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ABSTRACT
Spinal cord compression syndrome is one of the most frequent oncologic
emergencies, in which early diagnosis and treatment are key factors to prevent
severe and irreversible neurological damage. It is estimated to have a prevalence of
3.4% in oncologic patients and is a source of significant morbidity in cancer patients.
Spinal cord infiltration with hematogenous dissemination is the most common
cause of spinal cord compression. In the present case, we present a clinical case of
spinal cord compression syndrome secondary to a phyllodes tumour of the breast
who was admitted to the emergency for lumbar pain with red flags and who suffered
a spinal cord infarction with irreversible sequelae and poor prognosis.

INTRODUCTION
Oncological emergencies are a group of complications that arise in the
course of disease progression in cancer patients, and these
complications increase morbidity and mortality, as well as sequelae.
Dealing with these clinical situations requires a high level of suspicion,
a correct approach and timely treatment in the emergency department,
as it helps to decrease the mortality rate and the costs of hospital care.

There are multiple oncological emergencies; however, within this
article we will address oncological emergencies of a neurological
nature, specifically spinal cord compression syndrome, a common
phenomenon in oncological patients. It occurs in 5% to 10% of patients
with oncological pathology. Spinal cord compression syndrome is
common in breast, lung and prostate tumors (about 60% of cases);
however, about 20% of patients presenting with spinal cord
compression syndrome did not have an official diagnosis of any
oncological pathology. [1-2]

Generally, spinal cord compression occurs at the thoracic level in
about 70% of cases, followed by involvement of the lumbosacral
vertebrae (25%) and cervical vertebrae (up to 15%). However, the
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literature documents that in up to 40% of cases
several segments are compressed, hence the
importance of performing imaging studies that allow
us to evaluate all compressed segments. [3-5]

It has been documented that patients with
compression have a poor prognosis and there is
evidence of a drastic decrease in 5-year survival,
especially in cases where paralysis is present.
However, the neurological prognosis will depend on
the degree of neurological focality of the patient and
the timeliness of intervention. The final prognosis
depends on the type of tumour and the degree of
invasion and malignancy of it. [6-7]

We describe the case of a patient with spinal cord
compression syndrome secondary to metastatic
invasion of the primary tumour and the presentation
of low back pain with alarm flags. We present the
article with the aim of providing tools for the
management of low back pain in the ED and
documenting a curious case.

CLINICAL CASE

A 41-year-old female patient with a history of
malignant phyllodes tumor of the left breast with
mesenchymal fibroepithelial component with ki 67
of 21%, managed with left radical mastectomy,
chemotherapy and radiotherapy and under follow-
up for 4 years, who three days previously consulted
for severe headache associated with amaurosis
fugax, in which the simple cranial tomography
showed no alterations and it was decided to
discharge her due to total resolution of the pain. She
was admitted to the emergency department for a
week of sudden onset of pain in the left lumbar
region radiating to the ipsilateral flank associated
with moderate to severe holocranial headache with
no other associated symptoms.

The patient was found to be in good general
condition, without neurological focality, and with no
other abnormalities on physical examination.
Laboratory tests on admission found no alterations
suggestive of an active inflammatory or obstructive
process (Table 1); Urinary tract computed
tomography (CT) ruled out urolithiasis. In view of the
clinical improvement, it was decided to discharge the
patient again with analgesia and indication for
outpatient magnetic resonance imaging of the
lumbosacral spine.

She consulted again a week later due to
persistent low back pain that intensified to severe

intensity; Lassegue and Bragard signs, present
bilaterally. She brought an MRI of the lumbosacral
spine which showed L4 - L5 and L5 - S1 disc
protrusion without foraminal compromise. She was
assessed by neurosurgery, who did not indicate
surgical management and she was discharged once
again. Four days later, she consulted for the third
time due to exacerbation of pain that she was unable
to control with medication and the appearance of
paresthesia in both lower limbs. After two days of
hospital stay, she suddenly presented with
paraplegia with sensory level at T10. A new MRI of
the lumbosacral spine revealed an extradural tumor
lesion involving the left pedicle of T10 with a large
mass effect on the spinal canal, causing critical
narrowing (Figure 1).

Given this, urgent decompression was decided
with osteotomy of the posterior arch of the thoracic
spine in segments T9, T10 and T11 via the posterior
approach and resection of the tumor lesion, without
success.

Probably metastatic lesions were found in the
brain and in the lower lobe of the right lung (Figure
2), so the therapeutic effort was redirected, and the
patient was discharged with controls by the treating
specialty and pain medicine and palliative care.

!

Figure 1. Tumour compression and invasion by metastasis of
primary tumour at T9 level.
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Figure 2. a. Shows brain metastasis in right temporal lobe and
right occipital lobe; b. Metastasis of tumour in the middle lobe

DISCUSSION

Breast phyllodes tumor is a rare fibroepithelial
neoplasm that accounts for less than 1% of breast
tumors. The average age of diagnosis is 45 years,
being more common in women. [8] It has a highly
metastatic component that predisposes to tumor
seeding in places distant from the primary tumor,
such as the spinal canal, predisposing patients like
the one in this case to suffer from secondary spinal
cord compression syndrome, which in most cases
occurs through direct invasion of the primary tumor,
increasing this risk by 20% if there are metastatic
lesions in the spine. [9]

Regarding the incidence of spinal cord
compression syndrome, it is estimated to have a
prevalence of 3.4% of oncology patients; regarding
the survival time of patients with this syndrome, it
has been shown that it is greater in patients with
breast cancer compared to other cancers, being
around 114 days, compared to other cancers such as
lung or prostate cancer, whose survival is estimated
at around 32 days. [12] About 97% of metastatic
lesions generate extradural compression, while
intradural, intramedullary or leptomeningeal lesions
represent only 3%. Regarding the relationship of the
tumor with the medulla, this generates alterations
with the epidural venous plexus, the vertebral body
and the medullary canal, causing medullary oedema
secondary to vascular leakage. This leads to a
decrease in blood flow, which increases free radicals,
inflammatory  markers and  prostaglandins,
predisposing to spinal cord infarction and therefore
to all the symptoms of neurological focalization,
ischemia, irreversible tissue damage that the patient
in this case presented, increasing her morbidity and
mortality exponentially [8-9].

The main symptoms of spinal cord compression
syndrome include low back pain in 80% of cases, as

happened with our patient; and claudication
symptoms in up to 60% of cases. (10) Symptoms of
lower limb weakness, sensory loss and altered bowel
or bladder function, secondary to autonomic
dysfunction, are also associated in 40% of patients in
the literature, in most cases associated with severe
motor weakness or paraplegia, as in the case in
question [9-10].

In an oncology patient, low back pain should
always be considered as a red flag pain (Table 2).
Pathology that puts the patient's functionality and
life at risk should be suspected, as treatment should
be timely to avoid partially or totally irreversible
spinal cord injury. [7] In general, a complete clinical
history and neurological examination are useful for
diagnosis. As for the use of simple vertebral
radiography, this has not presented an adequate
diagnostic performance, with a sensitivity of less
than 70%, while magnetic resonance imaging of the
spine has shown the best performance with a
sensitivity of 93% and specificity of 97%, being useful
for prognosis and for the selection of treatment.

Regarding the lumbar pain in our patient, the
majority of metastatic infiltrates (60-80%) are located
in the thoracic spine and are associated with signs of
neurological focalization. [11-12] The rapidly
progressive course of involvement in the case of the
patient is interesting. In this case, computed
tomography and magnetic resonance imaging are
the indicated methods and it is suggested that in up
to 46% of cases the management can be changed by
magnetic resonance imaging, improving the
approach and prognosis. [13-15]

In terms of management, it has been
documented that patient who underwent surgery
had an increased survival rate and significantly more
functional preservation than patients who received
radiotherapy or no intervention. In addition, the
need for stronger analgesics after surgery was
reduced. In addition, a recent study showed that
surgery in addition to radiotherapy had a very similar
outcome of improved motor function to that of
patients who received radiotherapy alone. However,
surgery-related complications can occurin 11-29% of
patients. [16-17]

In patients with established paraplegia, the effect
of surgery may be more significant, with up to four
times the recovery rate to functional ambulation
compared to radiotherapy. [9] In the case of a
patient, surgery was attempted as an option to
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decompress and avoid severe damage. However, the
involvement was severe, and the spinal cord was
infarcted at the thoracic level.

CONCLUSION

Oncological emergencies are a group of frequent
pathologies in patients with neoplastic disease,
including spinal cord compression syndrome. It is
important to systematically and timely search for
differential diagnoses to the usual ones in
oncological patients in order to perform
interventions and timely diagnosis and early
treatment to avoid neurological sequelae and
decrease the survival rate. Treatment is still debated;
however, surgery or radiotherapy is an important
determinant of the patient's prognosis.
Individualized management should also be given
according to the prognostic factors of each patient.
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