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5  YEAR SURVIVAL ESTIMATES BY CANCER TYPE
PHE



RISK OF SPINAL METASTASES
(COLEMAN & HOLEN 2014)

• Breast

• Prostate 

• Lung  

• Thyroid

• Kidney

• Oesophagus

• GI  



HOW DOES IT HAPPEN ?

• Direct seeding

• Lymphatic spread

• Hematogenous spread via venous or arterial routes



DISTRIBUTION OF MBD



PH OF CA AS A RED FLAG?

•The Red Flag “history of 
malignancy” has an increased 
chance of malignancy from less 
than 1%, to around 7 % (LR+ ~15) 







BREAST CANCER

• 1 in 8 life time risk 

• Increasing risk with age  with 50% occurring 
between 50-69 yrs

• Bone is the most common site of mets

• 30% of those diagnosed with primary breast 
cancer will go onto develop MBD

• 50% occur within 5 years of diagnosis . 



Are you at risk of prostate cancer?
Most men with early prostate cancer don't have any symptoms. That's why it's
important to know about your risk.

Prostate cancer mainly affects men over 50
and your risk increases with age. The most
common age for men to be diagnosed with
prostate cancer is between 65 and 69 years.

In the UK, about 1 in 8 men will get prostate
cancer in their lifetime.

1 in 8

Over 50 years old

Family history and genes
Your risk of getting 
prostate cancer
may also be higher
if your mother or 
sister has had 
breast cancer.

Black men are more likely to get prostate cancer 
than other men, and at a younger age. In the UK,
about 1 in 4 black men will get prostate cancer
in their lifetime. If you are a black man, your risk
may increase once you're over 45.

Ethnicity

56
80
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Prostate cancer is 
the most common 
cancer in men in 
the UK.

Speak to our Specialist Nurses
0800 074 8383*
prostatecanceruk.org

You are two and a half 
times more likely to
get prostate cancer 
if your father or brother
has been diagnosed 
with it, compared 
to a man who has
no relatives with 
prostate cancer.



WHAT THE RESEARCH SAYS

• Symptoms of (back) pain common

• Early detection is crucial 

• Assess the patients risk 







EARLY DETECTION

• Patients who have a single MBD do well

• Those patients who have bone only do better than those who have bone 
and visceral 

• The greater the burden of the disease the worse the prognosis



PREVALENCE

• ?1 % of all patients presenting to primary care

• Prevalence will increase as adjuvant therapy improves survival rates

• 50% will present with Mets 10 years or more later 





CLINICAL PRESENTATION OF MBD

SYMPTOM
Pain

• Local

• Mechanical

• Radicular

• Night pain

• Hypercalcemia

• Other symptoms

DESCRIPTION

• Persistent, gnawing, ache

• Aggravated by movement

• Sharp, shooting, stabbing

• Worst time, aggravated by 
lying

• Fatigue, nausea, anaemia

• Band like pain, vague leg 
symptoms





NIGHT PAIN

• Worse time

• ‘ominous’ (Tse et al  2014)

• Worse on lying better on movement

• Often drives patient to A&E in the middle of the night

• Report having to sleep sitting upright



OTHER SYMPTOMS

• Hypercalcemia

• Nausea

• Fatigue

• Anorexia

• Constipation

• Often vague and non specific



BE CLEAR ON CANCER CAMPAIGNS

• aim to improve early diagnosis of cancer by raising public awareness of 
signs and/or symptoms of cancer, and to encourage people to see their 
GP without delay

• https://campaignresources.phe.gov.uk/resources/campaigns/16-be-clear-
on-cancer/overview



SECONDARY BREAST CARE REPORT 
2016
BCC UK-RECOMMENDATIONS

• Flagging system for GPs  on patients records

• A guide to red flag symptoms inc back pain

• Resources for GPs

• Direct referral back into system for GPs

• Guidance for primary care professionals on recognition and referral of 
potential secondary breast cancer



WHAT PATIENTS ARE TOLD TO LOOK OUT FOR

• pain in bones (especially proximal 
bones such

as the back, hips or ribs) that doesn’t 
improve

with pain relief, persists for more than 
one to two

weeks and is often worse at night

• unexplained weight loss and a loss of 
appetite

• a constant feeling of nausea

• discomfort or swelling under the 
ribs or across

the upper abdomen

• feeling constantly tired

• a dry cough or a feeling of 
breathlessness

• severe or ongoing headaches

• altered vision or speech.



A PATIENTS PERSPECTIVE

• 8% expected it to be secondaries

• 58% did not know what the S&S were 

• 64% did not suspect they had secondaries

• 60% were not informed



RISK OF BONE METASTASES DEVELOPMENT 
REPRODUCED WITH PERMISSION FROM THE JOURNAL OF THE ROYAL
COLLEGE OF PHYSICIANS EDINBURGH 2011 41:330-8.

LOW RISK TUMOURS

• Tumours that rarely spread to bone, e.g. 
central nervous system malignancy or ovarian 
cancer

• Tumours with a low risk of secondary 
dissemination, e.g. patients treated for breast 
cancer who at diagnosis had grade 1 tumours
of special type, such as ‘tubular’ and/or small 
tumours of around 1 cm in diameter or less 

• Tumours’ that cannot spread, e.g. 
premalignant conditions such as ductal 
carcinoma in situ of breast (DCIS)

HIGH RISK TUMOURS

• Tumours with a predilection for bony 
spread: prostate, breast, lung

• Patients treated for tumours of high 
grade and large size, which have 
shown evidence of a more malignant 
phenotype, such as local lymph node 
spread or lymphovascular invasion 



EXPERT OPINION RISK AT DIAGNOSIS

• Breast Cancer;

1) High grade disease (grade 3);abnormal cells

2) Tumour T3 or above; bigger than 5cm

3) Triple negative cancers (ER, PgR,her-2 neg);lack of 

hormone receptors

4) HER-2 positive cancer

5) Node positive cancer; tumour cells in nodes

Worth remembering that ‘low risk’ ER + cancers 
can relapse with bone mets (thus high risk of 
MSCC) 5-10 years after initial diagnosis but ‘high 
risk’ cancers usually relapse within 3-5 years of 
initial diagnosis

• Prostate cancer;

• 1) High Gleason Score more than or equal to 8 
regardless of PSA

• 2) High PSA at diagnosis more than or equal to 50

• 3) Patient with relapsed disease

• 23% won’t know they have cancer



METASTATIC SPINAL CORD COMPRESSION

�Development of paraplegia due to Spinal Cord Compression (SCC) 
in patients with vertebral metastases has a devastating effect on 
the quality of life which remains, and considerably reduces life 
expectancy.  It is well documented that the best outcome in terms 
of function and prognosis depends on high index of suspicious and 
early clinical diagnosis.  Those with established paraparesis and loss 
of bladder control by the time of treatment are unlikely to achieve 
useful function�

Ref.  Guidelines for the management of SCC due to cancer.   (The Christie NHS Trust 2008)



DEFINITION & OVERVIEW

�…compression of the dural sac and its contents (spinal cord +/or cauda equina) by an 
extradural tumour mass.  The minimum radiological evidence, is indentation of the 
theca at the level of clinical features’...

(Loblaw and Laperriere, 1998)

• Bone / soft tissue metastases expand into spinal canal → impairs blood flow →
ischaemia

• Irreversible neurological damage may result in paralysis 

• Early diagnosis and treatment is essential to prevent neurological damage, 
improve outcome and quality of life



WARNING SIGNS AND SYMPTOMS

• Pain:
- Presenting symptom in over 90% of patients
- Neck or back pain, especially thoracic, localised spinal  

tenderness severe and progressive
- Radicular, or tight band around chest / abdomen, often tingling, burning, shooting 
- Aggravated by movement, coughing, sneezing or straining and lying flat

•Weakness and sensory changes:
- Muscle weakness 
- Loss of coordination, paralysis
- Sensory loss (↓ sensation, light touch, numbness, P&N)

• Loss of bladder and bowel control (late signs)
- Bladder signs range from hesitancy, retention to complete incontinence  
- Bowel signs range from constipation to complete incontinence



MSCC- THE ONCOLOGICAL EMERGENCY!!

• In 23% of MSCC cases, cord compression was 
the first presenting symptom of malignancy

•5-10% of patients with confirmed malignant 
disease progress to MSCC. Risk increases with 
disease duration



PREVIOUS KNOWN BONE METASTASES
(IN PATIENTS WITH A KNOWN CANCER DIAGNOSIS)

Known previous bone mets Count %

No 116 27.6%

Yes 293 69.6%

Blank 12 2.9%

Grand Total 421 100.0%



PARAPLEGIA

¡ Paraplegia has been identified as increasing the risk of earlier than expected death in 
MSCC patients (Patchell et al, 2005, Levack et al, 2001)

¡ 85% are as a consequence of vertebral collapse

¡ Sudden onset MSCC worse functional prognosis than gradual



SIGNS AND SYMPTOMS??

• Limb weakness can be difficult to detect even when subjective report exists

• Sensory damage is not necessarily indicative of degree or level of spinal damage

• Bladder and bowel dysfunction, signs of significant autonomic nerve damage occurs late in 
MSCC disease process



NOMINAL GROUP TECHNIQUE; FIVE 
MOST IMPORTANT ITEMS IN 
SCREENING FOR SPINAL 
MALIGNANCY

• Red Flags in the top five were of advanced disease suggesting cord compression e.g. 
Unwell, weight loss, abnormal neurology, bladder and bowel dysfunction 

• Late stage disease manifestations

• We must identify spinal metastatic disease early!



SYMPTOMS AT DIAGNOSIS
At Diagnosis
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Pain Unable to Walk Severe Pain Characteristics of Nerve
Root Pain

Symptoms of Malignancy

Levack et al, 2002





DEVELOPING AN 
EARLY ALERT SYSTEM 
FOR METASTATIC 
SPINAL CORD 
COMPRESSION (MSCC)

163 Red Flags: None specific to MSCC



MSCC

¡ Approximately 4000 cases of MSCC in England & Wales per 
annum 

¡ Most commonly 
breast
prostate 
lung

¡ However do not ignore any previous history of cancer



THE DIAGNOSTIC PROBLEM OF MSCC

¡ Expert knowledge of MSCC is in professional silos

¡ Patients present to a variety non-specialist practitioners within 3 weeks 
of the onset of Back Pain

¡ 23% of MSCC cases initially present with no primary diagnosis or signs 
of cancer



MSCC

Band-like 
trunk pain

Vague 
non-specific
lower limb 
symptoms

Decreased 
mobility

WHAT DID THE EXPERTS SAY?

Clinicians did 
confirm well 

known  Red Flags 



COLLABORATION

• Recognition of a problem at both 
ends of the clinical pathway for 
MSCC

• Christies NHS Foundation Trust 
(European Cancer Centre) MSCC 
Guidelines (2007) 

• NICE Guidelines November, 2008¡ A user friendly list of  MSCC 
Red Flags was required for 
front-line clinicians

¡ Face to face discussion 
alongside wider peer review 



NEGOTIATION!

¡ A user friendly list of MSCC Red Flags was required for front-line clinicians
¡ Face to face discussion alongside wider peer review 

Oncologists
Palliative Care Specialists
Physiotherapy Consultant, Specialists and Academic
GPSI
Orthopaedic Surgeon



RED FLAGS
94% patients complain of back pain as 

their first symptom of MSCC

Referred or BAND LIKE pain
Escalating Pain: Poor response to treatment 
Different character or site than previous 

Funny or ’odd sensations’ or ‘heavy legs’ 
Lying flat increases pain
Agonising or severe back pain 
Gait disturbance: Unsteady, stairs difficult      
Sleep disturbance with night pain

Established Motor/Sensory/Bladder/Bowel 
disturbances are LATE SIGNS = poor   
functional outcome and survival.

Ref: [Turnpenney J, Greenhalgh S, Richards L, Crabtree A, Selfe J, (2013) 
Developing an early alert system for metastatic spinal cord 
compression. Primary Health Care Research & Development].

Cards available on request



NATIONAL INSTITUTE FOR CLINICAL 
EXCELLENCE MSCC GUIDELINES¹

Key priorities:
1. Service configuration and urgency of 

treatment – have a single point of 
contact for access to the MSCC 
coordinator to advise clinicians and 
coordinate the care pathway

2. Early detection 
3. Imaging 
4. Treatment of spinal metastases and 

MSCC
5. Supportive care and rehabilitation

¹ NICE 2008, reviewed Feb 2014 (no new evidence that affect 
recommendations, next review Feb 2019)



ASSESSMENT
4 cardinal signs and symptoms of MSCC

• Pain

• Sensory Dysfunction

• Motor Dysfunction

• Bladder and Bowel Dysfunction 



MRI SPINE WHOLE WITH URGENT REPORTING



PREVALENCE AND PROGNOSIS

• Lung 

• Prostate        50%  

• Breast

• Haematological

• Gastrointestinal

• Others (sarcoma,

thyroid, melanoma

Prognosis:
Depends on pre-treatment mobility status and rapid diagnosis and treatment.  
Primary site (median survival 2–3 months, lung < 6 months, breast / prostate 17% alive at 1 year,
10% at 18 months) 

Patients who present with paralysis  - unlikely to ever walk again







Urgent contact & referral to GP,  
Consultant, MSCC Co-ordinator

Whole Spine 
MRI within     
24 hours

Flat Bed Rest 
& Log Roll

Steroids: Dexamethasone: 16mg Loading     
Dose & Daily During Treatment

Pressure & Skin Care Management:       
Standard pressure mattress                          

Not Air Flow until Spine Stabilised 

Bladder & Bowel Management:               
Catheter & Slipper Pan 

Anti-coagulant Therapy/TED Stockings, 

Appropriate & Adequate Analgesia

Red Flags Identified 
(pain / neurological 

assessment)

Suspicion of MSCC

Spinal stability 
assessed and 
documented

Patient Information  
leaflet & reassure

MANAGEMENT OF SUSPECTED MSCC

Referral to 
physiotherapy 

within 24 hours & 
OT 48 hours 



IMPLICATIONS FOR PRACTICE

• Know which cancers have an affinity to metastasise

• Know the patients relative risk

• Use red flags in conjunction 

• New symptoms that are persistent  need to be evaluated with a high 
suspicion


