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Introduction

I ntramedullary spinal cord metastasis (ISCM) is a rare site for 
systemic cancer invasion. It accounts for about 1–3%% of all 
intramedullary spinal cord neoplasms and 2 % of central ner-

vous system metastases. 1,2 Although lung and breast cancers are 
the most common primary tumor sites in ISCM, lymphoma, renal 
cell carcinoma, colorectal carcinoma, and unknown primary tu-
mors were also reported.3  The prognosis of patients with ISCM is 
very poor4 5 Radio-
therapy, chemotherapy and surgery can be effective in selected 
cases.6,7

Case Report

A 61-year-old woman presented with a two-month history of 
low back pain radiating to both legs. Since 2 weeks before presen-
tation, her pain aggravated and she progressively developed lower 
extremity weakness as well as sensory loss and urinary inconti-
nence. General physical exam was unremarkable except for pale 
conjunctiva.  On neurologic exam, motor forces were reduced in 
both proximal and distal sites of lower extremities and she could 
not walk on her own. Partial sensory loss was also noted along 

-
-

enocarcinoma grade 1B. She had undergone total abdominal hys-
terectomy and bilateral salpingo-oophorectomy about 15 months 
before admission. No metastasis was found at that time.

A magnetic resonance imaging scan of whole neuroaxis was 

performed, revealing an enhancing intra-axial mass lesion at T12-
L1 level with peritumoral edema (Figure 1). Whole body bone 
scan and computed tomography (CT) scan of the chest, abdomen, 
and pelvis were negative for other lesions. An investigation for 
other possible sources of infection or tumor was negative. As 
intramedullary target of endometrioid adenocarcinoma has not 
been encountered in the literature, she was scheduled for surgi-
cal resection of the lesion with an impression of primary conus 
pathology. The patient underwent T12-L1 laminectomy and par-

mass without clear margins from surrounding cord. Histopatho-
logic examination of sample demonstrated glandular composition 
of neoplastic cells consistent with metastasis from endometrioid 
adenocarcinoma (Figure 2). Immunohistochemistry staining also 
provided more evidence to support this. IHC was positive for 
Pan-Cytokeratin (CK), CK7, Vimentin, Carcinoembryonic An-
tigen (CEA) and Progestron receptors and negative for Thyroid 
Transcription Factor 1, CK20, Synaptophysin, Wilm’s tumor 1 
protein (WT1) and Estrogen receptors (Figure 2). Postoperatively, 
the patient experienced moderate improvement in her pain while 
her limb force or continence did not change. She was assigned 
for radiotherapy following discharge. The radiotherapy protocol 
consisted of 20 Gray dose in 5 fractions. Three months post-op 
following the completion of radiotherapy, a control image was 
performed (Figure 3).  Although there was slight reduction in tu-
mor size, concomitant syrinx shrank dramatically (Figure 4). The 
patient was then assigned for chemotherapy which was prema-
turely ceased because of medical complications. She has survived 
beyond 18 months (May 2013) since the detection of metastasis 
without any change in neurological status. 

 
Discussion

Intramedullary spinal cord metastases (ISCM) are considered 
to be quite rare; they account for 1 to 3% of all intramedullary 
spinal cord lesions.8 The majority of intramedullary metastases 
are from lung and breast cancer; however, other tumors have also 
been cited in the literature. 9–19
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Figure 1.  MR imaging of thoracolumbar spine depicting intramedullary spinal cord lesion (A) Sagittal T1-weighted MRI without contrast 
showing hyposignal area at T12-L1 level of spinal cord (B) Sagittal post Gadolinium T1-weighted image revealing peripheral avid enhance-
ment of the lesion. (C) Sagittal T2-weighted MRI revealing central hyposignal area of the lesion with associated cord edema and syringo-
myelia (D)

Figure 2. Histopathology slide of tumor (A) -
(B) 

(C) IHC staining for Cytokeratin 7.



Archives of Iranian Medicine, Volume 17, Number 4, April 2014 295

 Metastasis to the intramedullary spinal cord rarely occurs with 
systemic cancer. Autopsy series have reported its prevalence in 
cancer patients to range from 0.9% to 2.1%.20 Lung cancer is the 
most common source of ISCM, comprising approximately 50% of 
reported cases.21 Breast carcinoma is the second observed source, 
accounting for 8% to 14% of ISCM.12 Other primary sources for 
ISCM include renal cell carcinoma,14 melanoma,18 colorectal car-
cinoma,19 and lymphoma.17 

To our best knowledge, there is no reported case in the English 
literature for endometrial adenocarcinoma metastasis in intramed-
ullary spinal cord. Also, few cases of ISCM have been reported 
in the conus medullaris region.3,22 In a series of 138 cases of in-
tramedullary spinal cord metastasis of any origin, none targeted 
conus medullaris.3 Hence, our case characterizes a unique picture 
of primary tumor involvement as well as the affected site of spinal 
cord and clinical presentation.   

Various routes of tumor spread to spinal cord have been de-
scribed: hematogeneous seeding,  Batson’s venous plexus, lep-

through dura mater or nerve roots.1 Given the proximity of prima-
ry tumor, the most probable route for cancer dissemination in our 
patient is regional venous extension; however, hematogeneous 
seeding could not be ruled out.  

Our patient presented with progressive paraparesis and sphinc-

patients. Most reported cases of ISCM also had focal neurologic 

mainly manifests with pain.5
The prognosis of intramedullary metastasis has been repeatedly 

reported as extremely poor. Several studies found a median sur-
vival of less than 12 months.4,6 No consensus outlined manage-
ment of these lesions and therapeutic decisions are made on case 
by case basis.23 Fractionated radiotherapy is advocated especially 
in radiosensitive primary tumors.7 Surgery is an option when rapid 

neurological deterioration is encountered or when histopathology 
of the lesion is unclear, as in our case.23 Patients with poor general 

poor candidates for surgery.6 An improved survival has been con-
3 However, 

the pros and cons of surgery must be carefully weighed in discus-
sions with individual patients and their families 

adenocarcinoma metastasis for which surgical removal of the le-
sion followed by radiotherapy performed with reasonable out-
come.  
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