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Figure 118-9 Postgadolinium T1 MRI showing circumferential
epidural tumor around the thoracic spinal cord from esophageal
cancer.

Oncology and Hematology

arthritic pain is often relieved by recumbency. Leg weakness is seen in
about 50% of patients, as is sensory dysfunction. Sphincter problems
are present in about 25% of patients at diagnosis.
DIAGNOSIS
Diagnosis is established by imaging, with MRI of the complete spine
being the best test (Fig. 118-9). Contrast is not needed to identify
spinal or epidural lesions. Any patient with cancer who has severe
back pain should undergo an MRI. Plain films, bone scans, or even CT
scans may show bone metastases, but only MRI can reliably delineate
epidural tumor. For patients unable to have an MRI, CT myelography
should be performed to outline the epidural space. The differential
diagnosis of epidural tumor includes epidural abscess, acute or chronic
hematomas, and rarely, extramedullary hematopoiesis.
TREATMENT	

B

Figure 118-8 Postgadolinium MRI images of extensive leptomeningeal metastases from breast cancer. Nodules along the
dorsal surface of the spinal cord (A) and cauda equina (B) are seen.

EPIDURAL METASTASIS
Epidural metastasis occurs in 3–5% of patients with a systemic malignancy and causes neurologic compromise by compressing the spinal
cord or cauda equina. The most common cancers that metastasize to
the epidural space are those malignancies that spread to bone, such
as breast and prostate. Lymphoma can cause bone involvement and
compression, but it can also invade the intervertebral foramens and
cause spinal cord compression without bone destruction. The thoracic
spine is affected most commonly, followed by the lumbar and then
cervical spine.
CLINICAL FEATURES
Back pain is the presenting symptom of epidural metastasis in virtually all patients; the pain may precede neurologic findings by weeks or
months. The pain is usually exacerbated by lying down; by contrast,
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Epidural Metastasis

Epidural metastasis requires immediate treatment. A randomized
controlled trial demonstrated the superiority of surgical resection
followed by RT compared to RT alone. However, patients must
be able to tolerate surgery, and the surgical procedure of choice
is a complete removal of the mass, which is typically anterior to
the spinal canal, necessitating an extensive approach and resection. Otherwise, RT is the mainstay of treatment and can be used
for patients with radiosensitive tumors, such as lymphoma, or for
those unable to undergo surgery. Chemotherapy is rarely used for
epidural metastasis unless the patient has minimal to no neurologic
deficit and a highly chemosensitive tumor such as lymphoma or germinoma. Patients generally fare well if treated before there is severe
neurologic deficit. Recovery after paraparesis is better after surgery
than with RT alone, but survival is often short due to widespread
metastatic tumor.

NEUROLOGIC TOXICITY OF THERAPY
TOXICITY FROM RADIOTHERAPY
RT can cause a variety of toxicities in the CNS. These are usually
described based on their relationship in time to the administration of
RT: acute (occurring within days of RT), early delayed (months), or
late delayed (years). In general, the acute and early delayed syndromes
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