scan in detecting metastatic epidural disease
with cord compression. Myelography should be reserved for patients
who have poor MRIs or who cannot undergo MRI promptly. CT scan
in conjunction with myelography enhances the detection of small areas
of spinal destruction.
In patients with cord compression and an unknown primary
tumor, a simple workup including chest radiography, mammography,
measurement of prostate-specific antigen, and abdominal CT usually
reveals the underlying malignancy.
TREATMENT

Spinal Cord Compression

The treatment of patients with spinal cord compression is aimed
at relief of pain and restoration/preservation of neurologic function (Fig. 331-2). Management of MSCC requires a multidisciplinary
approach.
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and a distended bladder. The absence of the anal wink reflex or the
bulbocavernosus reflex confirms cord involvement. In doubtful cases,
evaluation of postvoiding urinary residual volume can be helpful. A
residual volume of >150 mL suggests bladder dysfunction. Autonomic
dysfunction is an unfavorable prognostic factor. Patients with progressive neurologic symptoms should have frequent neurologic examinations and rapid therapeutic intervention. Other illnesses that may
mimic cord compression include osteoporotic vertebral collapse, disk
disease, pyogenic abscess or vertebral tuberculosis, radiation myelopathy, neoplastic leptomeningitis, benign tumors, epidural hematoma,
and spinal lipomatosis.
Cauda equina syndrome is characterized by low back pain; diminished sensation over the buttocks, posterior-superior thighs, and perineal area in a saddle distribution; rectal and bladder dysfunction; sexual impotence; absent bulbocavernous, patellar, and Achilles’ reflexes;
and variable amount of lower-extremity weakness. This reflects compression of nerve roots as they form the cauda equina after leaving the
spinal cord. The majority of cauda equine tumors are primary tumors
of glial or nerve sheath origin; metastases are very rare.
Patients with cancer who develop back pain should be evaluated for
spinal cord compression as quickly as possible (Fig. 331-2). Treatment
is more often successful in patients who are ambulatory and still have
sphincter control at the time treatment is initiated. Patients should
have a neurologic examination and plain films of the spine. Those
whose physical examination suggests cord compression should receive
dexamethasone (6 mg intravenously every 6 h), starting immediately.
Erosion of the pedicles (the “winking owl” sign) is the earliest
radiologic finding of vertebral tumor. Other radiographic changes
include increased intrapedicular distance, vertebral destruction, lytic
or sclerotic lesions, scalloped vertebral bodies, and vertebral body collapse. Vertebral collapse is not a reliable indicator of the presence of
tumor; about 20% of cases of vertebral collapse, particularly those in
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Figure 331-2

Management of cancer patients with back pain.
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