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1. Introduction 

 

All relevant staff need to be supported throughout the process of the management of a 
patient with suspected and/or confirmed metastatic spinal cord compression.  
Furthermore, those staff require clear guidance on effectively communicating with our 
service partners to ensure high quality care for our patients.  
 
 

2. Purpose 
 

The purpose of this procedural document is to bring together in one document all the 
guidance and best practice that is recommended for the management of suspected and 
confirmed metastatic spinal cord compression. It is intended for all Trust staff.  

 
It enables staff to have ‘one-stop’ source of information to enable them to understand 
the guidelines, processes and procedures involved to ensure that patients with 
suspected and confirmed Metastatic spinal cord compression are managed effectively 
within the scope of recommended NICE and Manchester Cancer.  
 
 

3. Roles and Responsibilities 
 

 
3.1.1 Trust Board: has the responsibility to oversee the implementation of this and 

related policies and support the process of compliance throughout the Trust.  
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3.1.2 Risk Leads / Line Managers: Ensuring all designated staff are aware of and 

understand the principles of early detection and recognition of the symptoms of 
MSCC and how to manage patients through the pathway. 

 
3.1.3 Divisional Directors / Clinical Heads of Division: must ensure that appropriate 

personnel are available to support staff in the management of a patient 
presenting with suspected MSCC. They must ensure that these persons are 
appropriately trained and experienced. 

 
3.1.4 All designated staff: have a responsibility to effectively follow the good practice 

and guidance provided within this policy. 
 

 

4. Detail of Procedural Document. 
 

Aetiology of MSCC  
Metastatic Spinal Cord Compression (MSCC) is defined as spinal cord or cauda equina 
compression by direct pressure and/or induction of vertebral collapse or instability by 
metastatic spread, collapse or direct extension of malignancy that threatens or causes 
neurological disability (NICE 2008) 

 
 

Early recognition and diagnosis is important due to the following factors: 

 It is potentially preventable cause of severe and irreversible disability e.g. 
quadriplegia/ paraplegia, loss of bowel and bladder function. 

 It can affect patients with good prognosis (17% alive at 12 months). 

 Patients may die sooner as a consequence of their disability rather than disease 
progression. 

 It often presents as a neurological emergency (patient may develop irreversible 
neurological damage within hours/days) 

 Rapid assessment, referral, and investigation are required. 
 
 

5. Recognition of Metastatic spinal cord compression/ key signs and symptoms 
  
5.1  Initial symptoms/ signs suggestive of spinal metastases +/- MSCC: 

 Progressive/ increasingly severe spinal pain at any level 

 Localised spinal pain 

 Pain aggravated by straining e.g. at stool or coughing/sneezing 

 Nocturnal spinal pain preventing sleep 

 Spinal tenderness 

 Developing neuropathic pain e.g. referred to limbs, burning, shooting 
 
 
5.2 Signs and symptoms of actual or impending cord compression: 

 Any features which suggest neurological damage 

 Severe spinal pain +/- neuropathic pain – 95% e.g. referred pain to limbs, pain in a 
dermatomal distribution, shooting or burning pain 
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 Unexplained new weakness of limbs – 85% e.g. quadriplegia/ paraplegia, deterioration 
in mobility, heaviness of legs, inability to climb stairs 

 Sensory loss/disturbance – e.g. sensory level (only 50%), numbness, paraesthesia 

 Unexplained bowel or bladder disturbance – e.g. constipation, urinary retention or 
incontinence 

 
 
5.3 Actions to take – if suspected MSCC 

Community: 

 If a patient is showing signs of MSCC in the community then the Community Nurse 
Specialist/ GP needs to direct the patient to their nearest Accident and Emergency 
Department (A and E) urgently and then inform the Acute Oncology Team at CMFT by 
calling 0161 9011460 or switchboard 0161 2761234 and ask for bleep 8480. The acute 
oncology team are available 9.00am-5.00pm Monday-Friday, and do not work bank 
holidays. Any change to working hours will be notified. 

 Outside these hours patients should still be sent to their nearest A and E urgently if 
there is suspicion of MSCC for urgent management. The acute oncology team will be 
alerted to these patients the next working day by the admitting team +/- the electronic 
alert system. 

 
CMFT Hospitals:  

 If MSCC is suspected then complete and document a full neurological assessment 
including pain/motor/sensory/autonomic symptoms   

 All suspected cases of MSCC must be commenced on 8mg dexamethasone twice daily, 
intravenous or oral route as clinically appropriate, consider proton pump inhibitor cover 
e.g. omeprazole 20mg daily, or soluble lansoprazole 30mg daily if patient has 
swallowing difficulties, unless contraindicated. 

 Please refer to the acute oncology team; the acute oncology team are available 
9.00am-5.00pm  Monday –Friday 9.00am- 5.00pm and do not work bank holidays. For 
Central site the acute oncology service accept referrals through ICE, bleep 8480 or 
phoning ext 11460.  
For Trafford site the acute oncology service accept referrals through EPR or paging 
07659527269. 
Please refer to the acute oncology webpage for further details and how to obtain out of 
hours advice. http://ac-onc.staffnet.cmft.nhs.uk/ 

 Patient to be on flat bed rest and log rolled, nursed on a profiling bed – assume spine 
unstable until radiological evidence/clinical findings suggest otherwise. 

 A risk assessment of spinal stability should be made in each patient by the medical 
team, based upon clinical and radiological information (If in doubt obtain a surgical 
opinion from Salford Royal Foundation Trust Hospitals, SRFH) 

 If cervical lesion suspected – fit with cervical collar. Refer to appendix 4  

 If clinical assessment indicates MSCC order urgent diagnostic imaging to confirm 
MSCC. The gold standard is MR whole spine unless contraindicated. 

 Spinal instability should be considered if there are any new neurological 
symptoms/signs on initial attempts at mobilisation of the patient.  

 
 
6. Summary of Pathway 
6.1 Suspicion of MSCC pathway - appendix 1 
6.2 MSCC imaging pathway - appendix 2 

http://ac-onc.staffnet.cmft.nhs.uk/
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6.3  Confirmed MSCC pathway - appendix 3 
 
 
7 Referral and diagnosis  

 
 Investigation protocol for suspected MSCC 
 
7.1  Imaging choice 

MR:  the most sensitive and specific test. 
Note MR contraindicated in the following: 
Absolute –   cardiac pacemaker-unless specifically known to be MR compliant 

   intracranial aneurysm clips 
   cochlear implant 
   intraorbital metallic foreign bodies 

Relative - metal fragments or shrapnel injuries anywhere in the body recent major 
surgery metal implants e.g. joint replacements, Harrington rods or any 
type of implant 

   artificial heart valves 
   claustrophobia 
 

Discuss relative contraindications with MR radiographers 
 

 CT:  this is more sensitive than conventional radiographs and an option for when MRI is 
contraindicated 

 Conventional radiographs:  not indicated 

 Myelography:  not indicated 
 
7.2 Where and when should scans be performed? 

 In patients with suspected spinal cord compression MR whole spine should be urgently 
requested at Central or Trafford sites as per the imaging pathway (appendix 2). Urgent 
MR scans are available on discussion with the radiology team. At Central site MR scans 
are available 8am-8pm Monday – Saturdays, including bank holidays. A Sunday service 
may be available on discussion with Consultant Radiologist on-call. An urgent slot is 
available at Central site Monday-Friday at 9.00am. At Trafford, urgent scans are 
available through discussion with Trafford radiology team. 

 The CMFT/SRFT Radiology departments aim to provide: a verbal report immediately 
after the examination and a written report within one working day. 

 CMFT should configure lists to allow MR at short notice within working hours.  The MR 
scan should be performed in time to plan definitive treatment:  

a) Within 1 week in patients with symptoms suggestive of spinal metastases  
b) Ideally within 24 hours in patients with symptoms suggestive of spinal 

metastases and neurological symptoms or signs suggestive of MSCC –please 

discuss with Radiology Consultant directly via Switchboard or Acute 
Oncology team within normal working hours 

c) Sooner (including out of hours) if emergency treatment is needed as detailed 
above-please discuss with Radiology Consultant directly via Switchboard 

 
7.3  MRI technique 

 Patient preparation:  Patient to be kept supine during journey to and from the MRI 
department and during transfers between the trolley and MRI couch 
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 Coil:  Phased array spine coil, coverage CI down to the lower sacrum 

 Sequences: 
T1W sagittal 
STIR sagittal 
Transaxial imaging through focal lesions ( T2W) 

 Intravenous  Gadolinium administration: 
Not routinely applicable for cord compression.   
If the spinal cord/ cauda equina appear thickened on the protocol sequences, 
administer Gadolinium to detect meningeal disease 
 

7.4  CT Protocol 
Spiral or multislice 
Thin section coverage of the whole spine will entail a high radiation dose and the 
examination may have to be tailored to the clinical areas of abnormality. 
Intravenous contrast should be administered 
Scan parameters depends on equipment available 
Sagittal and coronal reformats are done by CT Radiographers at the time of scanning. 

 
CT Scan is available 24 hours a day, 7 days a week. 

 
 
8 Treatment 
8.1 Confirm MSCC by Imaging   
 

Actions for CMFT clinician:   

 Admission  to  local  hospital   

 Start dexamethasone 8mg twice daily, intravenous dexamethasone sodium phosphate 
4mg/2ml or oral route as clinically appropriate. Give the second dose no later than 
lunchtime. Consider proton pump inhibitor cover e.g. omeprazole 20mg daily or 
orodispersible lansoprazole 30mg daily if patient has swallowing difficulties, unless 
contraindicated. 

 Patient must be laid flat in bed and log rolled for any procedures or nursing 
interventions until Metastatic Spinal Cord Compression is ruled out and spine is 
deemed stable by the senior medical team following discussion with the Spinal Team at 
SRFT. If Metastatic Spinal Cord Compression is confirmed, the patient must remain flat 
until the Christie MSCC Co-ordinator advises otherwise, following discussions or 
treatments at Salford or The Christie. The use of cervical collars and braces should be 
discussed with the AHP Lead for MSCC and the ward OT/Physio.  

 Refer  to  local  physiotherapy  &  OT  /  named  AHP  lead for MSCC Ursula Howarth   

 If primary cancer not known repeat detailed clinical history and full clinical examination. 
and order CT scan of thorax, abdomen and pelvis as required by The Christie MSCC 
Service 

 
 

8.2    Christie Triage 

 CMFT Clinician/Acute Oncology Team contacts The Christie Hospital MSCC 
Coordinator 0161 446 3658 09:00-17:00; out of hours contact The Christie clinical 
oncology registrar on-call through The Christie switchboard 0161 446 3000 

 Complete the MSCC triage proforma prior to calling 
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8.3       MSCC triage 
 

 During office hours the MSCC coordinator will triage the calls and contact the Salford 
spinal team and clinical oncology team at The Christie 

 Out of hours the MSCC coordinators are not available and the triage is completed by 
the clinical oncology team at The Christie. They may advise CMFT staff to contact 
Salford spinal team for further advise out of hours 

 The Christie inform CMFT referring clinician of the  triage  decision  within  4  hours 
 (between  9  am  and  9 pm)  of  all  essential  information  (including  scan  results) 

 becoming available  to  the  on‐call  team.  After  9  pm,  the  decision  will  be deferred 

 to  the  following  morning   
 
 
8.4 Overview of the designated treatment centres 

The following 3 outcomes are possible [refer to appendix 3]   

 Clinical status and cancer  prognosis  require  urgent  surgical  opinion    

 Clinical status and cancer  prognosis  indicate  immediate  radiotherapy   

 Clinical  status  and  cancer  prognosis  indicate  best  supportive  care  (BSC)  only . 
 

The outcomes are managed by the following teams:   

 Surgery: SRFTH 

 Radiotherapy: The Christie at Withington (central/south sector), SRFT (NW sector) or 
Christie at Oldham (NE sector). (Our patients may go to Christie at Oldham or Salford if 
no capacity at Withington) 

 Best Supportive Care pathway: CMFT Hospitals 
 

 
8.5  Arrangement of Treatment by Triage Outcome  
 

Surgical Pathway   

 The Christie team will contact the spinal team directly 

 Spinal  team  to  arrange  for  assessment  of  patient  for  suitability  of surgery,  ideally 
within  24  hours   

 If  patient  is  for  surgery  then  the  spinal  team  to  arrange  transfer  and  organise 
surgery   

 Post‐op,  spinal  team  to  refer  to  the  oncology  team  [letter  or  fax]  for  post‐op 

radiotherapy.  This  is  recommended  once  the  wounds  have  healed,  usually  at 
least  2 - 5 weeks  after  surgery   

 If  patient  is  not  for  surgery,  then  spinal  team  to  contact  the  Christie  on‐call 

Clinical  Oncology  team  for  URGENT radiotherapy   

 Patients  admitted  to  SRFT  should  be  referred  to  rehab  team  in  the  spinal  unit   
  

   Radiotherapy Pathway   

 The Christie  team  to  arrange  booking  for  Radiotherapy   

 Patient  may  need  to  be  admitted  for  multiple  fractions  of  Radiotherapy   

 If  patient  is  admitted  then  they  will  be  referred  back  to  referring  team  on 
completion  of  Radiotherapy 

 Patients  admitted  will  need  a referral  to  the  Christie  rehabilitation  team  
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 If patient is attending the Christie for radiotherapy then please ensure the patient is 
escorted by a qualified nurse.  

  
  Best Supportive Care pathway   

 CMFT team  refers  to  the  Specialist Palliative  Care  Team   

 Consider  referral  to  the  local  rehabilitation  team  if  appropriate   

 Commence  discharge  planning   
 
 
 8.6  Post Treatment Transfer/ ongoing care by CMFT  
 

Actions for CMFT team   

 Accept  for  transfer  back  to  appropriate  ward  or  rehabilitation  setting  as  soon  as 
appropriate 

 Involve AHP Lead for MSCC in  mobilisation  and  rehabilitation   

 Wean  down  steroids  as appropriate 

 Ensure  patient  attends  for  post‐operative  radiotherapy follow up as  booked   

 
   
 8.7 Steroid administration 

Cord compression is suspected 
If there are neurological signs consistent with diagnosis of cord compression and 
tumour pathology known, start dexamethasone 8mg twice daily, intravenous 
dexamethasone sodium phosphate 4mg/2ml or oral route as clinically appropriate. 
Consider proton pump inhibitor cover e.g. omeprazole 20mg daily, or orodispersible 
lansoprazole 30mg daily if patient has swallowing difficulties, unless contraindicated. 

 
In cases where there is very acute onset of neurological signs/symptoms and these are 
developing rapidly, commence with single intravenous bolus of 16mg dexamethasone 
sodium phosphate 4mg/2ml. Consider proton pump inhibitor cover e.g. omeprazole 
20mg daily, or orodispersible lansoprazole 30mg daily if patient has swallowing 
difficulties, unless contraindicated. 
 
Monitor capillary blood glucose as per guidance at http://www.diabetologists-
abcd.org.uk/jbds/JBDS_IP_Steroids.pdf 
 
Cord Compression is confirmed  
Continue dexamethasone oral if possible 8mg twice daily, consider  proton pump 
inhibitor cover e.g. omeprazole 20mg daily or orodispersible lansoprazole 30mg daily if 
patient has swallowing difficulties, unless contraindicated, until surgery or for 5 days 
following the start of radiotherapy. This will reduce radiation related inflammation and 
peri-tumour swelling.  
 
Note that sleep disturbance is minimised by administering second dose no later than 
lunchtime each day.  
 
Monitor for side effects especially glycosuria, candidiasis and mood disturbance  

 

http://www.diabetologists-abcd.org.uk/jbds/JBDS_IP_Steroids.pdf
http://www.diabetologists-abcd.org.uk/jbds/JBDS_IP_Steroids.pdf
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Dose Reduction 
All patients and health care professionals should be advised on the reduction of steroids 
on discharge or transfer. 
 
If cord compression is NOT confirmed by scan, dexamethasone and proton pump 
inhibitor can be discontinued immediately if the patient has had 48 hours or less of 
steroid treatment.  
If the patient has had more than 48 hours of dexamethasone then consider a reducing 
regimen. 

 
Special Considerations for starting high dose steroids 
Consider risks of steroid especially if: 

 There is a history of a previous adverse reaction e.g. psychosis.  Consider using a 
lower dose such as 8mg daily 

 Co-medications include carbamazepine, phenytoin, rifampicin. Refer to BNF for details 
of interactions 

 Patients are previously immunocompromised through medication or disease as further 
immunosuppression is likely to have significant effects (concurrent severe infection) 

 History of tuberculosis 

 Patient taking beta-interferon/interleukin therapy; discuss with Consultant or wait for 
cord compression to be confirmed before starting steroids. 
 
 

9 Clinical care 
9.1 Rehabilitation and multi-professional referral 

All patients who have suspected MSCC must be referred to Physiotherapy and 
Occupational Therapy, via Clinical workstation (CWS) at Central or EPR at Trafford 
Hospital.  
 

 Ensure that on transfer back to CMFT from either Christies or SRFT post definitive 
treatment then referrals need to be sent to the Acute Oncology Team and Specialist 
Palliative Care Team. 

 
 
10 Rehabilitation 

The aim of rehabilitation is to improve quality of life, reduce or prevent development or 
disability, maintain or increase functional independence, prolong life by preventing 
complications and to return the patient to their preferred place of care. 
 

 
10.1   Key points: 

 Referral should be made to both the Physiotherapy & Occupational Therapist (OT) 
within 24 hours of admission and all patients assessed within 24-48 hours, wherever 
possible. 

 Initial physiotherapy and occupational therapy assessments and management should 
be performed following discussion with the Medical team regarding spinal stability. 

 Rehabilitation should be patient-centred with short-term, realistic goals, which focus on 
functional outcomes in order to achieve the best quality of life for each individual 
patient. 
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 All patients with MSCC should have frequent re-assessment for changes in their 
condition and the treatment plan revised accordingly. 

 Even if functional outcome is limited, quality of life may be maintained by providing 
patients with physical, social and emotional support and a sense of control.   

(Adapted from WoSCAN MSCC Guidelines, 2006)  
 
 
10.2   Therapist Assessment/Intervention 

 Assessment of muscle power, range of movement and sensation/sensory level; repeat 
assessments throughout inpatient stay  

 Assessment of respiratory function/breathing exercises and assisted cough 

 Provide advice/patient information  

 Introduce passive/active leg exercises and calf massage (if not on anticoagulants) 

 Introduce sitting over a gradual period if spinal stability, spinal shock and pain allows.   

 If clinical findings stable and pain permits commence gentle mobilization (if able) by 
sitting edge of bed/in chair and then standing/walking (mobility aids, as required) 

 N.B.  If increased pain or noticed neurological deterioration, return to flat bed rest and 
report to medical team. 

 Continue all above + progress mobility, as able 

 Patients with incomplete/complete paraplegia introduce sitting balance, supply 
wheelchair for loan in hospital, assess functional grip 

 Patients with incomplete/complete paraplegia, progress to: 
-  rolling supine  side 
-  lying  sitting 
-  improved sitting balance 
-  sliding board transfers 
-  wheelchair assessment 
-  pressure lifts / pressure care 
-  wheelchair skills 
-  advanced transfers 
-  assessment and practice of personal and domestic activities    

 of daily living 
-  provide appropriate aids 

 If pain persists, consider use of external support (collar and/ or brace) 

 If patient has not achieved sitting balance within 1 week, unlikely to be able to do sliding 
board transfers and will require hoisting 

 Unwell and bedbound patients:  

 Prophylactic care: Passive leg exercises, teach relatives calf massage and TA stretch 
 
 
10.3  Options to consider with patient and carers: 

 Home with input from community services 

 Intermediate care for rehabilitation  

 Hospice for symptom control or end of life care   

 Nursing home (palliative, intermediate, long-term care, no rehabilitation potential) 

 Spinal unit/rehabilitation unit (good general condition/long-term prognosis, i.e. months to 
years) 

 If rehabilitation not appropriate, screen for CHC (NHS Continuing Health Care Funding) 
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For further advice regarding rehabilitation, contact CMFT therapy lead (cross site) 
 

Ursula Haworth (Occupational Therapy Specialist Palliative Care) on 0161 276 8958 
 
 
11 Patient Information and education 
11.1 Patients with cord compression who have received radiotherapy may subsequently 

develop instability due to tumour progression. All patients with metastatic spine disease, 
considered stable initially need to be educated with respect to the warning signs of 
progression to instability and cord compression. (Refer to appendix: 9) 

 
 
12 Discharge planning 
12.1    Aims of Discharge Planning 

 Patients have a safe discharge from hospital back to their home, to a local hospital or to 
a hospice. 

 Patients and carers are involved throughout the discharge planning process 

 Effective communication occurs between disciplines to facilitate continuity of care. 

 Patients are able to remain in the community with appropriate support to prevent re-
admissions. 

 
Planning a patient’s discharge needs to begin early, preferably on admission, and 
although medical input is essential, discharge planning is not a medically led process. 

  
A patient is ready for discharge/transfer when: 

 A clinical decision has been made that a person is ready to be transferred from their 
current location. 

 A multi disciplinary team decision has been made that the person is ready for transfer. 

 The person is safe to discharge/transfer. (SITREP’s definition DOH 2002) 
 

There are a number of options to consider when planning discharge from the areas 
within Central Manchester Foundation Hospitals Adult Services for a patient with spinal 
cord compression; 
 

 Home 

 Hospice 

 A local District General Hospital (DGH) for repatriation that is not CMFT 

 Nursing Home or Residential Care 

 Intermediate Care facility. 
 

The decision between these different locations will involve consideration of many 
different factors, i.e. treatment potential, rehab potential, prognosis, patients’ and carers’ 
wishes and home circumstances. The Multi Disciplinary Team must consider the patient 
against the eligibility criteria for NHS continuing healthcare funding. 

 
Referral to the Trusts Complex Discharge Team is essential for the assessment 
planning and commissioning of ongoing care after discharge from CMFT. 

 
If a patient is to be discharged home, it is possible that a substantial care package may 
be required from Social Services for personal and social care, as well as input from 
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District Nurses, Macmillan Nurses and Community Therapists.  To arrange the 
practicalities of this input a care planning meeting may be required, but is not always 
necessary. 

 
Transfer to a local DGH that is not CMFT or intermediate care unit would be appropriate 
if a patient required further medical care, or further rehab in a more appropriate location. 

 
A specialist spinal unit is sometimes appropriate for metastatic spinal cord compression 
although these units specialise in long term quite intensive rehabilitation, and a person’s 
prognosis should be taken into consideration when exploring this option.  

 
Hospice care can be considered for either symptom control (a period of approximately 2 
weeks), or for care very near the end of life.  A hospice is not considered an appropriate 
option for a patient requiring active rehabilitation. 
 

 
12.2  Care Planning/Discharge Planning Meetings 

These types of meetings are sometimes known as “case conferences” and are 
generally considered as best practice for any complex discharges from hospital.  The 
meetings generally involve the patient and their family or carers, as well as 
representatives of all health care and social care professionals involved with the 
individual case.  The meeting will allow all concerns to be discussed and an action plan 
to be formulated with everyone’s views being taken into consideration. 
 
 

13 Patients at immediate high risk of developing MSCC 
13.1 The guidance below is designed for patients who have had MR scan of the spine that 
shows spinal metastases with spinal abutment and/or impingement 
 
This group of patients are at high risk of imminent MSCC and may have spinal instability 
 
Please see recommendations below and refer to workflow (appendices 15) 
 

 Contact CMFT Acute Oncology Team  

 Contact spinal surgeons at Salford Royal to discuss patient’s case (0161 789 7373) 
and/or contact The Christie  (MSCC Coordinators 0161 446 3658 or clinical oncology 
team via Christie switchboard 0161 446 3000) 

 Confirm spinal stability and need for steroids  

 Discuss surgical options with spinal surgeon 

 If surgery not indicated, discuss radiotherapy options with the patients oncology team 
and/or the clinical oncology SpR on-call at The Christie (0161 446 3000) 

 Information and advice can be sought from the MSCC Coordinators (0161 446 3658) 

 Patients should be given a copy of the patient information leaflet for patients at risk of 
developing MSCC 

 
 
14 Imaging and treatment plans for patients with suspected spinal metastases, but 

with no neurological symptoms or signs 
14.1 The guidance below is designed for patients who have suspected spinal metastases. 

Please also refer to the workflow in appendices 16 
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Symptoms of spinal metastases 
 

 Progressive pain in the spine 

 Severe unremitting spinal pain 

 Localised spinal tenderness 

 Nocturnal spinal pain preventing sleep    (NICE, 2014) 

 
Nice (2014) Quality statement ‘Adults with spinal pain suggestive of spinal metastases, but 
with no neurological symptoms or signs, have an MR of the whole spine and any necessary 
treatment plan agreed within 1 week of the suspected diagnosis.’ 
 

 Adults with spinal pain suggestive of spinal metastases need timely access to imaging. 

 Whole spine MRI should be performed and treatment planned within 1 week of the suspected 
diagnosis of spinal metastases 

 If patients have neurological symptoms and/or there is a suspicion of MSCC, then the MSCC 
pathway should be started immediately 

 
Treatment plan 
A treatment plan for patients with spinal metastases should be agreed by a senior clinical 
adviser (NICE, 2014). Locally, this includes the clinical oncology team at The Christie (0161 
446 3000; ask for clinical oncology SpR on-call) and/or the Salford Royal spinal team (0161 
789 7373; ask for spinal SpR on-call) and/or MSCC coordinators (0161 446 3658). Treatment 
planning should include: 
 

 Spinal stability, which should be assessed both clinically and radiologically 

 The degree of neurological disability 

 The general health of the patient 

 The prognosis, which should be estimated using a validated scoring system 

 The primary site of the tumour 

 The presence of other spinal and extra-spinal metastases 

 The likely response of the tumour to radiotherapy or other adjuvant therapy 

 The patient’s care and treatment preferences   (NICE, 2014) 
 

 

15   CMFT bed management process for patients with suspected of confirmed MSCC 
 
It is important that patients with suspected or confirmed MSCC are cared for appropriately and 
effectively by nursing, medical and therapy teams to ensure appropriate manual handling, 
medical care, treatment and rehabilitation. 
 
15.1  Manchester Royal Infirmary 
Patients at Manchester Royal Infirmary are generally admitted through the Emergency 
Department and should be transferred to the Acute Medical Unit and then transferred to 
Ward 5 only. Patients who have had previous cancer surgery at MRI should be transferred to 
ESTU under the care of their surgical team. Please discuss haematology patients with the 
haematology team who can advise on appropriate place of care. 
 
15.2 Trafford 
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Patients at Trafford are admitted through the Urgent Care Centre or Acute Medical Unit and 
then should be transferred to a medical ward. In some cases patients may need to be 
transferred to Manchester Royal Infirmary (AMU or ward 5 only). 
 
For patients with confirmed MSCC who are currently in other areas of the trust, e.g. another 
inpatient ward, they should be transferred to an area where appropriate care and support can 
be delivered (ESTU, AMU or ward 5 at MRI; AMU or medical ward at Trafford).  Please 
discuss haematology patients with the haematology team who can advise on appropriate place 
of care. 
 
 
16. Equality Impact Assessment 
 

16.1 The Trust is committed to promoting Equality, Diversity and Human Rights in all areas 
of its activities. 

 
16.2 It is important to address, through consultation, the diverse needs of our community, 

patients, their carers and our staff. This will be achieved by working to the values and 
principles set out in the Trust's Equality, Diversity and Human Rights Strategic 
Framework.   

 
16.3 To enable the Trust to meet its legislative duties and regulatory guidance, all new and 

revised procedural documents, services and functions are to undertake an equalities 
impact assessment to ensure that everyone has equality of access, opportunity and 
outcomes regarding the activities. Contact the Service Equality Team (SET) on Ext 
66897 for support to complete an initial assessment.  Upon completion of the 
assessment, SET will assign a unique EqIA Registration Number 

 
16.4 The Trust undertakes Equality Impact Assessments to ensure that its activities do not 

discriminate on the grounds of: 
 
 
 
 
 
 
16.5 Before any committee, group or forum validate a policy or procedural document an EqIA 

Registration Number will be required. 
 
 
17. Consultation, Approval and Ratification Process 

 

 Consultation Process, Consultation and Communication with stakeholders 

 The document was sent to the following groups for review: 
 

1. Divisional cancer board 
2. Divisional clinical effectiveness group meeting 
3. Clinical standards committee 
4. Radiology team 
5.  ED consultant 
6.  Medicines Management committee MRI  

Religion or belief Age 
Disability Race or ethnicity 
Sex or gender Sexual orientation 
Human Rights Socio economic 
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7.  NHS Trust Medicines Management Committee Trafford 
 

 
18. Dissemination and Implementation 
 

The guideline will be available electronically on the intranet under the Acute Oncology 
Service.  
Dissemination will occur via the following leads: 

 The Professional Nurse Forum is responsible for disseminating to nursing staff.  

 Clinical Heads of Division are responsible for disseminating to medical staff within their 
Division. 

 Clinical Governance Leads are responsible for promoting within their directorates. 

 The Acute Oncology Steering group will support the dissemination with teaching via 
designated MSCC teaching sessions within key areas for example  AMU/ED/ ESTU and 
all wards 

 The Head of Medicines Management is responsible for disseminating to Pharmacists. 
 
 

19. Implementation of Procedural Documents 
 

Training plan for CMFT staff regarding the Management of MSCC can be referred to in 
the Acute Oncology Operational Policy located on the Trust Intranet. 

 
 

20. Monitoring Compliance of the Management of Metastatic Spinal Cord 
Compression Policy 

 

Process for Monitoring Compliance and Effectiveness 
 

The ‘Acute Oncology Team Leader’ and the Acute Oncology Physician as Trust MSCC 
Medical Lead are responsible for monitoring compliance with the Management of 
Metastatic Spinal Cord Compression Policy’ at Division and Corporate Level. 

 
The following will be monitored for compliance: 

 
An annual audit will be actioned by the Acute Oncology Team and will audit compliance 
with the Management of Metastatic Spinal Cord Compression Policy 

 
Any shortfalls identified will have an action plan put in place to address which will have 
timescales included for re-audit / monitoring. 

 
The annual audit will be registered with CMFT Clinical audit dept. and the results will be 
disseminated as per the key groups identified in section 14. Any changes to National 
and Regional guidance will be raised at the Acute Oncology Steering group meetings 
and implemented as required. 

 
 

21. Standards and Key Performance Indicators ‘KPIs’ 

 Time from initial presentation to steroid administration 

 Time from initial presentation to imaging  

 Time from diagnosis to treatment 
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25. Glossary of terms: 
 

A&E    Accident and Emergency 
AHP   Allied Health Professional 
BD   Twice daily  
BNF  British National Formulary 
CT  Computed tomography 
DGH    District General Hospital 
EPR    Electronic patient record 
GP    General Practitioner 
mg    milligram 
MRI  Magnetic resonance imaging 
MSCC   Metastatic Spinal Cord Compression 
NICE  National Institute of Health and Care Excellence 

http://www.christie.nhs.uk/MSCC
http://www.nice.org.uk/nicemedia/pdf/CG75NICEguideline.pdf
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NSAID  Non-steroidal anti-inflammatory drug 
OD   Once daily  
OT   Occupational therapist 
PPI   Proton pump inhibitor 
PR  Per rectum 
SC  Subcutaneous  
SCC  Spinal cord compression 
Tabs  Tablets 
TB  Tuberculosis 
TDS   Three times daily  
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Appendix 1: Suspicion of MSCC to Imaging Pathway 
 
 

 

Signs and symptoms of 
actual or impending cord 

compression 

Initial symptoms/ signs 
suggestive of spinal 

metastases +/- MSCC: 

 Refer to RED FLAGS card 

 Features which suggest neurological 
damage 

 Severe spinal pain +/- neuropathic pain – 
95% e.g. referred pain to limbs, pain in 
adermatomal distribution, shooting or 
burning pain 

 Unexplained new weakness of limbs – 85% 
e.g. quadriplegia/ paraplegia, deterioration 
in mobility, heaviness of legs, inability to 
climb stairs 

 Sensory loss/disturbance – e.g. sensory 
level (only 50%), numbness, paraesthesia 

 Unexplained bowel or bladder disturbance 
– e.g. constipation, urinary retention or 
incontinence late presentation! 

 

Complete and document a 
full neurological assessment 

including pain/motor/ 
sensory/autonomic 

 symptoms 
 

Refer to Acute 
Oncology Team on 

ICE 

Nurse flat and log roll 

 Assume spine unstable until radiological 
evidence/clinical findings suggest otherwise 

 Consider thoracic brace 

 Spinal stability assessed by Clinical team? 
consult with On Call Therapy Team 

If cervical lesion suspected 
– fit with cervical collar 

Order urgent 
diagnostic imaging to 
confirm MSCC. 

 

  Go to Imaging          
    Workflow 

 

 Refer to RED FLAGS card 

 Progressive/ increasingly severe spinal 
pain at any level 

 Localised spinal pain/ band like 

 Pain aggravated by straining e.g. at stool or 
coughing/sneezing 

 Nocturnal spinal pain preventing sleep 

 Spinal tenderness 

 Developing neuropathic pain e.g. referred 
to limbs, burning, shooting 
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Appendix 2 
                       MSCC Imaging Pathway 

MRI contraindicated  

 

Suspected MSCC 
 

Imaging Choice: 
MRI 

Absolute: 

 Cardiac pacemaker 

 Cochlear implant 

 Intracranial aneurysm clips 

 Intraorbital foreign bodies 

 Some metal valves 
 
Relative: 

 Metal fragments anywhere 
in body 

 Recent metal prosthesis 

 Harrington rods 

 Metal valve  

Relative contraindication 
 
 

Discuss with radiology 
MRI Yes/No 

Saturdays 
and  

Bank 
Holidays 

 
8am to 8pm  

No Contraindications noted 
for MRI 

 

In hours  
9am to 5pm  
Monday to 

Friday 

Absolute contraindication 
 
 

CT of relevant area 

AOS/ 
Clinical 
team 

contacts 
Radiology 
Dept. to 

gain 
agreement 

for MRI  

On Call Radiology Consultant 
agrees to MR and directs 

referrer to contact Radiology 
Registrar On Call to liaise 

with Radiographer   

On Radiology Dept request, transfer to CMFT 
Radiology Dept. Escort Required 

On-call radiologist 
organises MRI scan on 

Sunday or Monday 
morning 9am urgent slot 

In hours or out of hours 

 

Out of 
Hours 

  
5pm to 8pm  
Monday to 

Friday 

Referring Consultant/AOS 
contacts Radiology Consultant to 

gain agreement for MR  

Nurse flat and log roll until 
spinal stability confirmed. 

Consider cervical collar and 
thoracic brace 

Order 
MRI on 
system 

 

Sunday  
8am to 8pm 

Referring Consultant/AOS 
contacts Radiology Consultant to 

gain agreement for MR  

MRI scans available 8am-
8pm  

Monday – Saturday, 
including BH’s 

 
Sunday service may be 
available (discuss with 

Consultant Radiologist on-
call) 

 
Urgent MRI slot available 

Monday-Friday at 9am  
 

Trafford site – discuss with 
radiology department or 

on-call team 

Ensure 
Dexamethasone is 

given as per 
protocol 

Patients with 
suspected or confirmed 

MSCC should be 
nursed in the following 

areas  
 

MRI – AMU or Ward 5 
 

Trafford – AMU 

 or medical ward 
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Appendix 3 
Confirmed MSCC Patient Pathway 

 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 

Key 
The Christie  
CMFT 
Spinal team 

Confirmed  
MSCC 

Contact The Christie urgently 
0161 446 3658 Monday - Friday 

(MSCC coordinator in hours) 
or 

0161 446 3000 out of hours 
(Clinical Oncology team out of 

hours) 
 

Clinical Triage at The Christie 
 
 

Refer to 
local MSCC 
Rehab lead 

4 hr response time for Triage decision following provision of all necessary data  

 Clock stops if CT scan additionally requested by the Christie 

Triage decision: 
Suitable for Best 
Supportive care 

 

Patient referred to 
local Rehab Team 

closer to home 

Steroid 
reduction 
protocol  

Triage decision: 
Suitable for 

Radiotherapy 

 

Is patient clinically fit for transfer? Do they need a  
Nurse escort? 

Triage decision: 
Suitable for  

Surgery 

The Christie 
contact Spinal 

team and patient 
assessed by 
spinal team 

Triage decision: 
Suitable for 

Radiotherapy 

 

Christie team agree to 
take for Radiotherapy 

 

Spinal team accept 
for surgery. CMFT 

responsible for 
coordinating transfer 

No 

Yes 

Standard treatment time within 24 hrs unless special 
circumstances 

Involve local 
acute oncology & 

rehab teams 

Post surgery Spinal 
team refer to Clincal 

oncologist for 
radiotherapy 

Involve Christie 
Rehab Team 

 

 

Yes 
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 Appendix 4: Guidance for Pain Management in the MSCC Patient 
 
 

Mechanisms for pain 
90% of patients with cancer who develop spinal cord compression have a history of localised 
spinal pain for some weeks or months prior to its development.   This may be described as a 
constant ache, and is due to bone and soft tissue invasion in relation to vertebral metastases.    
 
Compression of dorsal nerve roots gives rise to radicular pain on one or both sides of the 
body:  pain radiating round in the dermal distribution corresponding to the level of disease, and 
this is often aggravated by movement. 
 
Compression of the cord itself may be associated with crescendo exacerbation of pain, often 
localised but may be described as radiating up and down the entire spine; electric shocks or 
paraesthesia may be experienced within the spine on coughing, straining or movement. 
 
Following established cord compression and the development of paraparesis or paraplegia, 
there may be an unpleasant tight band around the trunk at the level of compression.   This 
may be followed by the development of neuropathic pain, e.g. unpleasant hypersensitivity or 
allodynia (light touch becomes painful), burning sensations or sometimes stabbing and 
shooting pains within this band or down the limbs. 
 
 
Assessment 
NB.  It is important to ask about pain a) at rest b) on movement. 

 Site and radiation 

 Severity (e.g. score 1/10) 

  Impact on sleep 

 Level of distress 

 Relieving factors e.g. position, response to dose of analgesia 

 Check for neuropathic pains or pains “out of the blue” even at rest 

 Severity of pain on movement 
 
 
How to manage pain 
Pain at rest: 
Patients not previously using regular opioids:  assess pain as above.   If moderate to severe, 
start regular long acting opioid such as Morphine Sulphate Modified Release with provision for 
breakthrough pain by oral and parenteral routes. Patients already on regular strong opioids:  
assess pain at rest and if moderate to severe increase background long acting analgesic by 
30-50% with corresponding adjustment to ‘when required’ (breakthrough) dosage. Assess the 
effect of above dose adjustment and also any ‘when required’ (breakthrough) analgesia in 
relation to pain at rest and movement.   Patient should be supported in the most comfortable 
position for them in bed.    
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Consider adjuvant methods of pain relief: 
 

 Steroids will have been commenced and can often dramatically reduce the pain 
associated with spinal cord compression 

 Consider trial of NSAID (ibuprofen or naproxen is now NSAID of choice due to 
cardiovascular adverse effects of diclofenac) if pain not improving within 48 hours of 
high dose steroids, poor response to opioids or signs of opioid toxicity (consider gastro 
protection, e.g. omeprazole or lansoprazole). When considering the prescription of 
NSAID assess the bleeding risk of the patient before commencement. 

 Where neuropathic pain has been identified consider the addition of amitriptyline 10-
25mg (10mg if patient elderly) at night or gabapentin 100mg three times daily increasing 
to 300mg three times daily. within a few days if tolerated. 

 TENS 
 
 

Pain on movement: 
This is more difficult to manage and especially in the short term, e.g. in the first two weeks 
following radiotherapy, there is often a compromise between coping with possible opioid side 
effects in order to maintain and increase activity and mobility .   Consider the following 

 

 titration of regular opioids 

 administration of quick acting opioid e.g. morphine subcutaneous injection about 30 
minutes before any anticipated activity 

 use of Entonox prior to movement                                                                                                                                            

 consider introduction of gabapentin if movement precipitates severe shooting or 
stabbing pains 

 anti-spasmodics e.g. regular baclofen or benzodiazepines to reduce skeletal muscle 
spasm 

 
 

In situations where there is frequent or continuous severe pain and/or failure 
to improve pain control within 24-48 hours, refer to the CMFT Acute Pain Team and/or 
CMFT Specialist Palliative Care Team. 
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 Appendix 5: Guidance for the Assessment and Management of Cervical Collars in the 
patient with/suspected of an unstable cervical spine 
 
 
Collar supply: 
All patients with suspected MSCC and/or instability require stabilisation with a hard collar.  
This should be provided by rehabilitation staff or orthotics departments in our Trust, 
  
CMFT’s criteria for the fitting of collars are that: 
 

 Patients will be supplied and fitted with a Miami J collar by the Physiotherapy Department 
during normal working hours Monday to Friday 8.30 - 4.30.  The Physiotherapy Department 
maintain a stock of two collars of each size.  When a collar is used, a replacement must be 
ordered immediately.  

 Referrals for fitting of a cervical collar should be made to the Physiotherapy Department 
between 8.30 a.m. and 4.30 p.m.  Out of hours and week-ends, the Physiotherapist on-call 
should be contacted. 

 
Referral: 

 The referral for assessment for a cervical collar must be made by a Registrar or 
Consultant/Acute Oncology Team and must be documented in the medical notes. 

 Documentation in the medical notes must include:  Documentation of spinal instability, as 
per the Spinal Cord Compression protocol. 

 
 
Infection Control:  

 If a collar has been tried on a patient and was not suitable due to size, fit, etc., the collar 
can be re-used after cleaning with a 2% chlorhexidine gluconate® (CHG): Sani-cloth® 
CHG 2% (in 70% alcohol wipe) or Clinell® 

 When the collar (plastic and padding) has been cleaned, it must be completely dry prior 
to storing.   

 
 
Care of Collars: 

 Once the hard cervical collar has been fitted by the physiotherapist/orthotics general 
care of collars will be managed by the ward staff who have received training in fitting of 
collars, i.e. removing and replacing for skin care and hygiene. 

 

 Training on application / care of collars will be provided by the Physiotherapist looking 
after the patient.  For support and advice, contact the Physiotherapy Department on ext. 
3795. 

 
Nursing Management: 
 
(Patients with unstable cervical spine while awaiting assessment for hard cervical 
collar). MDT assessment of spinal stability needs to be ascertained. 

 



 

Metastatic Spinal Cord Compression: Management guideline for Adults Page 25 of 41 

 See the Intranet for the latest version. Version Number: 2  

 

 All patients should be nursed flat with neutral spine alignment (including ‘log rolling’ or 
turning beds) until bony and neurological stability are ensured and cautious remobilisation 
may begin. 

  

 Positioning for eating:  As patient must be nursed flat and is unable to use arms due to the 
spinal precautions, a straw should be used in supine for feeding / drinking and assistance 
given by nursing staff for administration of medication.  (Please refer to nursing care plan 
for cervical spine cord compression in Appendix 5) 

 

 Transferring the patient:  Spinal alignment must be maintained throughout the transfer.  A 
spinal board or pat slide may be used.  Transfer patient by positioning the board/slide 
under the sheet and slide patient from bed across to trolley using 4-5 people, depending on 
the size and general health of the patient.  

 

 Toileting:  Patients must use a slipper pan or incontinence pad for toileting, and if collar has 
not been fitted, a spinal turn procedure must be used in order to remove pan or change the 
pads.  If a spinal turn cannot be performed, or a collar fitted, then the patient must not be 
moved.  This will need to be documented by nursing staff.  At this point, the patient’s spinal 
stability takes priority.  Catheterisation may need to be considered if the patient is being 
nursed flat without a collar.  This should be discussed with the medical team. 

 

 It is contraindicated for patients to mobilise at this stage. 
 
In order to turn a patient with unstable cervical spine, it is essential that spinal 
alignment is maintained.  Without a collar this can only be achieved by performing a full 
spinal turn.  This procedure requires 5 people to perform, and should be lead by a 
competent member of the multi-disciplinary team. 
 
Management of patients in a Hard Collar: 
 

 The Miami J Collar is the hard collar of choice within CMFT.  Any other type of collar should 
be fitted by an orthotist. 

 

 The collar should ideally be applied / changed / removed with the patient in supine, by two 
people, with a ‘head hold’ to maintain alignment.  Sometimes a sitting position may be 
more practical.  At least one member of staff will have received training in fitting of collar. 

 

 Once the collar is fitted the patient can resume all normal activities, without spinal 
precautions, as long as documentation of spinal stability, with the collar in situ, has been 
made in the medical notes by the appropriate medical team.  A 5 person spinal turn should 
still be performed and flat bed rest continue until the appropriate documentation has been 
made regarding spinal stability. 

 

 During radiotherapy the collar may need to be removed.  This must be done by 
radiotherapy staff fully trained in collar management.  Spinal alignment must be maintained 
in flat supine lying while the patient is not wearing the collar. 

 

 Very occasionally a patient may choose not to wear a cervical collar despite advice from 
their Medical Team/Acute Oncology Team.  This is ultimately the patient’s decision, but it is 
essential that they have made a fully informed choice.  Therefore, if this situation arises, 
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then the appropriate Registrar or above must be contacted immediately in order to discuss 
this with the patient.  The outcome of the discussion must be fully documented in the 
medical notes and the physiotherapist and nurse in-charge of the ward made aware. 

 
Possible reasons for pain / discomfort in a hard collar: 
 

 Check the position of the collar on the patient, ensuring that the padding extends beyond 
the plastic edges.  This must only be performed by members of staff who have had 
previous training on fitting of collars.  NB:  2 people are required to adjust / check the 
position of the collar. 

 

 If routine skin care (see SCC nursing plan Appendix 5) has been observed and the 
appropriately sized collar had been fitted the patient should not develop pressure areas.  If 
pressure areas do occur despite this, then this type of collar may not be suitable for the 
patient.  A referral should be made immediately to the Orthotist Department at Salford 
Royal Hospital for assessment for a different type of collar. 

 

 The screws on the Miami J collar can be adjusted for comfort.  This should only be 
undertaken by a member of staff who has been fully trained in collar management.  No 
responsibility can be taken by any staff for adjustments made to the collar by 
patients or carers. 

 
 
Skin Care:   
Proper collar hygiene and maintenance is the best line of defence to prevent collar related skin 
breakdown. 
 

 Cleaning Instructions: 
Wash pads and wipe shell with mild facial soap and water 
Rinse pads 
Wring out water in towel and lay pads to dry 
Attach replacement pads 

 

 Skin Assessment: 
Skin should be assessed every shift and prn 
Pads changed / cleaned once/day and prn 
Pressure, moisture, head, dirt – lead to skin breakdown.   
N.B. Keep pads clean, dry and free of debris 

 
 

 Document:  (nursing chart) 
Skin care and pad replacement 
Skin integrity under collar / action taken 
Size and fit of collar 
Maintenance of stability and neck alignment 
 

Please refer to the Össur UK Ltd. Miami J Collar Competency interactive training course 
available on the online education forum ‘competency program’ through the following link:  
http://www.ossur.com/?PageID=2853 
 

http://www.ossur.com/?PageID=2853
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Appendix 6: Nursing Care Plan for Patients with/suspected of MSCC 
 

 

Problem/Issue 
The patient has signs and symptoms of spinal cord compression 
 

 

Goals 
1. To identify potential problems at the earliest opportunity, maintain comfort and safety and manage 
associated problems as effectively as possible 
 

 

Plan of Care 
 

1. Ensure that the patient remains on strict bed rest until spinal instability is ruled out. If spinal instability 
is suspected, nurse flat and log role when moving/turning. 
  
2. Carry out a holistic nursing assessment but assess for specific signs and symptoms of spinal cord 
compression e.g. back pain, upper and lower motor deficits, sensory deficits and autonomic 
dysfunction 
 

Pain:-  
3a. Observe for any pain and allow the patient to describe the nature of this pain (is it in one specific 
area, is it burning or shooting, does it feel like a pulling sensation, is it made worse by lying flat, 
coughing, sneezing or taking in a deep breath etc). Instigate CMFT Adult Acute Pain ICP 
 

3b. Give prescribed analgesia and observe effect. Seek advice from CMFT Specialist palliative care 
support team if indicated, once initial assessments and management has been initiated by the medical 
team. Also refer to ‘pain in spinal cord compression guidance in Appendix 3 of the CMFT MSCC Policy 
  
3c. Continue strict bed rest, nurse flat, log roll and ensure careful positioning and handling to minimise 
further back pain, seek advice from physiotherapist 
 

3d. If cervical lesion is responsible for the cord compression then refer to physiotherapist to fit cervical 
collar and give further advice to prevent movement of head. Refer to Appendix 4 of the MSCC Policy 
 

Autonomic dysfunction: -  
4a. Observe for signs of urinary hesitancy or retention or incontinence, encourage regular toileting and 
promote forced diuresis. If incontinent of urine, catheterise on doctors instructions and ensure 
catheter/skin care is carried out, adequate intake of oral fluids and monitor for infection. Instigate CMFT 
Urinary Catheter Care Plan as applicable  
  
4b. Observe the patient’s bowel habit daily; assessing for constipation, loss of urge to defecate or 
incontinence. Give prescribed laxatives; administer suppositories/enema if necessary, providing dignity, 
support and skin care as appropriate. (Refer to bowel management guidelines Appendix 6 of the CMFT 
MSCC Policy) 
 

Motor deficits (weakness, heaviness, and stiffness, loss of coordination or paralysis in limbs) and 
Sensory deficits (numbness, paresthesia):- 
5.  Liaise with physiotherapists who will conduct assessment of motor function and sensory deficits; 
and will provide advice/instruction in respect of nursing management 
   
6. Observe pressure areas daily and avoid injury to skin. Nurse the patient on a profiling bed & 

pressure relieving mattress but not airflow. Instigate CMFT Pressure Ulcer ICP  
 

7. Assist with personal hygiene ensuring spine stays in line, give effective analgesia prior to activity if 
required. Maintain privacy, dignity and (as far as possible) independence.  
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8. Observe for signs of chest infection (increased respirations, pyrexia, cough, sputum) and report. 
 

9. Observe for any signs of DVT due to immobility. (Refer to thromboprophylaxis guidelines in 
Appendix 7 of the CMFT MSCC Policy) Check Medication prescription chart for VTE form completion 
 

10. Assess the patient’s psychological state, listen, support, explain and reassure as appropriate. If 
required refer for psychological assessment by trained personnel. 
 

 

Bed-End Documentation Required 
 MSCC Nursing Care Plan  
 CMFT Adult Pressure ulcer ICP 
 CMFT Adult Urinary Catheter Care Plan  
 CMFT Adult Acute pain ICP 

 CMFT Stool chart 

 CMFT Fluid balance chart 

 

References/Evidence Base 
2. Royal College of Nursing (2004) Digital rectal examination & manual removal of faeces,   Guidance 
for nurses RCN publication 
3. Norton C et al, (2007) Management of faecal incontinence in adults: summary of NICE guidance,  

BMJ; 334:1370-1 
4. NHS West of Scotland Cancer Network (2006) West of Scotland guidelines for malignant spinal cord 

compression 
5. NICE (2008) Metastatic spinal cord compression: clinical guideline 75  

 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 

 
 
 
Appendix 7: Guidance re: the bowel management of the patient with 
suspected/confirmed MSCC (ABC Guidelines) 
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Introduction 
Autonomic dysfunction is a late sign of spinal cord compression that can cause significant 
disturbance in bowel habit. This can be manifest as loss of rectal sensation, constipation, 
diarrhoea or incontinence. 
 
Management may be influenced by the level of the vertebral lesion: 
 
Above T12-L1  ‘reflex bowel’ (reflex arcs intact) 
 

 Cauda equina intact  spastic bowel; sacral reflex generally preserved 
 
Below T12 – L1  ‘flaccid bowel’ (reflex arcs damaged) 
 

 Cauda equina involved  flaccid bowel; generally requires manual evacuation of 
rectum 

 

Assessment 
1. What is the level of compression? 
2. Document the current bowel habit  
3. Review and document the current medication  - laxatives / suppositories - constipating 

drugs (e.g. opiates) 
4. Examination – including PR, assessment of anal tone, faecal loading 
5. Assess bladder function (constipation may contribute to bladder symptoms) 

 
 

Baseline abdominal x-ray 

       If suspicion of obstruction or to assess for faecal loading 
 
 

Control protocol 

 Aim is regular evacuation of formed faeces every 1-3 days 

 Controlled continence may take weeks to achieve - the protocol below should be varied 
according to response to treatment and individual needs 

 
Caution to be taken in patients who have neutropenic sepsis who require rectal 
medications 
 

If faecal loading: 

 1st line: insert 2 glycerol suppositories or micro-enema deep into the rectum, 
ensure the patient is not neutropenic before considering administering rectal 
preparations 

 Digital manual stimulation may be useful if spastic bowel (lesion above T12-L1)* 

 2rd line Arachis oil enema overnight (Avoid in patients with peanut allergy).   

 3th line  Phosphate enema given the next morning 

 4th line: gentle digital manual evacuation (Generally required if flaccid bowel – 
lesions below T12-L1)* 

 Proceed to 2. 
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1. Establish regular bowel routine: 

 Review diet / fluid intake (high fibre diet, high fluid intake) 

 Regular oral laxatives with PR intervention every 1-3 days may be required to 
achieve controlled continence (see below).  

 Consider anti-diarrhoeal preparations (e.g. loperamide or codeine) as part of a 
control regime if there is persistent faecal leakage. 

 
Recommended regular oral laxatives regime 
Softener:   Sodium Docusate 200mg bd 
Stimulant:  Senna two 7.5mg tabs alt. nights (or night before PR intervention)** 

 
Recommended regular PR intervention regime 
Suppositories: Bisacodyl (1 tablet, 5mg orally ) – alternate nights with 
   Glycerine ( 4g suppository) – alternate nights 
If not effective: Microlax® enema (instead of suppositories) 
If not effective: May require regular gentle manual evacuation 
 
 

**Also consider Macrogols, e.g.  Laxido® (1 sachet two to three times a day) if required – up to 8 sachets if faecal 
impaction  

 
Note: Autonomic dysreflexia 
 

 Autonomic dysreflexia is a potential problem if the spinal lesion is above T7 

 It presents as headache (often pounding), profuse sweating, nasal stuffiness, facial 
flushing, hypertension and bradycardia 

 It is caused by a stimulus below the level of the lesion causing sympathetic autonomic 
overactivity  vasoconstriction and hypertension; this stimulates parasympathetic 
overactivity above the lesion via the carotid and aortic baroreceptors 

 Action: treat the cause - check urinary catheter; PR assessment 
 
 
References: 
 
1. Malignant spinal cord compression: a literature review. Beaston Oncology Centre, October 

2003 
 
2. Guidelines for the management of bowel dysfunction in people with neurological conditions, 

Bolton PCT, August 2006 
 
3. Guidelines for the management of constipation in adults, Christie Hospital NHS Foundation 

Trust symptom control guidelines, 2006 
 
4. Guidelines for bowel management in paraplegia and tetraplegia, Christie Hospital NHS 

Foundation Trust symptom control guidelines, March 2004 
 
5. Constipation in complete spinal cord injuries, Stockport NHS Foundation Trust 
 
6. Bowel management following spinal cord injury. Buckinghamshire Hospitals NHS Trust, 

Stoke Mandeville Hospital, November 2004 
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7. Norton C et al, Management of faecal incontinence in adults: summary of NICE guidance, 

BMJ 2007;334:1370-1 
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Appendix 8: Guidance for the thromboprophylaxis in patients with confirmed/suspected 
MSCC 

 
Please refer to the Trust policy for the identification and management on venous thromboembolism 
via the link below  
http://staffnet/Policies/Nursing%20and%20Medical%20Care/VTE%20Policy%20FINAL.pdf 
 
 
The risk of thromboembolism (DVT and/or PE) in patients with metastatic spine disease is 
high, especially if they are also immobile due to limb weakness.  Other risk factors include, old 
age, obesity, anti-thrombin III, protein C&S and factor V Leiden deficiencies, previous history 
of DVT/PE and prolonged surgery. 
 
In randomised trials of surgical patients, the wearing of TEDS or use of Intermittent Pneumatic 
Compression of calves (IPC: Flowtron boots) reduces the incidence of DVT by approx. 50-
60%.  Likewise, low molecular weight heparin has also been shown to reduce the incidence of 
DVT by at least 50%. 
 

Assessment:  Assess concurrent risk factors for thromboembolism 

  Consider likely period of immobilisation 

  Assess risk of bleeding, such as concurrent medications, 
thrombocytopenia, clotting disorders. 

  Is patient already on Warfarin or other oral anticoagulation for other 
reasons? 

  

Treatment: 
 

1. If appropriate, early ambulation and physiotherapy for all patients. 
2. For patients who are not mobile consider TEDS where appropriate. 
3. Consider starting dalteparin 5000 units once a day, Taking into consideration patient’s 

general condition and expected prognosis.  This should be discussed with patient. 
Please refer to Trust guidance regarding thromboprophylaxis 

4. If, despite the above, the patient develops clinical evidence of thromboembolism, full 
anticoagulation will be indicated. 

 
 
 
 
 
 
 
 
 
 

http://staffnet/Policies/Nursing%20and%20Medical%20Care/VTE%20Policy%20FINAL.pdf
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Appendix 9: Neurological Classification of Spinal Cord Injury 
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Appendix 10: Patient/Carer MSCC Leaflet 
 
Both of the above leaflets are available on the intranet on the acute oncology webpage under 
departments and acute oncology 
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Appendix 11: Patient MSSC Prompt Cards 

 
 

 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
Health Professional Cards 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 

  
 

 I have a past medical history of Cancer 
 

 I may be at higher risk of spinal cord 
compression 

 

 Early diagnosis is essential 
 

 I am showing you this card as I have been 
experiencing some of the signs that are 
shown on the other side of this card 

Dear Health Care Professional: 

If you have any concerns please do not hesitate to contact: 
Your local A and E department 

  
 

Tick the box if it states what you are feeling 
is your pain at different parts of your back or does it feel like  a 
band around your back at all? 

 

Is your pain getting worse and not responding to pain killers?  

Has your pain changed in feeling or location?  

Do you have funny feelings, odd sensations in your limbs or do 
your legs feel heavy? 

 

Does lying flat make the pain worse?  

Is your pain making your feel distress or despair?  

Are you unsteady on your feet, or are you walking in an 
unusual way? 

 

Is your pain disturbing your sleep and is it worse at night?  

 

Alert Card 

Patient: Please look out for these symptoms 
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Appendix 12: Health Care Professional Cards 
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Appendix 13: MRI Screening Form 
 

Magnetic Resonance Imaging (MRI) Screening Form 
 

Patient Name:…………..………………..  Date of Birth:…………….Weight:………   
 
Please Read very Carefully, then answer the following by Questions, if you answer Yes to any Questions 
please Ring the department on 0161 276 6083 prior to your Appointment. 

 

 Do you have a Pacemaker or an Implanted Defibrillator? Yes   No  
 

 Do you have an Aneurysm Clip in your Brain?             Yes   No  
 

 Have you had any surgery to the Brain, Eye, Heart or blood vessels?                                                                                                                                                                                                                                                                               
                                                                                                             Yes   No  
 

 Is there any possibility of Metal Fragments in your Eyes? Yes   No  
 

 Do you have a Cochlear Implant?     Yes   No  
 

 Do you have a Hydrocephalus shunt in your Brain?            Yes   No  
If yes is it a programmable shunt? 

 

 Is there any possibility of Metal from Previous injury            Yes   No  
within your body? e.g. Bullets, Pellets, Shrapnel 

 

 Have you had any Surgery within the last 8 Weeks? Yes   No  
 

 Do you have any Neurostimulator, Metal Pins, Plates or Implants?  
                             Yes   No  

 

 Do you have a False Limb, Calliper or Brace?  Yes   No  
 

 Are you wearing a Patch, e.g. HRT, Nicotine patch?   Yes   No  
 

 Do you have any Kidney or Liver Problems?             Yes   No  
 

 Do you have any of the Following? 
 
             Epilepsy      Heart Problems      Diabetes       Allergies  
 
Females  

 Is there any possibility that you may be Pregnant?  Yes   No  
 

 Are you Breast Feeding?                Yes   No  
  

Please remove the following:  
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Insulin syringe drivers, jewellery, hair grips, keys watches, hearing aids, 
coins, glasses, credit cards and any other metallic objects 
 
Patient’s Signature:                 Date 
 
Screening Check Performed by:……………………………………………………… 
 
Final Check Performed by: ……………………………………………………………. 
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Appendix 14: MSCC Christie Discussion Triage Proforma 

 

Data Required Data 

Demographics 

Name  

Date of Birth  

Address  
 
 

 
 

Current location of patient  

Details of underlying Malignancy 

Known Cancer?   
 

 

Unknown cancer? Is a biopsy 

planned 

 

 

Known Oncologist  

 
 

Current cancer treatment/not on 
active treatment 

 

Details of MSCC 

Duration of symptoms  

 

Details of pain 

(score/location/description) 

 

 

Performance status score  

Current worst MRC motor score  
 

When did the patient last walk 
(aided or unaided) 

 

Previous MSCC/Radiotherapy in the 
same area 

 

Previous spinal/back surgery  
 

Radiology 

MRI Date  

MRI/Findings  
 

 

CT (if requested by the Christie) 

Date 

 

CT (if requested by the Christie) 

findings 

 

 
 
 

Contact: The Christie: 0161-4463658 MSCC Coordinator (09:00-17:00).  
The Christie Hotline out of hours 
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Appendix 15 
Patients at immediate high risk of developing Metastatic Spinal Cord Compression 
(MSCC) 
 
This pathway is designed for patients who have had MRI scan of the spine that shows spinal metastases with 
spinal abutment and/or impingement. This group of patients are at high risk of imminent MSCC and may have 
spinal instability. 

Patients should be given a copy of the patient information leaflet for patients at risk of developing MSCC. 
 
 
 
 
 

Patient at high risk of MSCC on MRI spine report, ie spinal 

abutment and/or impingement due to metastatic disease 

 

Contact CMFT Acute Oncology Team 
 

Contact spinal surgeons at Salford Royal to discuss patient’s case and MRI report 
Confirm spinal stability with spinal surgeon and need for steroids 

  

Patient is suitable for surgery and 
transferred to Salford Royal for 

spinal surgery 
 

Inform patient’s oncology team 

Patient not deemed suitable for surgery 
 Discuss with patient’s oncology team at The 

Christie, if not known to an oncologist 
discuss with clinical oncology SpR on-call 

 

Patient has spinal 
radiotherapy within 7 days of 

MRI scan 

Radiotherapy not currently 

indicated 

Useful Numbers 
 
MSCC coordinators 0161 
446 3658 
 
Christie Clinical 
Oncology SpR 0161 446 
3000 
 
Salford spinal team 0161 
789 7373 
 
CMFT Acute Oncology 
Team 0161 901 1460, ext 
11460, bleep 8480  
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Appendix 16 
Suspicion of Spinal Metastases 

 

 
 
 

 
 

 
 

 
 
 
 
 
 
 
 
  
  
 
 

Spinal metastases suspected 
 

Key symptoms of spinal metastases: 
Progressive spinal pain 

Severe unremitting spinal pain 
Localised spinal tenderness 

Nocturnal spinal pain, preventing sleep 
 

If neurological symptoms present and/or any symptoms of MSCC, start MSCC pathway immediately 

MRI whole spine urgently – within 1 week 

 

No spinal 
 metastases 

 

Spinal metastases 
present 

 

Contact clinical 
oncology SpR on-call 

at The Christie to 
discuss non-urgent 

radiotherapy 
and/or 

Spinal team at 
Salford 
and/or 

MSCC coordinators 

 

 

Spinal cord abutment/ 
impingement present 

 

Follow cord 
abutment/ 

impingement 

workflow 

MSCC  

 
 

Start MSCC  
pathway immediately 

 
Contact MSCC 

coordinators and 
Acute Oncology 

Team 
 

Log roll/bed rest 
 

Steroids as per 
guideline 

 
 

 

Useful Numbers 
 
MSCC coordinators 
0161 446 3658 
 
Christie Clinical 
Oncology SpR 
0161 446 3000 
 
Salford spinal team 
0161 789 7373 
 
CMFT Acute 
Oncology Team 
0161 901 1460, ext 
11460, bleep 8480  

 

 
 
 
 
 

 
 
 


