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FINAL DIAGNOSIS
Intra Medullary Metastasis of breast cancer.

THREE DIFFERENTIAL DIAGNOSIS

Radiation myelitis -necrotizing myelitis - meningeal
carcinomatosis.

IMAGE IN MEDICINE

INTRODUCTION

Intramedullary metastasis (MIM) is uncommon outcomes in
breast cancer history [1,2]. They represent 1% of all
metastases and 1 to 8% of the central nervous system (CNS)
metastases [1-3]. Brain metastases and MIM are frequently
correlated. The diagnosis is mainly based on medullary
Magnetic Resonance Imaging (MRI) [4], showing the local
tumor and distinguishing it from differential diagnosis, such
as radiation myelitis, necrotizing myelitis or meningeal
carcinomatosis.

CASE

We report the case of a 35-year-old female patient, followed
in Oncology-Radiotherapy department. Right breast biopsy
revealed a grade 3 infiltrating ductal carcinoma. Hormonal
receptors and Her-2 expression were found positive. Brain,
liver and bones metastasis were detected at the time of
diagnosis. She received brain radiotherapy (30 Gy) and then
put under palliative oral chemotherapy associated with
hormonotherapy with a good clinical outcome. Three
months later, she developed neurological symptoms of
medullary compression. The clinical examination found an
incomplete left paraplegia with left leg anesthesia, right
motor deficit (3/5). No sensory or sphincter disturbance were
found and no pain symptoms. The MRI showed three
nodular intra-medullary lesions localized at the terminal
cone. The largest one was located on T12-L1, measuring 13
x 7 x 8 mm. The other two were located next to T12 and L1.
The patient received high dose of corticosteroids and
decompressive radiotherapy was performed with 30 Gy in
10 fractions of 3 Gy, improving initial symptoms. Another

line of chemotherapy was recommended because metastatic
disease progression (Figure 1).

DISCUSSION

Intramedullary metastases constitute a serious course of the
cancerous disease [1-3].

It is rare and represents less than 1 to 2% of metastatic sites
[4]. The localization at the cervical spinal cord is the most
frequent [1-5]. Lung cancer is the primitive most often
involved, followed by breast cancer which is frequent in our
context, then comes melanoma, renal cancer and more rarely
prostate carcinoma [1,3,5,6]. The hematogenous route is the
most probable route of dissemination.

the diagnosis is essentially based on medullary MRI which
most often shows nodular lesions in the medullary canal in
T1 hypo signal - T2 hyper signal and after injection of
Gadolinium [6].

the treatment is mainly palliative, requiring high dose
corticosteroid therapy and radiotherapy on the affected
marrow [7]. The evolution is often marked by a regression or
a stability of the lesions but the prognosis remains poor
because of the medullary localization and the speed of the
evolution of the cancerous disease.
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Figure 1: Medullary MRI in axial (a) and sagittal (b) coupes showing the presence of three nodular intramedullary lesions
(arrows) in hyper intense STIR, the most voluminous one measuring about 13 x 8 x 7 mm.
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