
ABSTRACT

Prostate carcinoma is a common health issue 
that can metastasise in the spine. A 65-year-old 
male was diagnosed with prostate carcinoma 
and two years later he developed a progressive 
neurological deficit over the bilateral lower 
limb. He experienced severe back pain, became 
paraplegic and the quality of life was severely 
impaired. Radiographic investigations were done 
and revealed osteoblastic bone metastasis at 
thoracic vertebrae with spinal cord compression. 
The patient underwent surgical decompression 
surgery at the T9 level mainly for pain control. 
Six months post-surgery not only the pain was 
well controlled but patient able to ambulate with 
walking aid. It is a rare post-operative result as the 
neurological recovery in a patient with complete 
paralysis is less than 3%. This type of recovery is 
possible when the cause of the neurological deficit 
is mainly mechanical compression from tumour 
rather than cord ischaemia from traumatic injury.

INTRODUCTION 

Prostate carcinoma is one of the most common 
problems in developed countries, 80% of 
patient will develop spinal metastases and 
6.7% complicated with spinal compression. 
Back pain, weakness, anal and urinary 
sphincter dysfunction will lead to a decrease 
in quality of life1. Their median overall survival 
rate is 2 years. The recovery rate of a patient 
with a complete neurological deficit of lower 
limb recovered is only around 3%2. Usually, 
a patient is classified using the Frankel 
Classification3 either the patient is unable to 
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walk (Frankel A – C) and Frankel D and E where 
the patient can walk. Spinal decompression 
surgery is aimed to relive the pressure 
compressing the spinal cord by removing 
either the lamina, ligament, enlarging the 
foramina or part of the intervertebral disc. Six 
months after post-surgery if patient gained 
improvement in the neurological function 
he or she is further classified according to 
the Frankel classification. This was a case 
of advanced prostate cancer where good 
neurological recovery was achieved following 
laminectomy of T9 vertebra in a patient with 
spinal metastases.

CASE PRESENTATION

A 65-year-old male diagnosed with prostate 
carcinoma 2 years prior to presentation. 
Initially presented with nocturia and 
dysuria he was treated for benign prostatic 
hyperplasia. As time passes by he develops 
haematuria with significant loss of weight and 
appetite. He underwent orchidectomy and 
completed chemotherapy. Seven months later 
he presented with progressive weakness and 
numbness of bilateral lower limb weakness 
associated with back pain. He described the 
pain as stabbing in nature and located at a 
lower back area with radiation to the buttock. 
Bowel and urinary function are impaired. As 
the disease progress, the patient became 
bedbound and his quality of life worsens. 
Visual Analog Score for his back pain was 5/10. 
General examination showed a moderate 
build man, he was not pale and no lymph node 
was palpable. There was local tenderness over 
the thoracic and lumbar area however there 
was no deformity. Perianal sensation, deep 
anal sensation and sphincter function were 
normal. Neurological examination revealed 
complete paralysis of the bilateral lower limb, 
with absent of bilateral knee and ankle jerk 
reflex and sensation. Plain radiograph and 
magnetic resonance imaging (MRI) showed 

osteoblastic bony metastases at the T9 level 
with the epidural extension (Figures 1, 2, 3, 
and 4). The diagnosis was made at this point.
 

Figure 1 Posterior-anterior plain radiograph 
showing osteoblastic lesion (yellow arrow) 
over the T9 thoracic vertebrae 

Figure 2 Lateral plain radiograph with the 
arrow pointing towards osteoblastic lesion 
over the T9 thoracic vertebrae, there is no 
obvious kyphosis noted
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Figure 3 MRI in the sagittal plane with 
Osteoblastic bone metastases at T9 level 
with the arrow pointing towards the epidural 
extension 

Figure 4 Axial plane MRI cut at T9 level showed 
osteoblastic bone metastases involving mainly 
the vertebrae body, with the arrow pointing 
towards the area where the spinal cord is 
compressed within the spinal canal

To predict the patient prognosis, we 
scored the patient based on the revised 
Tokuhashi score for spinal metastases4. The 
score was calculated taking into account of 
his general condition which is good during 
the presentation, no extraspinal metastatic 
foci, only one number of metastasis to the 
vertebral body, no metastasis to other organs, 
non-aggressive type of cancer, and complete 
paralysis. His total score was less than eight. 
A score of less than eight predicted that the 
life expectancy for this patient is less than six 
months. Still clinical in the dilemma we offered 
the patient surgery mainly for pain relief. He 
underwent wide laminectomy of T9 vertebra 
with preservation of bilateral facet joint. No 
implant needed as there is no significant 
vertebral body collapse. Six months after 
surgery, the patient showed good neurological 
recovery with motor power MRC grade 4 
(Figures 5 and 6) for bilateral lower limb and 
Visual Analog Score for back pain reduced 
significantly. The urinary and bowel function 
slowly improving over time.

Figure 5 Six months after decompressive 
laminectomy patient can stand erect with MRC 
power grading at least 4
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Figure 6 The patient quadriceps muscle power of at least 4 during the examination

DISCUSSION

Prostate cancer is common cancer with 1.6 
million men diagnosed worldwide5. Spinal 
cord compression due to prostate metastases 
to occur at the thoracic level is the highest 
with an incidence of 15.7%1. Bone metastasis 
is a debilitating condition and metastasis 
to the spine can cause cord compression, 
impaired bowel and urinary function and pain. 
Clinical management of spinal metastasis 
patient requires a multi-disciplinary team that 
includes spine surgeon’s, radiation oncologist, 
medical oncologist rehabilitation team and 
supporting nurses6. In an end-stage cancer 
patient, the aim is to prolong life expectancy, 
local tumour control and to improve the overall 
quality of life. Offering surgery is always a 
dilemma due to the high rate of postoperative 
complications7. Furthermore, he presented 
with complete paralysis (Frankel A) and the 
success rate in regaining neurological function 
post-operatively is only around 3%2, 8. 

Spine Surgeons used multiple scoring 
systems to predict patient prognosis and 
aid in the decision making process. Modified 
Tokuhashi and Tomita is useful to predict 
patient survival. Tomita score is based on 
the primary tumour site, the number of 
visceral metastases and the number of bone 
metastases. While the Modified Tokuhashi 

score considers the general condition of 
the patient, the number of bone metastasis 
outside the spine, either metastasis to major 
organ removable or not, and lower limb 
neurological function. Modified Tokuhashi had 
better accuracy compared to Tomita Scoring 
in predicting patient survival4. A lower score 
means the survival is poorer and vice versa.

In general, in spinal metastasis, there 
is two mainstay treatment, radiotherapy 
and surgical decompression with or without 
stabilization using an implant. A throughout 
screening is essential to avoid further morbidity 
to the patient. An advanced cancer patient is 
immunosuppressed and malnourished making 
them more prone to surgical site breakdown.

In an advanced cancer patient, the 
surgical aim is mainly palliative to reduce 
the pain, control local tumour extension, 
and to prepare the patient for radiotherapy. 
Surgical strategies are divided into three parts 
according to the Global Spine Tumour Study 
Group (GSTSG)9. Surgeons aim to do palliative 
decompression, tumour debulking and total 
vebrectomy, and to achieve this method aim is 
further divided either by removing the tumour 
piece by piece or en bloc removal. The method 
of removal will influence the tumour margin 
whether it is intralesional or wide margin10. 
For palliative surgery the tactic is palliative 
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decompression, piece by piece tumour 
excision and margin will be intralesional.

Three to four weeks post-operative and 
provided the wound is healed patient can 
underwent adjuvant radiotherapy regime. 
Typically, external beam radiotherapy with a 
single fraction dose of 8 Gy is used to provide 
palliative pain relief. The efficacy of external 
beam radiotherapy in reducing pain is almost 
up to 60%11.

CONCLUSION

The aim of surgery and adjuvant radiotherapy 
is to provide pain relief in a palliative patient. 
We did not expect neurological recovery 
after the decompressive spinal surgery. He 
recovered from MRC power zero to four for 
bilateral lower limb and regain his urinary and 
bowel function. As the chance of recovery is 
only 3%, his post-operative findings are rare. 
There is a chance of significant neurological 
recovery following decompression surgery 
for spine metastases from prostate cancer 
especially when the cause of the neurological 
deficit is mainly mechanical compression 
from tumour rather than cord ischaemia from 
traumatic injury.
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