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Abstract
An excess of adipose tissue buildup restricted to the lumbar and thoracic areas of the spine is the
cause of spinal epidural lipomatosis. The etiology of spinal epidural lipomatosis can be broadly
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https://doi.org/10.46889/JOSR.2024. spine surgery, exogenous steroid use and idiopathic disease. However, the actual
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pathophysiology of the condition remains unclear. Neurological impairments, myelopathy,
radiculopathy, neurogenic claudication, loss of sensation, difficulties voiding, lower extremity
weakness and infrequently cauda equina syndrome might result from the progression of spinal
epidural lipomatosis.
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is primarily patient-specific. Open surgical procedures and minimally invasive surgery have
shown to be effective if more advanced means of treatment are required. Here, we report an
" unusual case of idiopathic spinal epidural lipomatosis. Treatment will depend on the neurological
status of the patient. We opted to manage the patient conservatively and closely monitor her on
follow up visits.
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A well-known but somewhat uncommon disorder called spinal epidural lipomatosis is
characterized by an overabundance of epidural adipose tissue growing inside the spinal canal. Despite the fact that symptomatic
spinal epidural lipomatosis should be treated, it is merely an accumulation of fat in the canal. Although spinal epidural
lipomatosis can occur without symptoms, patients frequently exhibit signs of compression of the nerves or spinal cord. A key
contributing factor to spinal epidural lipomatosis is steroids; Lee, et al., reported the first instance of steroid-induced spinal
epidural lipomatosis following renal transplantation in 1975 [1]. Spinal epidural lipomatosis is presently believed to be caused
by a number of illness states, including long-term exogenous steroid usage, exposure to endogenous steroids as a result of
endocrine disorders, obesity, alterations following surgery and idiopathic diseases [2]. The term "idiopathic disease" is defined
differently in the literature. While some authors use it to represent Spinal epidural lipomatosis linked with obesity or another
unknown cause, others use it to denote Spinal epidural lipomatosis of an unknown etiology. Idiopathic Spinal epidural
lipomatosis is defined by our group as a disease that affects non-obese patients who have no known underlying disorder. In this
case report we present a case of idiopathic spinal epidural lipomatosis presenting with unilateral lower limb spasticitity,
weakness at level of toes and ankle and presence of clonus.

Case Report

This patient a 11-year-old female presenting with complaints of difficulty in walking for last 5 months. It was gradual in onset
and slowly progressive. The patient noticed weakness when she woke up and was unable to move her left lower limb as usual.
Initially there was difficulty in wearing sandals in the left foot. The left lower limb developed weakness which was ascending in
nature. The toes were involved first followed by ankle. Bowel and bladder habits are normal. There was no complains of backache
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or presence of any constitutional symptoms. No history of any steroid intake, no anti thyroid drug intake, etc. The patient has
not yet attended menarche.

General physical examination reveals non-obese girl child without any evidence of endocrinopathies. Local examination of spine
reveals no deformity or tenderness High stepping gait was observed in gait analysis. Neurological examination reveals increased
tone of left lower limb with spasticity. There is extensor plantar reflex bilaterally. Plantar clonus is present on left side. Muscle
bulk was equal and preserved in bilateral lower limb. Power at toes and ankle of left lower limb is 3/5 (Medical Research Council
Grading) and the power is intact at the upper levels of left lower limb and all levels of right lower limb. Sensation is intact at all
levels. She was diagnosed to have compressive myelopathy in cervico-dorsal region. Haematological and Biochemical
investigation reports were normal. CSF analysis was not done. X-ray of spine was within normal limits and Magnetic Resonance
Imaging of LS spine with screening of whole spine reveals disc desiccation. A well-defined extra medullary and extra dural T1
T2 weighted hyper intense image showing heterogeneous suppression on T2 fat suppression extending from C7 to D12 vertebra
level leading to severe secondary spinal canal stenosis with maximum 2.4 mm behind D7 vertebral body. The lesion doesn't
show diffusion restriction on diffusion weighted image and no enhancement on post contrast scan. However, the lesion shows
of separation on post contrast T1 fat suppression sequence (Fig. 1-4). The MRI report is suggestive of epidural lipomatosis. The
patient was discharged on methylcobalamin supplementation and subsequent follow ups revealed no significant change in
neurological status of the patient.
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Figure 3: Narrowing of canal diameter on cross sectional T2W image.

Figure 4: Narrowing of canal diameter on cross sectional T2W FS image.

Discussion

Unencapsulated fat is abnormally deposited in the epidural space in spinal epidural lipomatosis [3]. Excessive steroid levels are
typically linked to this condition, either through excess steroid secretion by the body (as in Cushing's disease or some other
endocrinopathies like hypothyroidism or morbid obesity) or steroid administration (as in some diseases like systemic lupus
erythematosis, Vasculitis, etc) [3-5]. These are treated as idiopathic kinds in certain situations where no such reason can be
identified [6]. Although patients receiving large doses of glucocorticoids are more likely to experience spinal epidural
lipomatosis, cases have also been described with low steroid dosages as low as 15 mg prednisone daily, even for a brief duration
[7,8]. Centripetal fat accumulation is a feature of Cushings syndrome [9]. It is uncommon for fat to lodge in the epidural region
and compress the spinal cord, resulting in neurological impairments and localized pain [9]. Compressive myelopathy,
radiculopathy and cauda equina are examples of neurologic impairments that can manifest as symptoms of muscle weakness,
sensory loss or aberrant reflexes [6]. There could be a low backache.
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Neurological aspects typically develop gradually over several months, while there have also been reports of fast onset relapsing
and remitting courses and sensory abnormalities [10,11]. The unique aspect of our case was its unilateral nature, lack of
concomitant endocrinopathies and history of exogenous steroid use.

Prevalence is more in males than in females, with 75% of reported cases being males [11-13]. Thoracic spine being affected more
than the lumbar region, while epidural lipomatosis of the cervical spine has not been reported till now [14,15].

MRI spine is diagnostic choice of imaging. It shows uniformly hyperintense fat collection in epidural space on both TIW1 and
T2W1 sequences.

The severity of the neurological impairments determines the course of treatment. Many individuals have claimed success with
conservative treatment, such as weight loss and exogenous steroid tapering or crushing disease treatment [4,16]. Our patient is
neither obese nor having excess steroids (endogenous production or exogenous administration). Surgical intervention, such as
laminectomy and removal of epidural adipose tissue, is indicated in cases of severe progressive neurological impairments
[3,6,11]. Most patients respond well to decompressive treatment and following surgery, they may see neurological improvement.
After surgical intervention, the prognosis for idiopathic spinal epidural lipomatosis is good and there have been no documented
occurrences of recurrence after surgery [3]. Our patient was not obese, without any endocrinopathy and presented with unilateral
left lower limb weakness, which is quite rare.

Conclusion

To sum up, epidural lipomatosis of the spine should be taken into account as a differential diagnosis when determining the cause
of an epidural mass that is causing compressive myelopathy and a paraparesis, the course of which is regressive and intermittent.
It could exist in persons who are not fat or who do not have endocrinopathies. Early identification is crucial since modest
symptoms may resolve with conservative treatment while advanced and progressive disease requires surgical intervention. A
contrast enhanced MRI spine is a diagnostic tool.
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