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pratiques en oncologie

ABSTRACT
Background

Metastatic spinal cord compression (MsScc) is an
oncologic emergency that, unless diagnosed early
and treated appropriately, can lead to permanent
neurologic impairment. After an analysis of rel-
evant studies evaluating the effectiveness of various
treatment modalities, the Comité de I’évolution des
pratiques en oncologie (cEro) made recommenda-
tions on MscC management.

Method

A review of the scientific literature published up to
February 2011 considered only phase 11 and 111 trials
that included assessment of neurologic function. A
total of 26 studies were identified.

Recommendations

Considering the evidence available to date, cero
recommends that

e cancer patients with Mscc be treated by a special-
ized multidisciplinary team.

* dexamethasone 16 mg daily be administered to
symptomatic patients as soon as mscc is diag-
nosed or suspected.

* high-loading-dose corticosteroids be avoided.

* histopathologic diagnosis and scores from scales
evaluating prognosis and spinal instability be
considered before treatment.

» corticosteroids and chemotherapy with radio-
therapy be offered to patients with spinal cord
compression caused by myeloma, lymphoma, or
germ cell tumour without sign of spinal instabil-
ity or compression by bone fragment.

* short-course radiotherapy be administered to
patients with spinal cord compression and short
life expectancy.

e478

* long-course radiotherapy be administered to
patients with inoperable spinal cord compression
and good life expectancy.

* decompressive surgery followed by long-course
radiotherapy be offered to appropriate symptom-
atic Mmscc patients (including spinal instability,
displacement of vertebral fragment); and

* patients considered for surgery have a life expec-
tancy of at least 3—6 months.
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1. INTRODUCTION

According to recent Canadian statistics, an es-
timated 186,400 new cases of cancer and 75,700
deaths from cancer are expected in Canada in
2012!. In general, between 40% and 70% of pa-
tients with advanced solid tumours such as those
of breast, prostate, and lung will develop bone
metastases®. The spine is the most common site
for bone metastasis, affecting up to 30% of cancer
patients3. Overall, between 5% and 10% of cancer
patients will develop metastatic spinal cord com-
pression (Mscc), an oncologic emergency requiring
early diagnosis and immediate treatment*>. Spinal
cord damage including vascular injury, hemor-
rhage, white matter edema, and nerve damage
such as demyelination and axonal damage, are
frequently observed at the site of compression and
cause symptoms such as back pain and motor or
sensory deficits® .

The main objectives of Mscc treatment are pres-
ervation or improvement of neurologic function
(particularly walking capacity), pain relief, and
preservation or improvement of quality of life”. The
most-used treatment modalities are corticotherapy,
radiotherapy, and surgery.
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Corticosteroids (mainly dexamethasone) are
widely used for the first-line treatment of mscc. Ste-
roids reduce edema and inflammation and promote
stabilization of vascular membranes at the compres-
sion site, consequently reducing back pain and neu-
rologic deficits®. The combination of corticotherapy
and radiotherapy has for a long time been considered
the preferred treatment in most mscc patients. The
efficacy of radiotherapy is generally accepted, but
the optimum dose and regimen are not clearly es-
tablished*%10. In actuality, a dose of 30 Gy adminis-
tered in 10 fractions is among the most widely used
regimens (particularly in North America); shorter
courses (8 Gy or 20 Gy) are often used in Europe®'!.
Surgery has been a more controversial approach,
but its efficacy has been demonstrated in terms of
maximal cytoreduction of the metastatic mass, im-
mediate decompression, pain relief, stabilization of
the spine, and removal of bone fragments?. Patients
with mMscc usually benefit from postoperative ra-
diotherapy, which results in better local control of
metastatic lesions'2. In some specific conditions, such
as hematologic cancers, chemotherapy may also be
used as primary management of mscc!3.

The purpose of the present article is to review
the efficacy and safety of mscc treatment modalities
and to make clinical recommendations based on the
best available evidence.

2. METHODS

The scientific literature published up to February
2011 was reviewed through a PubMed search using
the keywords “metastatic spinal cord compression”
(MesH), “neoplasm’ (MesH), “cancer,” “treatment,”
“surgery,” “radiotherapy,” and “corticotherapy.”
Only prospective studies including an evaluation
of neurologic function, in the English or French
language, were considered. Economic studies,
retrospective studies, studies reporting only the
results of unplanned subgroup analyses, studies on
intradural or intramedullary spinal cord lesions, and
those investigating treatment of relapses were not
considered. Abstracts from relevant international
conferences held in 2009 and 2010 were reviewed,
and only those presenting results from randomized
controlled trials were considered. Recommenda-
tions for clinical practice and expert consensus
issued by relevant international organizations and
cancer agencies were also identified. The level of
evidence of selected studies and the strength of the
author’s recommendations were evaluated using
the American Society of Clinical Oncology and
the European Society for Medical Oncology grad-
ing system (Table 1). The original guideline was
developed by a Comité de I’évolution des pratiques
en oncologie (cEro) subcommittee. The draft was
reviewed by independent external experts and was
finally adopted by the ckro.

3. RESULTS
3.1 Corticotherapy

Three randomized controlled trials investigating
the efficacy and toxicity of corticosteroids in the
treatment of Mscc met the selection criteria (Table 11,
level m evidence). Results showed that corticotherapy
was associated with back pain reduction, but that it
had no significant impact on ambulatory capacity or
median overall survival.

Vecht et al.’> showed no difference between
two intravenous loading doses of dexamethasone
(10 mg and 100 mg) in terms of back pain relief,
ambulatory capacity, and survival; however, the
dose of corticosteroids seemed to correlate with
the incidence of adverse events. Graham et al.!”
showed that severe treatment-related toxicities such
as sepsis were reported with high-dose dexametha-
sone (96 mg daily) and that none were reported with
low-dose treatment (16 mg daily). Sorensen et al.'®
also demonstrated that high-dose dexamethasone
was associated with clinically significant adverse
effects, including hypomania, psychosis with confu-
sion, and gastric ulcer perforation.

3.2 Radiotherapy

Nine prospective trials assessing the efficacy and
toxicity of radiotherapy in the treatment of mscc
were identified (Table 111, level 11 evidence). In those
studies, fractionated radiation doses ranging from
16 Gy to 30 Gy were delivered. The pretreatment
ambulatory rate varied from 31% to 100%, depending
on the population being evaluated. Overall, radio-
therapy helped to maintain or improve ambulation
in 59%-100% of mscc patients. Aass and Fossa?®
showed a pretreatment ambulatory rate of 31% in
hormone-resistant prostate cancer patients with mscc;
subsequently, at 2 and 6 months after a median ra-
diation dose of 30 Gy, 69% and 59% of patients had
respectively maintained or regained their ambulatory
capacity. Similarly, a split-course regimen (15 Gy
in 3 fractions, stopped for 4 days, and then resumed
with 15 Gy in 5 fractions only in responders) allowed
84% of breast cancer patients with Mscc to maintain
or regain their ability to walk?°.

Patient prognosis at mscc diagnosis may af-
fect clinical outcomes after radiotherapy. In this
regard, Maranzano ef al.** showed a pretreatment
ambulation rate of 47% in mscc patients with poor
prognosis (low radioresponsive primary tumour,
paraplegic or paraparetic, poor performance status,
poor life expectancy) and a post-radiotherapy (16 Gy
in 2 fractions) total motor function response rate of
63%. In mscc patients with good prognosis (without
neurologic deficit at diagnosis), a 30-Gy regimen
resulted in an adequate motor function response for
all patients®3.
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TABLE1 Levels of evidence and grades of recommendations®

Levels of evidence

Grades of recommendation

Level Type of evidence

Grade Recommendation

I Evidence demonstrated by means of meta-analyses of
well-designed controlled trials or large randomized
trials with clear-cut results (low false-positive and false-
negative errors, high power)

1 Evidence demonstrated by means of small randomized
trials with uncertain results (high false-positive and false-
negative errors, low power)

m  Evidence demonstrated by means of nonrandomized
concurrent cohort comparisons with contemporaneous
controls

v Evidence demonstrated by means of nonrandomized
historical cohort comparisons

v Evidence demonstrated by means of case series without
controls

A Supported by level 1 evidence or multiple level 1, 111, or 1v
trials presenting concordant observations

B Supported by level 1, 11, or 1v trials presenting generally
concordant observations

C  Supported by level m, m, or 1v trials presenting non-
concordant observations

D Supported by little or no empiric evidence

@ Adapted from Cook et al.'*.

Overall, radiotherapy was associated with back
pain relief in 67%—-90% of mMscc patients. The me-
dian overall survival ranged from 3.5 months to 26
months. Adverse events included vomiting, esopha-
gitis, dysphagia, and skin reactions?3-24.

Three prospective studies (level 11 evidence) and
two randomized controlled trials (level 11 evidence)
comparing radiotherapy regimens (long-course:
30 Gy in 10 fractions, 37.5 Gy in 15 fractions,
or 40 Gy in 20 fractions; short-course: 8 Gy in 1
fraction, 16 Gy in 2 fractions, or 20 Gy in 5 frac-
tions; and split-course: 15 Gy in 3 fractions, plus
15 Gy in 5 fractions) were identified (Table 1v). All
regimens showed similar efficacy in terms of post-
treatment ambulatory capacity (60%—71%), back
pain relief (52%—85%), and median overall survival
(4—8 months). However, Rades ef al. showed that,
compared with short-course radiotherapy, long-
course radiotherapy resulted in significantly better
I-year local control (81% vs. 61%, p = 0.005)'%. The
incidence of reported treatment-related adverse
events was similar for all regimens, with dyspha-
gia, esophagitis, diarrhea, and skin reaction being
frequently reported!?-27-29:30,

3.3 Surgery

Six prospective studies assessing the efficacy of
various surgical techniques (such as cytoreduction,
vertebrectomy, and laminectomy) in the treatment
of Mscc were reviewed (Table v, level 11 evidence).
Four studies reported specifically on vertebrectomy
(using a posterolateral, transpedicular, posterolateral,
or anterior approach) and showed that between 80%
and 100% of patients maintained or regained their
ambulatory capacity after the intervention3!-33-35, In
a study investigating the efficacy of surgical decom-
pression according to the location of the tumour in

the spinal canal, the postoperative ambulatory rate
after vertebrectomy was twice the rate after lami-
nectomy (80% vs. 39%)3!. Median overall survivals
of 7.7 months and 16 months were observed after
vertebrectomy in two studies3!-33. Overall, back pain
relief rate exceeded 90% in the selected studies.
Surgical complications including wound infec-
tions and dehiscence, spinal stabilization problems,
pulmonary complications, and severe bleeding were
reported3!33. The mean operative blood loss for pa-
tients undergoing decompressive and reconstructive
surgery was lower with posterolateral vertebrectomy
(1514 mL) than with posterior (2277 mL), anterior
(4278 mL), or a combined approach (8300 mL). Two
observational studies assessing the effectiveness
of unspecified surgical interventions (en bloc exci-
sion, cytoreduction, palliative, and decompression
surgery) showed maintenance of ambulatory capac-
ity in 64%—80% of patients, back pain relief in 71%
of patients, and a median overall survival ranging
from 12 months to 13 months3#3°¢, Medical and
surgical complications such as cerebrospinal fluid
leakage, thoracic duct injury, dysphagia, neurologic
deterioration, wound infection, spinal instability,
and gastrointestinal hemorrhage were reported in
those studies?#3¢. After laminectomy, results showed
that 39%—44% of patients maintained ambulation;
reported complications included deterioration of
neurologic function and delayed wound healing3'-37.
A meta-analysis and two randomized controlled
trials compared the efficacy of surgery followed by
radiotherapy with radiotherapy alone for the manage-
ment of mscc (Table vi)33738. A meta-analysis by Kli-
mo et al. included data from twenty-four surgical (n =
999) and four radiation oncology articles (n = 543),
reporting mostly uncontrolled studies (Level 1 evi-
dence)’. Results showed that, compared with patients
treated with radiotherapy alone, those treated with
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TABLE 11l Results of radiotherapy trials for treatment of metastatic spinal cord compression (level 111 evidence)

Reference Radiotherapy regimen Pts Baseline Post-treatment Median
(m) ambulation survival
rate (%) Ambulation  Pain relief (months)
rate (%) rate (%)
Latini et al., 1989'8 30 Gy in 10 fractions 51 45 74 90 NA
Maranzano et al., 1991 30 Gy in 10 fractions 118 48 70 80 7
(radiosensitive cancer);
split-course?® (other cancer)
Maranzano et al., 199220 Split-course? 56 54 84 89 13
(breast cancer)
Maranzano et al., 19952! 30 Gy in 10 fractions 209 52 76 71 6
(radiosensitive cancer);
split-course® (other cancer)
Helweg-Larsen et al., 1996 28 Gy in 4 fractions 153 52 61 86 3.6
Maranzano et al., 1996? 30 Gy in 10 fractions 20P 100 100 85 14
(pts with good prognosis)
Maranzano et al., 1997%* 16 Gy in 2 fractions 53 47 63 67 5
(pts with bad prognosis)
Zaidat et al., 2002% 36 Gy 157 60 78 NA® 26¢
Aass and Fossa, 200526 30 Gy in 10 fractions 54 31 After 2 months: NA 3.5
(prostate cancer) 69
After 6 months:
59

Patient without neurologic deficit.

a o o

Pts = patients; Na = non available.

surgery followed by radiotherapy had an increased
likelihood of remaining ambulant (relative risk: 1.28;
95% confidence interval: 1.20 to 1.37; p <0.001) and
of regaining ambulatory function (relative risk: 1.99;
95% confidence interval: 1.63 to 2.44; p < 0.001).
Surgery plus radiotherapy was also associated with
better pain relief (90% vs. 70%) and higher 1-year
survival (41% vs. 24%). However, a higher recurrence
rate (8% vs. 2.4%) was shown in the surgery group’.
In a phase 11 trial, Young et al. showed no statistically
significant difference in effectiveness between lami-
nectomy followed by postoperative radiotherapy and
radiotherapy alone in terms of ambulation rate (44%
vs. 54%) and back pain relief (50% vs. 46%, level 11
evidence)?’. No specific complication or premature
death was reported in the surgery group. However,
an early mortality rate of 24% was observed in the

Split-course: 15 Gy in 3 fractions, then 4 days’ rest, then 15 Gy in 5 fractions.
Data not available in the publication, but authors stated that a significant reduction was observed after treatment (p < 0.001).
Median survival for ambulant patients; post-treatment ambulant patients have better survival than non-ambulant patients (p < 0.001).

radiotherapy-alone group?’. On the other hand, a
phase 1 trial by Patchell ez al. showed that, after
treatment with decompressive surgery followed by
radiotherapy (compared with radiotherapy alone), a
significantly higher proportion of patients kept their
ambulatory capacity (84% vs. 57%; odds ratio: 6.2;
95% confidence interval: 2.0 to 19.8; p = 0.001) and
retained that ability for a significantly longer me-
dian period (122 days vs. 13 days, p = 0.003, level 11
evidence)®. No patient diagnosed with lymphoma,
myeloma, or germ cell tumours were included in the
study. A significantly increased median survival was
reported in the surgery-plus-radiotherapy group (126
days vs. 100 days; relative risk: 0.60; 95% confidence
interval: 0.38 to 0.96; p = 0.033). Substantial reduc-
tions in the median doses of dexamethasone (mean
daily equivalent: 1.6 mg vs. 4.2 mg, p = 0.0093) and
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TABLE VI Results of the comparison between surgery and radiotherapy for treatment of metastatic spinal cord compression

Reference Treatment Pts Baseline Post-treatment Survival
(n) ambulation
rate (%) Ambulation Pain relief
rate (%) rate (%)
Young et al., 19807 (A) Laminectomy plus rRT 16 38 44 38 Mean:
(level i evidence) 30 Gy in 10 fractions (A) 27.5 weeks,
(B) rT 12 Gy in 3 fractions 13 38 54 46 (B) 23.4 weeks
plus 17.5 Gy in 7 fractions
Klimo et al., 20053 (A) Decompressive surgery 999 NA (A) vs. (B): 90 1-Year mean:
(meta-analysis, plus rt 28-32 Gy RR: 1.28 (A) 41%, (B) 24%
level 1 evidence) (B) rr 28-32 Gy 543 (95% c1: 1.20 to 1.37), 70
p<0.001
Patchell et al,, 20053  (A) Decompressive surgery 50 68 84 NA? Median:
(level n evidence)  plus rT 30 Gy in 10 fractions (A) 126 days,
(B) rT 30 Gy in 10 fractions 51 68 57 (B) 100 days;
(»p=0.001) p=0.033

2 No data on post-treatment pain relief rate are available. However, the authors showed that use of corticosteroids (p = 0.0093) and opioid
analgesics (p = 0.002) were significantly reduced in the surgery group.
Pts = patients; rRT = radiotherapy; NA = not available; Rr = relative risk; c1 = confidence interval.

analgesics (0.4 mg vs. 4.8 mg, p = 0.002) were also
reported in the surgery-plus-radiotherapy group than
in the radiotherapy-alone group3®.

4. DISCUSSION

Metastatic spinal cord compression is an oncologic
emergency which, unless diagnosed early and treated
promptly, can lead to permanent neurologic impair-
ment and can seriously affect a patient’s quality of
life>. Opinions regarding the aggressiveness of the
interventions to be used in this palliative context
are polarized. Some argue for a more aggressive
approach; others favour supportive care. The most
frequently used therapeutic modalities for mscc
are corticotherapy, radiotherapy, and surgery. The
primary objective of corticotherapy is reduction of
edema and inflammation in the area of spinal cord
compression. More than 80% of metastatic cancer
patients manifest pain that is caused directly by tu-
mour infiltration into adjacent organs and structures
or from the development of peritumoural edema.
The efficacy of corticotherapy in the management of
Mscc has been demonstrated in terms of pain relief
and motor function'>~!7. The use of adjuvant high-
dose steroid in addition to conventional radiotherapy
has been shown to be beneficial, but was associated
with an increased incidence of severe adverse events.
Indeed, high-dose dexamethasone (>96 mg daily)
has been associated with serious toxicities such as
severe psychoses, gastric ulcer bleeding, rectal bleed-
ing, gastrointestinal perforation, and sepsis*’-3°. To
summarize, the available evidence demonstrates that

high-dose corticosteroid does not appear to be more
effective than low-dose treatment, and that dexa-
methasone at a total daily dose of 16 mg is effective
and safe for the treatment of mscc.

Twelve prospective studies evaluating effective-
ness of radiotherapy for the management of mscc
were reviewed'? 18728, The use of radiotherapy has
been shown to reduce back pain and to maintain or
restore ambulatory capacity. Radiotherapy-related
toxicities such as vomiting, esophagitis, dysphagia,
and skin reactions have been reported?3-?4. Five
studies of various radiation regimens showed no
difference in terms of back pain relief, of post-
treatment maintenance, improvement, or regain of
ambulation, and of toxicities'2-273%. However, Rades
et al.'?> demonstrated that long-course radiotherapy
was associated with improved local control of spinal
metastasis. Similar results have been observed in
retrospective studies***!. According to the evidence
evaluated, radiotherapy appears to be effective for
the maintenance and restoration of ambulatory func-
tion and for back pain relief in mscc patients. Short-
course radiotherapy (including split-course) has the
advantage of being faster and less time-consuming
for the patient; however, long-course radiotherapy
allows for better local control at the site of the spinal
cord compression.

Six prospective studies assessing the effective-
ness of surgery followed by radiotherapy showed
that surgery was associated with significant im-
provements in ambulatory capacity and back pain
relief3173%, Results showed that vertebrectomy
combined with spinal stabilization was an effective
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surgical approach. However, that technique was
associated with morbidities such as pulmonary,
hemorrhagic, and wound complications3' 3¢, Despite
the reports of increased complications, surgery has
been shown to significantly improve quality of life
over a period of 6-9 months after treatment*>~44,
No randomized controlled trial comparing surgical
approaches for the treatment of mscc was identified.
Such a comparison is difficult to make because surgi-
cal technique is linked directly to the location of the
metastasis. In that regard, the use of laminectomy
alone for lesions that are not posteriorly located is
considered suboptimal because it could potentially
lead to spinal instability.

A meta-analysis and two phase 111 studies
evaluating the efficacy of surgery followed by ra-
diotherapy compared with radiotherapy alone were
selected?373%, The ground-breaking study by Patchell
et al.3® showed that, compared with patients treated
with radiotherapy alone, those treated with direct
decompressive surgery and radiotherapy combined
had significantly better outcomes in terms of motor
capacity, survival, and use of corticosteroids and an-
algesics. However, that study elicited criticisms from
the scientific community (among others) for patient
selection bias. The study included only patients who
were more likely to benefit from surgery and ex-
cluded patients with very radiosensitive tumours. The
two patient groups also differed in the delay between
diagnosis of the primary tumour and development
of Mscc, suggesting a difference in tumour biology
in favour of the surgery group. It has also been sug-
gested that the proportion of patients with vertebral
body collapse might explain the poorer outcomes
observed in the radiotherapy-alone group®. Indeed,
it has been shown that, when treated with primary
radiotherapy, patients with vertebral instability or
vertebral bone fragment experienced less neurologic
improvement than did those presenting compression
from a soft-tissue mass*®. Clinical guidelines and
expert consensus recommend that patients presenting
with unstable spine should be treated with surgery
followed by radiotherapy to decompress and stabilize
the spine!3>4732. Meanwhile, the study by Young et
al .37 showed no difference in post-treatment ambula-
tory function and pain relief in patients treated using
laminectomy and radiotherapy compared with radio-
therapy alone. The absence of significant differences
and the lack of statistical power were attributed to
the small number of patients recruited.

Altogether, studies have shown that each treat-
ment modality is effective in reducing back pain
and maintaining the ambulatory capacity of Mscc
patients. Surgery followed by radiotherapy seems to
be beneficial, especially for patients who are medi-
cally operable and have specific characteristics such
as being symptomatic, having an expected survival
of more than 3 months, and having only one level
of spinal cord compression. The criterion for life

expectancy set in the study by Patchell ez al. is debat-
able. In fact, tools available to date for assessment
of expected survival do not allow for such a level of
precision, and an assessment of life expectancy of at
least 6 months would probably be more appropriate.

A clinical challenge in the management of Mscc
remains, and that challenge consists in identifying
patients who will benefit most from each treatment.
The patient’s prognosis must be evaluated, and vari-
ous classification systems can be used to predict sur-
vival®>3-3¢, In general, these tools consider the patient’s
performance status and primary tumour type, the pres-
ence of visceral metastases, and pretreatment ambula-
tory status. The scoring system by Tokuhashi ef al.>*
is simple, practical and provides a reasonably good
estimate of patient’s prognosis based on the evaluation
of various clinical parameters. The Tokuhashi tool has
been validated in various cohorts of patients (breast,
kidney, lung, and liver cancers), showing reliable and
reproducible evaluation of survival®’-°!. Recently,
Fisher et al.? published a novel comprehensive clas-
sification system for spinal instability in neoplastic
disease that can guide clinicians in identifying when
patients may benefit from surgical consultation.

Finally, the histopathology of the primary tu-
mour can also influence the therapeutic decision. For
instance, it has been shown that patients presenting
with mscc derived from myeloma, lymphoma, breast,
or prostate cancer have an initial response rate to ra-
diotherapy of up to 80%; patients with pulmonary or
renal tumour or melanoma are generally considered
to have radioresistant tumours!!-63-:64,

5. CONCLUSIONS AND RECOMMENDATIONS

Management of Mscc aims at pain relief, ambulation
maintenance or improvement, and preservation of
quality of life. Considering the evidence available
to date, the ceEro recommends that

* patients with an established diagnosis of cancer
presenting with spinal cord compression be
treated by a specialized multidisciplinary team
(medical oncologists, radiation oncologists, and
neurosurgeons or orthopaedic surgeons special-
izing in spinal cord decompression and recon-
struction surgery) (grade D recommendation).

» corticotherapy consisting of dexamethasone
16 mg daily be immediately administered to
symptomatic patients as soon as a spinal cord
compression is diagnosed or suspected (grade B
recommendation).

* high-loading-doses of corticosteroids (for example,
100 mg) be avoided (grade B recommendation).

» histopathologic diagnosis and scores on objective
scales for prognosis (for example, Tokuhashi)
and spinal instability (for example, Fisher) be
considered before a therapeutic decision is made
(grade D recommendation).
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* corticotherapy and chemotherapy with radio-
therapy be offered to patients with spinal cord
compression caused by myeloma, lymphoma, or
germ cell tumour without sign of spinal instabil-
ity or spinal cord compression by bone fragment
(grade B recommendation).

* short-course radiotherapy (8 Gy in 1 fraction
or 20 Gy in 5 fractions) be administered to
patients with spinal cord compression and poor
life expectancy (Tokuhashi score 0—8) (grade B
recommendation).

* long-course radiotherapy (30 Gy in 10 fractions,
37.5 Gy in 15 fractions, or 40 Gy in 20 fractions)
be administered to patients with inoperable spinal
cord compression and good life expectancy (Toku-
hashi score 9—15) (grade B recommendation).

* decompressive surgery (including spinal stabi-
lization) followed by long-course radiotherapy
(30 Gy in 10 fractions, or more) be offered to
patients diagnosed with symptomatic spinal cord
compression. Patients presenting a spinal cord
compression at a single level, with incomplete
motor deficit within 48 hours of presentation,
and a good performance status are appropriate

Documentation of a MSCC
(that is, by MRI)

¥

Corticotherapy
(dexamethasone, 16 mg/day)

v

Obtain a histopathologic dagnosis

v

Survival prognosis evahation
(Tokuhashi salc)

—_— Y
« J L J L J L _J

Tokuhashi score of 0 to 8
(bad prognosis)

Tokuhashi score of 9 to 15
(good prognosis)

candidates. Additional criteria in favour of sur-
gery include spinal instability or displacement of
a vertebral fragment (grade B recommendation).

» patients considered for surgery must have a life
expectancy of at least 3—6 months (grade D
recommendation).

Based on these recommendations, the cepo pro-
poses an algorithm for the treatment of mscc (Figure 1).
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