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  WHAT IS THE CORRECT DIAGNOSIS FOR MR. OH’S WORSENING 
BACK PAIN?

A  Lateral femoral cutaneous nerve entrapment

B  Intradural extramedullary metastasis

C  Degenerative disc disease with nerve root impingement

HISTORY
Mr. OH is a 73-year-old male who presented with 
a nonproductive cough for 1 month and an unex-
plained 20-pound weight loss. He presented his 
symptoms to his internist who then ordered a CT 
scan of the chest. The scan revealed three lung 
nodules: a 3.2 × 1.7 cm nodule in the right upper 
lobe of the lung, a 2.6 × 2.2 cm nodule in the right 
lower lobe, and a 1.8 × 2.3 cm nodule in the left up-
per lobe. There was also a 3.3 × 2.2 cm subcarinal 
lymph node enlargement in addition to multiple 
bone lesions involving the thoracic vertebra. Mr. 
OH was referred to a medical oncologist who then 
ordered CT imaging of the abdomen and pelvis. 
Liver metastasis was identified and biopsied, and 
came back positive for small cell lung cancer. An 
MRI of the brain with and without contrast per-
formed shortly thereafter revealed a 1.8 × 1.6 × 1.2 
cm right superior cerebellar lesion with surround-
ing edema and 0.9 × 0.8 × 0.8 cm left posterior 
temporal lobe lesion. Mr. OH was subsequently 

treated with whole-brain radiation therapy fol-
lowed by carboplatin and etoposide for 6 cycles. 
Restaging CT imaging of the chest, abdomen, and 
pelvis 6 weeks later showed a partial response 
to treatment outside of the brain metastasis. An 
MRI of the brain was repeated 3 months later and 
showed the improved right superior cerebellar le-
sion measuring 1.2 × 1.4 × 0.9 cm and left posterior 
temporal lobe lesion measuring 0.7 × 0.4 × 0.4 cm.

PRESENTATION
Four months after completion of chemotherapy, 
Mr. OH experiences an abrupt onset of a burning 
sensation in his lateral right thigh radiating into 
his inner thigh. No back pain is reported at this 
time. Mr. OH has a prior history of degenerative 
disc disease of the lumbar spine with radiculopa-
thy. There is no loss of bowel or urinary control. 
Because of the progressive nature of his pain, an 
MRI of the thoracic and lumbar spine with and 
without contrast is obtained.
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Abstract
Practitioners face significant challenges when evaluating patients with cancer who suffer from 
back pain. Back pain is one of the most common reasons for patients to visit medical providers. 
This case study will review a patient with cancer presenting with atypical radicular pain. 
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A  Lateral Femoral Cutaneous Nerve Entrap-
ment. Patients will experience radiating pain 
down the thigh, and in advanced stages, fixed sen-
sory loss on the lateral thigh. Those with obesity, 
diabetes mellitus, advanced age, and those who 
are pregnant or postpartum are predisposed to 
meralgia paresthetica (Parisi, Mandrekar, Dyck, 
& Klein, 2011). Mr. OH does not possess any of 
the above mentioned risk factors, which essen-
tially eliminates the possibility and should only 
be considered after the integrity of the spine has 
been evaluated.

B  Intradural Extramedullary Metastasis. Seen 
in fewer than 5% of those autopsied after death 
from cancer, intradural extramedullary metastasis 
is typically caused by drop lesions, prostate cancer, 
breast cancer, melanoma, or lymphoma (Traul, 
Shaffrey, & Schiff, 2007). Radicular pain may be 
the only symptom, as the tumors develop outside 
of the vertebra. Any number of mechanisms could 
be the cause for metastatic spread; however, etiol-
ogy is irrelevant once intradural metastasis is indi-
cated. The patient is then in an advanced disease 
state and prognosis is poor no matter the cause 
(Land, Bowden, Morpeth, & DeVine, 2019). Mr. 
OH’s clinical picture is consistent with intradural 
metastasis and diagnosis was confirmed based on 
a lumbar puncture with positive cerebral spinal 
fluid for malignant cells consistent with small cell 
lung cancer.

C  Degenerative Disc Disease With Nerve 
Root Impingement. Because more than 85% of 
patients seen in primary care complain of non-
specific low back pain (Deyo & Weinstein, 2001), 
providers must have knowledge of the most com-
mon locations of degenerative disc disease in or-
der to distinguish cancerous from noncancerous-
related back pain. Degenerative disc disease is 
most often found in the cervical spine and lumbar 
spine, while spinal metastasis is found at the tho-
racic vertebra (60%–80%), lumbar spine (15%–
30%), and cervical vertebra (< 10%; Maccauro et 

al., 2011). To adequately distinguish between de-
generative disc disease and bone metastasis, MRI 
is needed and is considered the gold standard in 
the evaluation. 

FOLLOW-UP
Mr. OH underwent MRI of the cervical thoracic 
and lumbosacral spine. An enhancing intradural 
mass was found at the level of the L1 to L2 mea-
suring 1.5 × 1.0 cm. Mr. OH’s MRI results of the 
spine are consistent with intradural spinal me-
tastasis as the result of drop metastasis from his 
previously treated brain lesion. Subsequently, a 
lumbar puncture was performed and sent for cy-
tology. The cytology came back consistent with 
small cell lung cancer. Following the identifica-
tion of the drop 
metastasis, Mr. 
OH underwent 
subsequent ste-
reotactic radia-
tion therapy. Mr. 
OH had a short-
term response 
and eventually 
succumbed to 
the cancer with 
disease progres-
sion within 5 
months (Figure 1). 

DISCUSSION
The majority of metastatic spine tumors are 
extradural, occurring in the osseous structures 
outside of the dural sac. These tumors can result 
in neurologic complications by directly invading 
the spinal cord or by causing pathologic fracture 
of the vertebrae, with resultant neurologic com-
promise. Less commonly, metastatic tumors can 
arise in the intradural space, either intramedul-
lary (within the spinal cord) or extramedullary 
(outside the spinal cord but within the dura). 
In some cases, intradural metastasis can result 
from downward spread of intracranial or spinal 

WHAT IS THE CORRECT DIAGNOSIS FOR MR. OH’S WORSENING BACK PAIN?

A Lateral femoral cutaneous nerve entrapment

B Intradural extramedullary metastasis (correct answer)

C Degenerative disc disease with nerve root impingement

Figure 1 



cord tumors, and method of spread termed drop 
metastasis. While rare, it most commonly occurs 
in patients who have had some type of surgical 
intervention performed on a tumor within the 
central nervous system. As a result, it is believed 
that the seeding of the tumor occurs via cere-
bral spinal fluid and that gravity possibly plays a 
role in the development of drop metastasis most 
commonly seen in the lumbosacral spine (Choi 
& Shapera, 2006). Confirming the diagnosis can 
be challenging due to frequent negative cytol-
ogy results from cerebrospinal fluid. MRI imag-
ing along with clinical presentation can assist in 
the diagnosis if surgical intervention is not be-
ing considered. 

The prognosis for patients with drop metasta-
sis is most commonly very poor. The median over-
all survival typically ranges from 4 to 15 months 
based on retrospective data collected from various 
cancer types (Akhavan, Mehrabaniyan, Jarahi, & 
Navabii, 2012). Unfortunately, there are no pro-
spective trials comparing commonly used modali-
ties to manage intradural metastasis. Most data 
are based on case studies involving decompressive 
laminectomies, radiotherapy, chemotherapy, or a 
combination of these treatments. Each patient’s 
care requires interdisciplinary collaboration and 
individualized treatment management based on 
radiosensitivity of the tumor and overall prognosis 
(Delank, Wendtner, Eich, & Eysel, 2011). l

Disclosure
Mr. Davis has consulted for Amgen, Celgene, In-
cyte, Janssen, and Takeda. 
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