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1.  INTRODUCTION: 

 
MSCC is estimated to occur in approximately 5 to 10% of all cancer patients affecting not only quality of life but also 

prognosis.   

Most cases occur as a consequence of spinal metastases from a primary tumour, with prostate, lung and breast 

being the most common.  In addition, for 23%, MSCC may be the first presenting symptom of cancer.   

Studies in the last 15 years have highlighted that delays in diagnosis and referral are common resulting in 

devastating outcomes for patients living with advanced cancer.   

The strongest predictor of response to treatment is the functional status of the patient at the time of diagnosis.  

Early diagnosis, treatment and rehabilitation are essential in order to prevent paralysis and to ensure the best 

possible outcome and quality of life for the patient.  Failure to recognise the early signs and symptoms can have 

devastating implications for a patient, e.g. patient bed bound due to loss of mobility and often premature death.   

 

It is expected that the introduction of the new Network MSCC Co-ordinator service launched in November 2013 will 

demonstrate many benefits for patients and clinicians in Greater Manchester & Cheshire.  

It will serve to raise awareness of the MSCC Pathway, improve recognition of the early signs and symptoms and 

improve speed of diagnosis, timely treatment and rehabilitation.  This is expected to result in better functional 

outcomes, quality of life and life expectancy for patients who develop this devastating condition.   

Finally, the financial burden of caring for patients, who develop paralysis and require 24 hour nursing care will 

reduce as patients are diagnosed earlier and therefore remain ambulant.     

 

 

2.  SERVICE OVERVIEW: 
 

The CRAG report (2001), a prospective Scottish audit of the diagnosis, management and outcome of patients with 

MSCC reported variations in care and suboptimal practices at many stages of the patient journey both prior to and 

following a diagnosis of MSCC.  Despite these findings and the resulting recommendations, patients continue to 

present with advanced symptoms of MSCC and to experience inappropriate variations in care (Levack et al, 2001, 

2002).  

The report highlighted the following three key reasons for delays in diagnosis:  

1. A lack of recognition by hospital doctors and GPs of the early symptoms of MSCC 

2. The absence of an efficient referral pathway for patients’ who are considered to be at risk of developing or 

have developed symptoms and signs suggestive of MSCC 

3. A lack of awareness of the most appropriate method of investigation to detect and manage MSCC.   

 

NICE guidelines (2008) set out ‘key priorities for implementation’ and recommendations which include the 

appointment of a MSCC Co-ordinator as a single point of contact to provide advice to clinicians and co-ordinate the 

care pathway at all times.  NICE also recommended that every centre treating patient with MSCC should ensure 24-

hour availability of senior clinical advisers to give advice and support to the MSCC co-ordinator and other clinicians, 

inform the decision-making process and undertake treatment where necessary.  

 

The National Cancer Peer Review Programme, Manual for Cancer Services for Acute Oncology incorporated MSCC 

within their measures and programme in 2011.  Subsequently, Greater Manchester & Cheshire Cancer Network was 

Peer Reviewed in 2012, the outcome of which was that several of the measures failed due to lack of MSCC co-

ordinator in the network.  

As a result, it was recognised by the cancer network and The Christie that this role should be commissioned without 

delay.  In July 2013, funding was secured by The Christie and the MSCC Co-ordinator role was advertised and Lena 

Richards was appointed to start the role on a 2-year secondment on 3/9/13. 

 

The MSCC Co-ordinator service incorporates the following: 

 

• MSCC Co-ordinator, 1 WTE, supported by the Specialist Therapy Radiographer / Educator Conor Fitzpatrick – 9 

am to 5 pm Monday to Friday 

• The Acute Oncology Management Service incorporating the Christie Hotline – out of hours 
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• The Clinical Oncology ST on-call and the Consultant Clinical Oncologist on-call   

  

Funding for the above post has been secured for two years initially with the aim that further funding will continue as 

the benefits of the service are highlighted following the on-going prospective audit.          

 

 

3.  NETWORK MSCC STEERING GROUP: 
 

The Network MSCC sub-group / steering group was set up in accordance with recommendations from the NICE 

guidelines 2008.  The group reports to Cancer Manchester and the Acute Oncology Pathway group. The first meeting 

was held on 24/7/13 and meetings have continued every three to four months thereafter.   

The group is chaired by Dr Vivek Misra, Network Clinical Lead for MSCC.  Terms of reference have been agreed and 

the group include expert representation from all relevant services in Greater Manchester & Cheshire, including 

Surgery, Oncology, Palliative Care, Primary Care, Acute Oncology, AHPs, Radiology and the MSCC Co-ordinator.  

  

 

4.  ROLE OF THE NETWORK MSCC CO-ORDINATOR: 

 
The role of the MSCC Co-ordinator is extensive and includes many aspects, some of which are summarised below: 

 

• To co-ordinate the management of patients with a suspicion of or confirmed MSCC in Greater Manchester & 

Cheshire. 

• Act as a 1
st

 point of contact for referring clinicians to provide a smooth and co-ordinated MSCC pathway with 

early diagnosis and treatment and best quality of life and outcome for patients. 

• Develop a Network-wide pathway to include care from diagnosis to end of treatment 

• Establish good links and work with the local Acute Oncology Teams. 

• Develop pathways, protocols and ensure guidelines are up to date. 

• Raise awareness and education in all sectors of healthcare in Greater Manchester & Cheshire (see section 6). 

• Audit of the service 

• Participate in the Peer Review process. 

 

 

5. MSCC WEBPAGE: 
 

The MSCC Webpage was developed to coincide with the launch of the service.  It can be found on the Christie 

website using the following link:  www.christie.nhs.uk/MSCC.   

It gives an overview of the Co-ordinating service as well as hosting all existing MSCC resources, including the 

pathways for confirmed and impending MSCC, The Christie, Greater Manchester & Cheshire guidelines (including 

Patient Information leaflets), Red Flag cards, Rehabilitation directory of named AHP links, etc.   

 

 

6. EDUCATION: 
 

As part of the role of Network MSCC Co-ordinator it was identified that education was key in improving awareness 

and management of MSCC patients within Manchester Cancer.   

Education has successfully been undertaken in all sectors of health care, i.e. tertiary, secondary and primary care.   

So far, training sessions have taken place in the following trusts and organisations:  Christie, Bolton, Leighton, Central 

Manchester, Pennine Hospitals, Wythenshawe, Macclesfield, St Anne’s Hospices, Wigan Hospice and East Cheshire 

Hospice.  Attendees have included, doctors, nurses, radiologists, therapists, etc.  
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Shorter awareness sessions have been given to all departments within the Christie, CNS meeting at SRFT, Lead 

Cancer Nurse meeting, GP meetings and events, Physiotherapy meetings, etc. 

 

Presentations at National Study Days and Conferences on the role of the Network MSCC Co-ordinator has also taken 

place since the launch of the service.  More are planned for the 2
nd

 half of 2014.   

 

It is vital that education continues.  The feedback has demonstrated that staff now have a better understanding of 

the management of MSCC and clinicians feel much more confident in handling patients in a timely way throughout 

the pathway.   

Where training has already been successfully undertaken, local teams, led by the Acute Oncology Team will continue 

to implement education and awareness within their own organisations.   

       

   

7. GREATER MANCHESTER & CHESHIRE AUDIT REPORT: 
 

Audit is a vital aspect of the role as further funding will depend on demonstrating the benefits of the service.   

NICE recommend that every cancer network ensures that appropriate services are commissioned and are in place for 

the efficient and effective diagnosis, treatment, rehabilitation and on-going care of patients with MSCC.  In addition 

they recommend that these services should be monitored regularly through prospective audit of the care pathway.  

 

The Christie Clinical Portal original MSCC COG form was developed in May 2012 as a tool to collect all relevant MSCC 

data, including mandatory data required for Peer Review.  This form has now been updated and replaced with three 

new forms:   

• Hotline form 

• ST form 

• Co-ordinator form 

 

The service will be audited as follows: 

1. 3 quarterly reports followed by annual report at the end of the audit year, i.e. end of March.  The initial report 

will contain data from 25
th

 November 2013 to 31 May 2014.  

2. Retrospective report (data from May 2012 to end of October 2013) 

3. Satisfaction questionnaire 

 

Full report - see Appendix 1 

 

 

8. FUTURE DEVELOPMENTS: 
 

• To expand the MSCC service – Patient activity and referrals have exceeded expectations and this has proved to 

be an extremely busy service since the launch on 25
th

 November 2013.  As a result it will be necessary to expand 

the service. In the initial stages clerical / co-ordinator support will ensure better efficiency in delivering the 

service. 

• Expand data collection – In order to demonstrate that the MSCC service has had a positive impact on quality of 

life, it will be necessary to expand the data collection to include ‘functional outcomes’.  This is planned for Year 2 

of the service; however, this data can only be collected if the service expands with additional clerical and clinical 

support.    

• Network-wide education tool – will be developed to ensure that standardised education can be delivered to all 

hospitals by their local teams. 

• Explore the use of the SINS tool as an adjunct to aid the ‘spinal stability’ decision process. 

• Publication of the data and service description in leading UK journal. 
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9.  CONCLUSION: 
 

The first report supports the observations and verbal feed-back that the MSCC Co-ordinator service has been a 

success from day one.   

The referrals and patient activity have exceeded expectations and demonstrated the long-awaited need for this 

service.  The number of patients referred to the service doubled from December to May 2014. 

The management of patients has been co-ordinated with early diagnosis of patients with suspicion of or actual MSCC 

through timely MR scanning and reporting and prompt treatment (surgery, radiotherapy and rehabilitation).  The 

service has, in addition, improved communication and freed up precious time for referrers and clinicians as the steps 

through the MSCC pathway are co-ordinated centrally through the MSCC service.   

 

Impact of the MSCC Co-ordinator Service: All patients referred to the service have had urgent and timely diagnosis 

with MR, or where contraindicated CT scan, as per the pathway.  The MSCC service has contributed to effective lines 

of communication between the treating hospitals within the Manchester Cancer network. 

All patients where radiotherapy was appropriate received this within 24 hours and the number of patients receiving 

a surgical opinion and subsequent surgery has to date trebled as compared with the data from the 18 months 

preceding the launch of the service.  The excellent collaborative working between The Christie and Salford Royal 

Foundation Trust (SRFT) has succeeded in improving the overall management with prompt advice available regarding 

surgery and spinal stability.  Work is currently in progress by SRFT with support from the MSCC Co-ordinator service 

to streamline the surgical pathway. 

Where breeches of the pathway have occurred, for example, patients not referred in a timely manner, or A&E 

departments discharging patients without appropriate investigations, Critical Incidents have been raised and 

investigated by the local teams.  Delays in recognising symptoms and acting upon them lead to poorer outcomes for 

patients; therefore education at all levels of the health care sector is critical.    

 

Some Trusts have set up an internal ‘Task & Finish’ group to map out their own local MSCC pathway.  This has greatly 

improved the communication and management of patients at a local level.  It is expected that more Trusts will follow 

suit.            

 

 

10.  RECOMMENDATIONS: 
 

The MSCC Co-ordinator service has seen improvements in all aspects of the delivery of the service.     

In addition, health professionals are now much more confident in handling patients and managing this oncological 

emergency.  This has been achieved through extensive education and awareness sessions in the Network.  

In order to maintain the service, further funding will need to continue and the following recommendations will build 

on the excellent work that has already been achieved: 

 

• Permanent funding and expansion of the service is essential in order to maintain the momentum and 

sustainability of delivering the MSCC pathway.  In addition, functional outcomes data will be impossible to 

collect unless there is further expansion of the service. 

• Critical Incidents have been filed where there were delays and patient care was suboptimal.  A seven day MSCC 

service is recommended in order to ensure best care is delivered at all times.        

• A co-ordinated approach to improving ‘out of hours’ availability of MR scanning facilities in Greater Manchester 

& Cheshire will reduce the risk and incidence of delayed diagnosis and treatment.  

• Individual hospitals / trusts should develop their internal local pathway to ensure consistent and excellent care is 

achieved throughout the whole cancer network. 
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Appendix 1: 

 

Metastatic Spinal Cord Compression (MSCC) – 1
st

 quarterly report 

25
th

 November 2013 to 31
st

 May 2014 

 

 

 

1. Demographics 
The following data for MSCC has been collected from two sources: 

 

1.  COG web forms on the Christie Clinical Web Portal, Hotline and ST form (Hotline forms for ‘all’ patients 

referred completed by MSCC Coordinator and ST forms for patients with confirmed MSCC completed by 

Specialty Trainee Doctors (STs)).  

2. Data collected manually by MSCC Coordinator  

 

During this period the total number of patients referred was 298 (as per the Coordinator data) and 291 (as per the 

COG forms data).  The reason for the discrepancy in numbers is not known and throughout the report there are 

some  inconsistencies which are outside the control of the MSCC service.   

 

The number of referrals has steadily increased each month from (6) in November 2013 to (70) in May 2014.  

 

There was a decrease in the number of patients with ‘confirmed’ MSCC in February 2013 otherwise the number 

remains fairly consistent between 20 and 30 patients per month. 

 

Total number of patients referred: 
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*Data collection started on 25

th
 November 2013, hence a low number of referrals during this month. 
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Number of patients with ‘confirmed’, ‘impending’ or ‘no’ MSCC: 

Out of a total of 298 (292 on COG forms), 139 (142 on COG forms) patients had confirmed MSCC on MR scan, 51 had 

impending compression and 108 had no cord compression.  

 

 
*Data collection started on 25

th
 November 2013, hence a low number of referrals during this month. 

 

N.B.  The data presented below refers mainly to patients with confirmed spinal cord compression, although some of 

the data collected refers to all patients referred.  

 

 

Age: 

Of the patients with confirmed MSCC, 91 were male and 51 were female. The ages ranged from 37 years to 97 years. 

Most patients were aged between 61 and 80 (93 patients in this age-range). 

 

Age  Number 

<40 2 

41-50 5 

51-60 22 

61-70 44 

71-80 49 

81-90 18 

91+ 2 

 

 

Source and location of referral: 

The majority of patients referred were in-patients in their local hospital.  A low number of patients presented in the 

hospice with varying number of patients presenting at home.  Patients who presented at home were also included in 

the ‘hospital’ numbers once admitted.    

 

Referrer Nov-13 Dec-13 Jan-14 Feb-14 Mar-14 Apr-14 May-14 

Hospital 6 29 31 36 52 48 66 

Hospice 0 1 2 2 1 3 0 

Home 0 5 4 5 5 13 14 

Other 0 0 0 1 0 0 2 

Self-referral 0 1 2 0 3 4 2 
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Referred by Number 

Acute oncology nurse 55 

CMT, FY1 or FY2 30 

Registrar 69 

Consultant 29 

Other 57 

Missing 52 

 

 

The table below refers to the location of patients when referred to the MSCC service.  It includes all patients referred 

(confirmed, impending and no MSCC).  

 

Patient’s location at 

referral  Nov-13 Dec-13 Jan-14 Feb-14 Mar-14 Apr-14 May-14 

Bolton 0 3 3 5 2 5 4 

Christie 1 2 2 9 15 7 12 

Leighton 0 2 1 0 4 1 3 

Macclesfield 0 1 3 2 3 2 4 

MRI 1 2 4 1 5 3 4 

Oldham 1 6 6 4 6 12 8 

Fairfield 0 0 1 0 1 5 3 

NMGH 0 0 1 1 5 0 9 

Rochdale  0 0 0 1 0 0 0 

SRFT 2 2 2 4 2 1 4 

Stepping Hill 0 2 2 4 3 6 3 

Tameside 0 2 1 1 1 1 4 

Trafford 0 0 2 1 0 1 1 

Wigan 1 3 2 2 2 3 2 

Wythenshawe 0 4 1 1 4 1 5 

Hospice 0 1 2 2 1 3 0 

Home 0 5 4 5 5 13 14 

Other 0 0 0 1 0 0 2 
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2. Disease characteristics 

 
Site of primary disease: 

Of the patients with confirmed MSCC, 27% had Prostate cancer, 12% Lung cancer, and 8% Breast cancer.  This 

corresponds with the literature which states that approximately 50% of MSCC patients have a diagnosis of Prostate, 

Lung and Breast cancer.  The other 50% is made up of 12 different primary disease sites. For 33 patients the primary 

disease site was recorded as ‘Other’ or ‘Unknown’, of these patients 25 (17%) had cancer of an unknown primary 

disease site (CUP).  

 

Primary Disease Site Number 

% of all 

patients 

No of patients with known 

bone mets by primary 

disease site 

% of patients with known 

bone mets by primary 

disease site 

Bladder 2 1% 2 100% 

Breast 10 7% 6 60% 

Cervix 2 1% 1 50% 

Uterus 3 2% 0 0% 

Lower GI 6 4% 4 67% 

Unknown Primary (CUP) 33  24% 0 0% 

Head & Neck 6 2% 6 100% 

Hepato-biliary 2 1% 
0 0% 

Lung 17 12% 12 71% 

Lymphoma 3 2% 0 0% 

Melanoma 1 1% 1 100% 

Multiple Myeloma 7 5% 5 71% 

Upper GI 5 4% 5 100% 

Prostate  40 29% 35 88% 

Renal 4 3% 3 75% 

Thyroid 1 1% 1 100% 

Total 139  

 

81 

- 

        * Data collected manually by MSCC Coordinator 

 

 
*Data collected from COG form 
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Data below collected from the COG form: 

 

Patients with confirmed MSCC who had a known cancer diagnosis:  

 

Previous cancer Number % 

Known cancer diagnosis 103 73% 

First presentation of 

cancer 35 24% 

Not known 4 3% 

 

Patients with confirmed MSCC who had visceral metastases: 

 

Visceral metastases Number % 

Yes but no effective treatment 

available 24 17% 

None 18 13% 

Yes and effective treatment 

option available 14 10% 

Not known 87 61% 

 

 

Patients with confirmed MSCC who had extra-spinal bone metastases:  

 

Extra-spinal metastases Number % 

Yes, multiple 34 24% 

None 16 11% 

Yes, Single 7 5% 

Not known 86 60% 

 

 

Patients with confirmed MSCC who had a previous history of MSCC: 

 

Previous cord 

compression Number % 

No 85 59% 

Yes 19 13% 

Not known 39 27% 

 

If previous MSCC, level of compression: 

 

Level of compression 

compared to previous Number % 

Same 12 63% 

Different 5 26% 

Not Known 2 11% 
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Patients with confirmed MSCC had the following on-going treatment: 

 

On-going treatment Number % 

None 47 33% 

Not known 43 30% 

Endocrine therapy 22 15% 

Chemotherapy 15 10% 

Other 6 4% 

Endocrine therapy and 

Dexamethasone  3 2% 

Biological therapy 2 1% 

Endocrine therapy and Abiraterone 2 1% 

Radiotherapy 1 1% 

Chemotherapy and Radiotherapy 1 1% 

Radiotherapy and Endocrine therapy 1 1% 

 

 

Performance status (PS): 

PS was not recorded in 71% of patients.  This reflects lack of information given by the referrer and must be improved 

in order to appropriately triage patients.  Without the PS, a Tokuhashi score cannot be calculated. 

 

 

Performance status (PS) Number % 

Good (PS 0 or 1) 22 15% 

Moderate (PS 2) 13 9% 

Poor (PS 3 or 4) 7 5% 

Not recorded 101 71% 

 

 

Duration of symptoms to referral and imaging: 

Duration of symptoms to referral and imaging is difficult to accurately collect.  There are many signs and symptoms 

to take into account, i.e. pain of long-standing nature, new onset of acute pain, weakness, etc.  The information 

below relates to what was felt by the Referrer, the Coordinator or ST to be the significant symptom.  

 

Duration of symptoms to referral: 

 

Days of symptoms to 

referral 
Number % 

Same day 5 3% 

Next Day 5 3% 

<7 35 25% 

 <14 16 11% 

<21 12 8% 

<28 9 6% 

>28 29 20% 

Not known/Data 

quality 
32 22% 
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Duration of symptoms to MR scan: 

 

Days of symptoms to 

MR scan 
Number % 

Same day 1 1% 

Next day 10 7% 

<7 23 16% 

<14 15 10% 

<21 10 7% 

<28 5 3% 

28+ 22 15% 

Not recorded/Data 

quality 
57 40% 

 

 

 
 

 

Time of referral to MR scan: 

 

Referral to MR scan Number % 

Within 24 hours 225 96% 

Over 24 hours 10 4% 

 

 

Mobility status: 

Walking ability at presentation demonstrates a marked discrepancy in the data entered by the STs on the COG forms 

and the data collected manually by the MSCC Coordinator.  The table and graph below compares the data collected 

in the COG form with the data collected manually by the MSCC Coordinator.   

 

Walking ability at 

presentation 

Number 

recorded 

on COG 

form 

Number 

recorded by 

MSCC 

Coordinator 

Able to walk unaided 11 41 (30%) 

Walks with assistance 19 37 (27%) 

Unable to walk 30 50 (36%) 

Not known 83 11 (7%) 
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Number of sites of compression: 

 

Number of sites of 

compression Number % 

1 120 84% 

2 18 13% 

3 4 3% 

>3 1 0% 

 

 

Site of compression - Cervical, Thoracic, Lumbar and Sacral spine: 

 

Type of compression Number % 

Cervical 21 15% 

Lumbar 26 18% 

Sacral  2 1% 

Thoracic 92 64% 

Missing 2 1% 

 

Tokuhashi score: 

Of the 139 patients with confirmed cord compression, there were only 54 Tokuhashi scores recorded.  The median 

score is 7.  The Tokuhashi score is important information as it highlights the performance status and prognosis of 

patients and helps to identify patients who may be suitable for surgery.  It is vital that all the information which gives 

the Tokuhashi score is included (PS, extra-spinal metastases, number of metastases in the vertebral body, visceral 

metastases, primary site and motor function).   

 

Tokuhashi score Number % 

0 to 8 39 72 

9 to 11 14 26 

12 to 15 1 2 
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3. Management 

 
Steroids: 

At the point of contact with the MSCC Coordinator, these were the number of patients ‘already on steroids’, ‘not on 

steroids’ and ‘not known’.  For patients with a ‘cancer of unknown primary’ if a haematological cancer was 

suspected, in most cases steroids would be contraindicated and not given.  Patients receive a loading dose of 16 mg 

with PPI, followed by 8mg BD until treatment starts and then dose is reduced as per protocol.   

 

The data below refers to all patients referred with suspicion of MSCC: 

 

Hotline referral - 

steroids Number % 

Patient on steroids 176 58% 

Patient not on steroids 57 19% 

Not known 70 23% 

 

 

Flat bed rest/log roll: 

 

Hotline referral - flat 

bed rest Number % 

Yes 160 53% 

No  75 25% 

Not known 68 22% 

 

 

Definitive treatment: 

The data in the table and graph below shows how many of the patients with confirmed MSCC were discussed with 

the spinal team and the definitive treatment they received (surgery, radiotherapy, systemic or best supportive care). 

It also highlights the number of patients who were known to have died during the period of analysing the data.  

 

Total 

patients 

with 

confirmed 

SCC 

Month 

referred 

Surgical 

opinion 
% Surgery % XRT % BSC % Systemic % Died % 

3 Nov-13 1 33% 0 0% 0 0% 2 67% 1 33% 2 66% 

19 Dec-13 4 21% 3 16% 11 58% 5 26% 0 0% 18 95% 

17 Jan-14 8 47% 3 17% 10 59% 4 24% 0 0% 12 71% 

14 Feb-14 5 38% 1 7% 11 79% 2 14% 0 0% 12 86% 

30 Mar-14 7 23% 7 23% 21 70% 1 3% 1 3% 14 47% 

27 Apr-14 7 26% 4 15% 21 78% 2 7% 0 0% 12 44% 

29 May-14 15 52% 9 31% 17 59% 3 10% 0 0% 8 28% 

139 Total 47 34% 27 19% 91 65% 19 17% 2 1% 78 56% 

 

Percentage of patients who received XRT within 24, 48 or over 48 hours from MR scan: 

 

MR scan to XRT 

alone Number % 

Within 24 hours 98 67% 

Within 48 hours 16 11% 

Over 48 hours 33 22% 
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