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1. Introduction 
 

MSCC occurs when there is pathological vertebral body collapse or direct tumour growth 

causing compression of the spinal cord or cauda equina. Irreversible neurological damage 

ensues with resulting paraplegia. Early diagnosis and treatment is essential to prevent 

neurological damage and to achieve this, early recognition and reporting of symptoms, 

simple and rapid referral pathways, urgent and appropriate investigations and prompt 

treatment are needed. 
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The vertebral column is the most common site of skeletal metastasis and seventy percent of 

patients dying from cancer have spinal metastases at autopsy. Spinal cord compression 

occurs in 5% to 10% of all patients with malignancy, and approximately 25% of those 

presenting with MSCC do not have an established diagnosis of cancer. Lung, breast and 

prostate cancers account for over 50% of cases; lymphoma and myeloma account for 20%. In 

7% of cases, a primary cancer may not be identified. 

 

The distribution of metastases may be classified according to spinal level 

 

 Thoracic spine is affected in 70% of cases 

 Lumbosacral spine – 20% 

 Multiple contiguous levels – 10% to 38%  

 Cervical spine – 10% 

 

In 85% of cases, haematogenous spread to the vertebrae results in bony collapse and spinal 

cord compression. Less commonly, MSCC is caused by direct tumour extension or 

deposition of tumour cells in the neural tissues or in the meninges. Compression results in 

oedema, venous congestion, demyelination and ultimately cord infarction. If the onset of 

compression is gradual, with gradually developing symptoms and signs, there is a chance of 

reversal of the process and recovery of function but once the cord is infarcted, there is no 

chance of recovery. 

 

2. Senior Clinical Advisor Service 
 

The importance of early diagnosis in the management of MSCC cannot be over-emphasised. 

Symptoms are often present for some weeks before neurological signs develop and an 

emergency occurs. Identifying the underlying aetiology of the spinal cord compression is 

essential in determining the interventions required. 

 

To assist in early diagnosis, patients and/or carers of patients at risk should be identified 

and given information about the signs and symptoms of spinal cord compression and the 

importance of reporting promptly. The patient should be issued with information leaflets 

and contact details of the MSCC coordinator so that they can report suspicious symptoms as 

soon as they occur. (See section 8 for contact details). 

 

To support this, the Cancer Centre (Hull and East Yorkshire Hospitals NHS Trust) as the 

designated centre for definitive treatment of cases of MSCC i.e. surgery and/or 

radiotherapy, should have in place a Senior Clinical Advisor Service which meets as a 

minimum the following criteria 

 

 It is available 24 hours a day 7 days a week for advice to secondary care clinicians 

and MSCC coordinators who are managing, or are seeking to refer, patients with, or 
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suspected of having, MSCC and have been judged as potentially suitable for active 

treatment. 

 There is a single point of contact. 

 A rota of senior clinical advisors with a least one from each discipline listed below 

available at all times 

 

- Spinal surgery (neuro surgery or orthopaedic) - the senior clinical advisor for 

spinal surgery should be able to assess and manage all aspects of MSCC 

including being able to carry out emergency surgical procedures, including 

instrumented stabilisation of the spine. 

 

- Oncology - the senior advisor for oncology should be a consultant oncologist 

either medical or clinical oncologist who is able to carry out a holistic 

assessment of the MSCC case and the  MRI images once been reported  and 

make the appropriate decision on the patient need for radiotherapy. 

 

- Radiology - the senior clinical advisor for imaging should be a consultant 

neuroradiologist or a neuroradiology fellow who is able to interpret the 

relevant imaging and issue an authorised report during hours or a verbal 

report communicated to the referring clinician out of hours. 

 

Contact with the Senior Clinical Advisor Service will, where appropriate, trigger a case 

discussion as set out in the Guidelines for the Management of Patients with or suspected of 

having Metastatic / Malignant Spinal Cord Compression 2011. 

 

  

 

3. Patient Information 
 

The MSCC group have agreed to use Macmillan information leaflets to give to patients. 

Please see the Macmillan website for available patient information. The links here take you 

to specific leaflets on the Macmillan website, but there is a lot of other information available 

e.g. benefits, information for carers etc. Please press control and click on the links below 

 

http://www.macmillan.org.uk/Cancerinformation/Cancertypes/Spinalcord/Spinalcordtumours.aspx 

http://www.macmillan.org.uk/Cancerinformation/Livingwithandaftercancer/Symptomssidee

ffects/Othersymptomssideeffects/MSCC.aspx 

 

4. Case Discussion Policy 
 

http://www.macmillan.org.uk/Cancerinformation/Cancertypes/Spinalcord/Spinalcordtumours.aspx
http://www.macmillan.org.uk/Cancerinformation/Livingwithandaftercancer/Symptomssideeffects/Othersymptomssideeffects/MSCC.aspx
http://www.macmillan.org.uk/Cancerinformation/Livingwithandaftercancer/Symptomssideeffects/Othersymptomssideeffects/MSCC.aspx
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All patients with MSCC should prior to definitive treatment be the subject of a case 

discussion.  The discussion should include as a minimum senior clinical advisors for spinal 

surgery ‘see advice on surgical referral below’ and clinical or medical oncology. Where 

necessary, a senior clinical advisor for radiology should also be included. 

 

This discussion should take place whenever required and decision making should not be 

delayed by deferring until the next preset meeting e.g. MDT. This is not an MDT discussion. 

 

The discussion can take place over the phone if necessary. 

 

 

 

It is anticipated that staff apart from the MSCC clinical advisors who are involved in the 

patients care make the decision that an individual patient is unfit for any form of definitive 

treatment in which case the need for case discussion as set out above is not required.  It is 

recommended, however, that the majority of cases will be at least discussed with the MSCC 

coordinator. 

 

All discussions should be documented in the patients’ case notes.  Responsibility for 

documentation lies with the MSCC senior clinical advisor initiating the case discussion. 

 

If a patient is not fit for definitive treatment there is no need to have a case discussion. 

However, advice must be given towards the judgement of a patient’s eligibility for 

treatment. 

 

Patients who should be strongly considered for surgery are 

 

 Patients with good general condition and good performance status. 

 Very low number 2 or less of extraspinal metastases. 

 Cervical spine area or any area with a risk of spinal instability. 

 No visceral or removable visceral metastasis. 

 Very short or sudden onset of symptoms e.g. <24hr. 

 Good or normal power of limbs. 

 Previously irradiated area in a patient with a good prognosis. 

 Primary diagnosis could carry a good survival despite of metastatic disease e.g. 

thyroid, breast, prostate, carcinoid, rectum, kidney and uterus 

 Primary spinal tumours. 

 When tissue sample is required especially for new cancer diagnosis. 

 

Also, Oncologists have the discretion to discuss surgical treatment when thought to be in 

the patients’ best interest and avoid it in a very ill patient or at the terminal pathway of their 

illness 

NB to consider Tomita and Tokihashu scoring systems as recommended by NICE guideline. 
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5. Qualifications & Training Required for MSCC 

Clinical Advisors 
 

To support the pathway for the early diagnosis and management of MSCC the designated 

centre for definitive treatment (HEYHT) will have in place a MSCC hospital coordinator rota.  

Staff members on the rota should, as a minimum, meet the following criteria 

 

 Be a registered nurse at agenda for change Band 6 or above 

 Have experience in the care an management of MSCC 

 Have undertaken the training as set out in Section 6 

 Have been assessed as competent by a authorised assessor 

6 List of Authorised MSCC Assessors of 

Competence  
 

  

A prerequisite for authorisation is to have been trained and assessed as competent by 

another authorised assessor or one of the MSCC clinical advisors. 

6.1 Current Authorised Assessors 
 

Dr Nabil El-Mahdawi Consultant Oncologist, Oncology, HEYHT 

Dr Rachael Barton  Consultant Oncologist, HEYHT 

Mr George Spinks  Consultant Neurosurgeon, HEYHT 

Dr Lorcan O’Toole  Consultant Oncologist, HEYHT 

 

7. MSCC Coordinators Training 
 

Please also see Appendix (i) 

 

 Introduction to MSSC to include 

- Physiology 

- Pathology 

- Signs and symptoms 

- Investigations 

- Early interventions 

 Assessment of Competence by Authorised Assessor 

 Clinical Supervision 

 Membership of MSCC Group 



 

MSCC Clinical Advisor Specification Version 1.6 March 2012 | Page 9 

 Active participation in MSCC audit programme 

 

8. MSCC Coordinators Contact Details 
 

MSCC Coordinator Site Phone Number Bleep Email address 

ANP    CHH 01482875875 500  
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9. Pathway for Malignant / Metastatic Spinal Cord 

Compression (MSCC) 
Hull and East Yorkshire Hospitals NHS Trust 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

MSCC suspected 
Nurse flat until stability of spine is known. 
Manage pain and other symptoms as required 
Start 16mgs of Dexamethasone immediately if no contraindications  
Continue dexamethasone 8mg bd with PPI until diagnosis confirmed 
DVT prophylaxis with LMWH if no contraindications  
 
MRI arranged by referring team  

 
MRI result reported to referring team and MSCC coordinator 

 

FULL HISTORY AND CLINICAL ASSESSMENT 

MSCC not suspected 
Analgesia and 
investigation as required 
Refer as appropriate 

Rehabilitation should begin as soon as a diagnosis of MSCC is made 
Referral to: Physiotherapy within 24 hours 
  Occupational therapy within 48 hours 
  Social services 
 
Underlying malignant condition should be managed by appropriate team 
Plan for steroid reduction once definitive treatment complete 
Consider transfer to local hospital for continuing rehabilitation 

MSCC confirmed on MRI scan 
 
MSCC Patients’ information 
Contact MSSC coordinator  
CHH 01482 875 875 Bleep 500 
Complete referral form 
MSCC team decide on: Spinal stability and 

patient positioning 
Need for tissue 
diagnosis 
Preferred treatment 
Need for patient transfer 

MSCC excluded on MRI 
Treat as appropriate 

Treatment to start within 24 hours of diagnosis* 

Options include: Surgery (urgency depends on the neurological presentation) 
   Radiotherapy 
   Chemotherapy  
   Best supportive care 
 
* For more information please refer to the local guideline. 
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9.1 Metastatic / Malignant Spinal Cord Compression Referral Form 
Metastatic / Malignant Spinal Cord Compression (MSCC) Referral Form 

*Please fill all fields and do not use the return key during typing 

Please contact MSCC coordinator before sending  

*(Failure to reach the MSCC coordinator please contact CHH 01482 875 875 bleep 500 or Registrar oncall) 

 

MSCC treatment referral: 

Date of referral :         

 

Time of referral:              

 Date of admission:                                                          

Referred by :        

Contact number:       

Extension:       

Bleep/Pager:       

 

Background Tumour information MSCC clinical information 

Primary: 

      

Current Management:  

Chemo     Radiotherapy    Hormone 

Biological  

Best supportive care       

 

Previous MSCC:     Y  / N       

Date:       

Area affected: 

      

Treatment received:  

Radiotherapy       Surgery       Both      

Other:  

      

Time and Date of MSCC was first suspected: 

      -       

 

Walking Status: 

Normal  

 

Unsteady:    Y / N       

Since(date):       

 

Not Ambulant:  Y  / N    

Since (date):       

 

Spinal stable: Y  / N  / Not Known  

Recommandation:  

       

MRI Whole spine:  

Not Done     (Reason:      ) 

 

Done     Location:       

 

Time - Date requested:       -       

 

Time - Date done:       -       

Outcome:  

 

Other relevant Information:  

       

       

       

       

       

       

       

Please complete this form as fully as possible  

     

Patient Details and relevant information 

Surname:       

Forename:       

DOB:       

Address:  

      

      

      

Telephone No. 

      

Previously known to Oncologist:  Y  / N  

Name:       

Oncologist aware of Referral: Y  / N  

Prior MDT Discussion       Y / N   

 

Hospital                         

Date        

Outcome  

       
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Appendix (i) MSCC Induction Training 
 

(This is also available as a separate document) 

Background 

 

Malignant Spinal Cord Compression (MSCC) includes compression of the spinal cord.  MSCC 

is a major cause of morbidity and is believed to occur in approximately 5% of all patients 

diagnosed with cancer. In approximately 85% of cases it results as a consequence of 

metastases from a primary tumour (3, 4) with cancers of the lung, prostate and breast 

accounting for around 50% of cases. Other cancers frequently associated with MSCC include 

lymphoma, renal, multiple myeloma, melanoma and sarcoma.  

The Need for an Educational Package 

 

Early diagnosis of MSCC whilst the patient is still ambulant is crucial in optimising patient 

outcomes. 9 Studies carried out in the United Kingdom (UK) over the last 10 years have 

identified several areas where increased awareness of this condition and specific aspects of 

treatment and rehabilitation could be improved. (10, 11, 12). The main issues identified 

were: 

 Unacceptable delays in diagnosis and referral are common. 

 Clinicians failed to consider a diagnosis of spinal cord compression resulting in 

delayed investigation and referral. 

 There is a lack of formal referral procedures for patients with MSCC.  

Aetiology of MSCC 

 

The spinal column is the most common site of bony metastases with the thoracic spine 

being most frequently affected (70%), followed by lumbosacral (20%) and cervical (10%). 

Extradural compression of the spinal cord occurs due to tumour expansion into the epidural 

space, usually from dissemination of malignant cells to the vertebral bodies or surrounding 

tissues via the vascular circulation. Direct extension from an intra-abdominal or intra-

thoracic primary adjacent to it or a primary malignancy arising in the vertebral body can also 

occur. Intradural spinal cord neoplasms (intramedullary and extramedullary) or metastases 

(intramedullary) can also present with symptoms of spinal cord compression. MSCC can be 

the presenting manifestation of a cancer or can be the sole site of recurrence. It is however, 

more common for it to occur where there is widely disseminated disease. Most patients will 

die as a result of their underlying cancer within a year of the diagnosis of spinal cord 

compression; however, patients with more favourable prognostic factors can survive beyond 

two years. 
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Key Signs and Symptoms 

 

Remember: Taking to bed or needing a catheter, even in the absence of pain, should raise 

the possibility of MSCC. 

 

Pain 

Spinal pain must be treated as significant and should not be assumed to be degenerative 

disc disease. Radicular pain in a patient with cancer is a major cause of concern. 

 

Motor deficits 

Specific muscle weakness may emerge initially in the legs regardless of the level of 

compression. Compression of the lower cervical and upper thoracic nerve roots can present 

with upper limb weakness. The patient may complain of ‘heavy’ or ‘stiff’ limbs causing, for 

example, difficulty climbing stairs.  

Sensory deficits 

Paraesthesia and loss of sensation may develop progressing upwards from the toes in a 

stocking-like fashion eventually reaching the level of the lesion but is poorly localized to the 

site of the lesion. The patient may experience altered sensation to touch, pain and 

temperature.  

 

Autonomic dysfunction (usually late presenting symptoms) 

Sphincter disturbances can increase the tendency to constipation and/or urinary retention 

and this can progress to double incontinence.  

Referral pathways 

 

It has already been stated that patients with actual or potential MSCC may present in a 

variety of settings to any health care professional. The individual’s presenting signs and 

symptoms and general physical condition will influence the likely referral and treatment 

pathway. Please see the flow chart pathway in regard to the MSCC coordinators. 

Management pathway 

 

Clinical assessment and examination of a patient with suspected spinal cord compression 

includes identification of risk factors, symptom evaluation of pain, sensory and motor 

function, and bowel and bladder function.  

 

 To ensure patient on steroids (Dexamethasone – 16 milligram/day (mg/d)).  

 

 Suggest patient lies flat and advice on that they will require to maintain this position 

unless was advised by the spinal surgery team that the spine is stable. 
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 An emergency two-person ambulance with stretcher should be requested, to enable 

transfer of the patient from home to hospital. 

 

 Admit direct to local hospital (avoiding Accident and Emergency, if possible).  

 

 An urgent Magnetic Resonance Imaging (MRI) scan should be organised locally within 

24hours. CT scan is an acceptable alternative if urgent MRI is not possible.  

 

 If the individual is a hospice inpatient at the time of initial suspicion of MSCC, it 

would be preferable if an urgent local MRI could be arranged, rather than the patient 

having to be transferred as an in-patient to the local hospital. 

 

 A Referral form must be completed and coordinator to facilitate telephone discussion 

with the on-call Oncologist and / or spinal surgery oncall is advised once clinical and 

radiological assessment has been performed. 

 

 Ensure patient information has been handed to the patient and patient aware of the 

diagnosis and agreeing on the management plan before perusing into it. 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

MSCC Coordinator Pathway 
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Suspected MSCC 

Outpatient, GP Coordinator  Inpatient, including QCOH. 
Hospital team to arrange MRI 

Not known to oncology Known to oncology arrange 
bed in Queens Centre 

Acute admission: follow 
MSCC guidelines Inform oncologist 

Suspected MSCC 
Ward doctors to arrange 
urgent whole spine MRI 

MSCC confirmed, fill referral form 
and contact MSCC coordinator 

MSCC coordinator to contact oncologist 
and also neurosurgeon if needed 

Inoperable, Contact referring 
team & oncologist 

Operable, if patient wishes so advise 
contact to neurosurgery HRI 

Provide patient information on 
radiotherapy if patient suitable for 

treatment 

Best Supportive Care if not suitable 
for radiotherapy or not wish to have it 

Patient wishes to have radiotherapy 
Patient does not wish to have 

radiotherapy 

Arrange bed in Queens Centre and inform the team. Contact booking office. 
Team to complete management Form and submit to booking office 
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Other points to consider 

 pain and symptom management  

 emotional/psychological support 

 the need to consider spiritual needs and care 

 family support 

 rehabilitation/maximising potential 

 discharge planning 

 Assessment for hospice admission. 

Specialist palliative care 

 

Referral to the Specialist Palliative Care Service may be appropriate at any stage, from 

suspicion of MSCC, through diagnosis, treatment and rehabilitation to end of life care. It is 

particularly important when the issues are complex and are not able to be managed locally 

or when a multidisciplinary team approach to care has not been available but is required. 

Rehabilitation and multi-professional referral 

 

Rehabilitation should commence on diagnosis, encompassing the skills of various healthcare 

professions as appropriate.  

Referrals should be considered to the following multi-professional staff: 

 Physiotherapist (within 24 hours of admission) 

 Occupational Therapist (within 24 hours of admission) 

 Social Worker (when needed) 

 Other where relevant (Dietician, Speech and Language Therapist, Clinical Psychologist 

or Counsellor and Hospital Chaplain) 

Metastatic Spinal Cord Compression and timing of mobilisation – Initial Presentation 

 

 Assume spine unstable until MDT decision made regarding stability.  

 Advise flat bed rest, one pillow with neutral spine alignment until confirmation of 

spinal stability.  

 Stabilisation with a hard collar for patients with suspected cervical cord compression. 

(MSCC coordinators trained to fit collars). Spinal brace may be indicated for thoracic 

or lumbar lesions (liaise with consultant and neurosurgeons) 

 Patient must be log rolled and use slipper pan and bottle/urinary catheter, cot sides 

in place 

 Correct intervention for  pressure relief 

 Above knee TEDS to prevent thrombosis.  
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Management pathway must be clearly documented and communicated to the team 

Audit 

 

Retrospective audit of clinical practice shows wide variation in the timing of, and methods 

used to mobilise patients diagnosed with MSCC during treatment. In the past mobilisation 

has usually only been started only after radiotherapy or spinal stabilisation, or following an 

arbitrary period of bed rest. However there is no research evidence to support any of these 

approaches. NICE recommends that a decision about spinal stability has to be made by the 

MDT, ideally including surgeon, radiologist, oncologist and physiotherapist and documented 

in the medical record.  

 

 

Indicators of spinal instability 

 

Most reliable indicators of spinal instability are radiological findings (MRI) and clinical 

features such as mechanical pain and changing neurological features. Spinal instability, 

often with subluxation, can result in progressive kyphosis with extrusion of bone and disc 

into the spinal canal. It is characterised clinically by severe pain at the site of the lesion on 

attempted movement.  

 

Instability is likely to be present if any of the following are present: 

 Severe pain at site of lesion, increasing on movement 

 The tumour involves two or more adjacent vertebral bodies 

 Both anterior and posterior elements at the same level are involved 

 Involved vertebral bodies have collapsed to less than 50% of their original height 

 The odontoid process has been destroyed leading to possible atlanto-axial 

subluxation (WOSCAN, West Of Scotland Cancer Network Guidelines for malignant 

spinal cord compression, 2007) 

Stable spine 

 

Once the spine is confirmed as stable, gentle mobilisation should be commenced as soon as 

possible, bearing in mind that this may be before, during or after definitive treatment. When 

pain is well controlled, gradual sitting should begin, from supine to 45o initially and if 

tolerated, the patient should be encouraged to progress to 60 o and 90 o if able. Pain levels 

and neurological signs / symptoms must be monitored during this process. If there is a 

significant worsening of any of these, patients should be returned to a position where these 

changes reverse and the stability of the spine reassessed. 

         (NICE, MSCC Guidelines, 2008) 
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Discharge planning 

 

Discharge planning should commence as soon as possible following admission and certainly 

as soon as the diagnosis has been confirmed. The patient and their carers should be 

involved in all discussions to ensure their wishes are respected and that the goals of 

discharge planning are realistic and achievable. Where community staff has already been 

involved they should also be contacted for both a background report and to provide an 

update on the patient’s status.  

 

A patient with MSCC may be discharged / transferred between various healthcare settings 

during their episode of care and therefore effective communication strategies must be 

ensured to facilitate a seamless process. 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 Suspected 

MSCC 

Lie flat, 
neutral spine 

alignment 
and log roll 

Conduct and 
review MRI 

Spine assessed as 
being unstable?  

(Bony or neurological 
instability) 

Are surgery 
and / or 

radiotherapy 
appropriate? 

Medical management, 
Dexamethasone, surgery 
and / or radiotherapy as 

appropriate 

Graduated assessment of 
sitting once spinal shock 

settled or neurology 
stable  

(up to 60º over 4 hours) 

Fit brace or 
collar 

Does spine remain 
stable? 

Significant increases in 
pain or neurological 

symptoms? 

Ongoing assessment and 
rehabilitation in 

unsupported sitting, 
standing, walking and 

ADLs 

Discharge planning 

Yes 

No 

No 

Yes 

Yes 

No 

Flow chart for decisions about timing and 
safety of mobilisation once MSCC 

suspected   (NICE 2008) 
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Competence of MSCC coordinators 

 

 A Registered nurse, at least band 6 

 Have read the educational package and attended the training and assessment 

sessions. 

 Have high level of communication skills. 

 Good experience with cancer patients. 

 Familiar to the MSCC referral pathway and referral form. 

 Attend educational sessions on MSCC. 

 Aware of the MSCC and acute oncology guidelines 

 In good contact with the MSCC coordinators representative at MSCC meetings. 

 Have an access to the two yearly MSCC group meeting minutes. 

 Happy to participate in ongoing MSCC audit. 

Presentations  

 

There is a presentation given with this training.  

 

The slides for the presentation have been added here and as Appendix i to the separate 

document. 
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MSCC Presentation Slides 
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