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Idiopathic Spinal Epidural Lipomatosis

Spinal epidural lipomatosis is a rare disorder characterized by the pathological over-
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growth of epidural fat and often causes extradural compression which may mimic
other spinal disorders. Steroid administration is a well-documented etiology. We re-
port a case of spinal epidural lipomastosis without history of steroid administration.
The initial manifestation was bizarre and was misdiagnosed as a degenerative verte-
bral or disc disease for long. Posterior decompression with debulking of the

extradural fat successfully and thoroughly relieved his symptoms. We emphasize the
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pinal epidural lipomatosis is defined as pathological
Sovergrowth of the normally presented extradural fat
and often causes dural impingement. Symptomatic
epidural lipomatosis was first described by Lee et al.' in
1975 in a patient after renal transplantation. Subsequent
reports on this rare clinical entity also implicated the ad-
ministration of steroid as the major cause for spinal
epidural lipomatosis.

Some case reports of this syndrome occurring in the
absence of exposure to steroid have been published.
Badami et al.” in 1982 first described this rare condition
in an obese woman. Other possible etiologies including
hypothyroidism® and radiotherapy* have also been de-
scribed. The prevalence is still unknown although many
well-documented causes exist.

We report a case of idiopathic spinal lipomatosis in a
medically health patient and a brief review of the litera-
ture regarding this disease is also presented. We believe
this is the first case of idiopathic spinal epidural lipo-

importance of taking this disease into consideration for a markedly obese patient with
persisting back pain or symptoms suggesting spinal cord or other spinal neural ele-
ments compression.

matosis to be reported in Taiwan.

CASE REPORT

A 70-year-old obese gentleman without any underly-
ing medical disease or history of exogenous steroid ad-
ministration had sustained low back pain in the past 2 de-
cades. Prior to visiting our clinic, he had been treated as
degenerative disease with non-steroid anti-inflammatory
drugs for more than 6 months with little improvement.
Progressive radiating pain and numbness over bilateral
legs associated with intermittent claudication made him
seek further help.

Physical examination revealed a heavily built man
without acute distress. No bony or definite local tender
point was found. He had hyperreflexic bilateral lower
extremities, but the neurological examinations were un-
remarkable and no muscle weakness or sensory distur-

Received: April 16, 2003.
Accepted: December 18, 2003.

Correspondence to: Shih-Tien Wang, MD, Department of Orthopedics and Traumatology, Taipei
Veteran General Hospital, 201, Sec. 2, Shih-Pai Road, Taipei 112, Taiwan.

Fax: +886-2-2874-5839; E-mail: stwang@vghtpe.gov.tw

258



May 2004

Epidural Lipomatosis

bance was noted. Radiographs of the thoracolumbar
spine revealed mild degenerative change with loss of
lumbar lordotic curve. Computed tomography (CT) scan
revealed an epidural mass with extra-dural compression
around the dural sac exhibiting characteristic CT scan
density of fatty tissue (Fig. 1). Magnetic resonance imag-
ing (MRI) was therefore arranged, which revealed mod-
erate buldging intervertebral disks with protrusions at
L3-4 through L5-S1 level and also demonstrated abnor-
mally increased depositions of extradural fat major at the
posterior aspect of the spinal canal beginning from L1
level with its maximum sagittal thickness measuring
8.5mm at the L4 level and extending to the S1 level. The
fat encased the thecal sac which was deviated anteriorly
(Fig. 2). Epidural lipomatosis was thus reasonably im-
pressed. Surgical intervention was suggested owing to
failure of conservative management.

On admission, pre-operative check-up was all nor-
mal. He weighted 86 kilograms and was 1 hundred and
78 centimeters high. The operation included posterior
decompressive laminectomy from L2 to S1 with debulking
of the epidural fat. Disectomy was not performed in this
patient. The dural sac expended immediately after de-
compression. The specimen obtained during the opera-
tion (Fig. 3) showed a normal-appearing adipose tissue
microscopically.

Fig. 1. The computed tomography revealed an extradural
low density mass deposition around the whole dural sac at
L5 level.

He soon had complete recovery. Back pain and bilat-
eral legs numbness subsided immediately after operation.
After a period of 6-month follow-up, he was completely
symptom-free and had no any neurological sequela left.

DISCUSSION

About 75 percents of the reported cases of spinal
epidural lipomatosis have been related to exogenous ste-

Fig. 2. MR image revealed lipomatosis from L1to S1 lev-
els with the maximal sagittal thickness measured 8.5mm at
L3 level. L3-4 through L5-S1 buldging intevertebral disc
was also demonstrated.

Fig. 3. Gross pathology of the specimen. It measured 12
cm in length.
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roid administration. Idiopathic epidural lipomatosis is
less encountered and was considered a by-product of
obesity. In Kawai’s review of 30 cases,” a strong ten-
dency of male-predominance was found and only 3 of
these thirty patients were females. Obesity was observed
in most patients and only 4 patients were of normal body
weight. The mean age was 42.3 years and the average
body mass index was 29.0 (16.1 to 36.5). The most com-
monly involved area was the thoracic spine (43%). Our
patient was 70-year-old and his body mass index was
27.1. The involved level was from L1 to S1.

The symptoms of idiopathic spinal epidural lipo-
matosis are typically gradual onset and almost the same
as the steroid-induced. Clinical manifestations are bi-
zarre and may include pain, weakness, numbness and
bladder or bowel dysfunction. Direct compression of
spinal cord or other neural elements of spine is the major
cause of symptoms and differential diagnosis from other
spinal lesions should be made in combination with the
typical imaging finding of the thickened epidural fat.
The spinal cord or other spinal elements might be com-
pressed markedly and accurate diagnosis can therefore
be easily obtained with the aid of MRI (Fig. 4). Further-
more, the sagittal epidural fat more than 8mm in thick-
ness measured by MRI° should arouse our caution to-
ward this disease. Our case with the typical MRI findings
of the epidural fat measuring 8.5 mm in thickness which
showed high signal during T1W1 MRIimage, and the di-
agnosis was assisted by maintaining awareness for this
disease in an obese patient who exhibits signs of root

Fig. 4. Axial view of MR image showed marked spinal ca-
nal compression at L4 level labelled an arrow.
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compression.

Another rare epidural tumor which is often con-
founded with the lipomatosis is angiolipoma. It also af-
fects the thoracic spine and its clinical manifestations
contain mainly 2 factors: the epidural mass effect and the
steal phenomenon of the vascular malformation.” Any
factor that alter the tumor hemodynamics may deterio-
rate its symptoms. This should help us to distinguish it
from the lipomatosis. Moreover, it expresses a peculiar
signal void appearance of the vessels in a lipomatous
mass in MR image which is not seen on lipomatosis.

Two treatment modalities of idiopathic spinal epi-
dural lipomatosis have been proposed. The first is con-
servative management containing weight reduction and
activity modification. Only a few cases have been treated
successfully with this method. A more aggressive proce-
dure by laminectomy and debulking of the deposited fat
was recommended by most authors. Our patient also
benefited from the surgery and got complete recovery
without any sequale. Although degenerative disc disease
also presented in this case, removal of the epidural fat is
enough to relieve the pressure which may be the major
cause of his symptoms. Recently, endoscopic suction
with minor laminectomy has been successfully per-
formed in 1 patient and also obtained a good result.®

Conclusively, for a patient with persistent radicular
pain or progressive paralysis, spinal epidural lipomatosis
should be taken into consideration. For most of these pa-
tients, surgical decompression remains the optimal
method of management to relieve their symptoms if con-
servative treatment failed.
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