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Table 3. Common indications of radiation therapy as primary 
treatment in MASCC.

Patient unfit for surgery (high or very high surgical risk) or patient 
does not wish surgery as a primary treatment option

Life expectancy < 6 months

Radiosensitive tumours in a patient not fulfilling surgical indi-
cations (e.g. multiple myeloma, lymphoma, prostate, breast, 
seminoma, neuroblastoma)

Metastatic lesions compressing spinal cord in multiple levels 

Complete neurological deficit established for > 24–48 hours

Asymptomatic spinal cord compression (i.e. finding of an imag-
ing exam)

probable complications of surgery. In asymptomatic 
or with minimal symptoms MASCCs patients with lym-
phoma, chemotherapy as a neoadjuvant therapy is an 
attractive alternative reserving radiotherapy for patients 
non-responding to chemotherapeutic agents.

Currently, there is strong evidence that targeted 
therapy prolongs the survival of cancer patients with 
metastatic disease. Tyrosine kinase inhibitors (TKIs) have 
improved the median progressive-free survival and the 
treatment response rates of patients with anaplastic 
lymphoma kinase mutations or in tumours express-
ing epidermal growth factor receptor (EGFR) [61,62]. 
Moreover, immunotherapies are an additional therapeutic 
tool in a wide range of malignancies regarded as highly 
immunogenic [63–66].

Steroids
Corticosteroids are indicated for the initial treatment 

of MASCC. Loading intravenous (i.v.) dose is followed by 
a maintenance i.v. or per os dose. There is consensus that 
combination of steroids with RT is superior to RT alone 
[67]. Steroids have a beneficial effect in pain control and 
have direct cytotoxic effects on leukaemias and lympho-
mas [17,45]. An improvement of motor function follow-
ing initiation of steroids is a positive prognostic factor, 
because it is associated with additional motor function 
recovery after definitive treatment [68]. Moreover, cor-
ticosteroids reduce spinal cord vasogenic oedema, thus 
protecting from the secondary complication of reduced 
arterial flow and subsequent ischaemia, infarction, and 
irreversible injury [45]. 

Steroid effectiveness is better exploited when admin-
istered immediately (i.e., ideally within 12-hours of symp-

tom onset) once the diagnosis of MASCC is confirmed. 
Following definitive therapy with RT or surgery, a tapering 
schedule should be implemented to reduce the incidence 
of side effects. The optimal duration of steroid therapy is 
subject of debate. Toxicity from steroids has been demon-
strated when usage exceeds 21 days and becomes more 
prominent at 40-days following initiation [67].

Numerous clinical trials have studied the role and 
dose of steroids [68–70]. Sorensen et al. performed a 
randomised single-blind trial, comparing two groups: 
one group with no steroid treatment and the other group 
that received a short course (13 days in total) of high-dose 
dexamethasone (96 mg iv loading dose, followed by 24 
mg per os every six hours for three days and a ten-day 
tapering). The results demonstrated that 81% of patients 
in the corticosteroid group were ambulatory at three 
months vs 63% of patients in the non-steroid group (p 
= 0.0460), resulting in better functional outcome [68]. 
Extra caution should be applied to avoid using steroids 
in younger patients or in cases of undiagnosed primary 
cancer until a suitable diagnostic histological specimen 
is obtained, especially when malignant thymoma or 
lymphoma is suspected. 

Supportive care and rehabilitation
Supportive therapy is a generic term under the um-

brella of which are hosted physical therapy, management 
of bowel and/or bladder incontinence, prophylaxis of 
thromboembolic disease, adequate analgesia, access to 
specialist rehabilitation and finally psychological as well 
as social support. 

Probably, pain management is the objective with the 
highest priority during the treatment pathway, due to its 
obvious and solid correlation, not only with the ability 
of patients to undergo rehabilitation but also with the 
quality of life. The potential aetiologies of pain are nu-
merous, especially if surgery is performed. There are two 
principal types of pain and often occur in combination. 
Neuropathic pain (e.g., preexisting chemotherapy-related 
peripheral neuropathy, post-radiation or post-surgical 
fibrosis, radiculopathy from tumour invasion or from 
compression ab extrinseco), defined as “pain caused by 
a lesion or disease affecting the somatosensory system” 
[71,72]. It is the result of direct damage to the nervous 
system from a tumour or a metastatic lesion or from 
cancer treatment. It is estimated that 20% of cancer pain 
cases is purely neuropathic in origin. Neuropathic pain 
is typically chronic, and it manifests as recurrent, painful 
episodes or persisting continuously. Its consequences are 




