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Abstract
Introduction: Meningiomas are benign tumors most localized in brain. Intraspinal meningiomas are rare and may have an intra or extradural topography. We report the case of a dorsal psammomatous meningioma revealed
by sciatica. Case description: We present a 58-year-old female hospitalized
for bilateral painful and disabling L5 sciatica rebellious to medical treatment
and physiotherapy. At physical examination, she presented a lumbar spinal
syndrome without root deficit. MRI (Magnetic Resonance Imaging) showed a
borderline lumbar canal with a paramedian L4-L5 herniated disc. She undergone a first surgery a L4 decompressive laminectomy and there was no postoperative complications. The follow-up was marked by partial pain regression. Three months later, after a fall she presented low back pain and progressive worsening gait troubles. A MRI was realized and shown L3-L4, L4-L5
duct narrowing. A second surgery a L3 and L5 decompressive laminectomy
was performed. The postoperative follow up was characterized by the worsening of the motor deficit to 2/5 associated with brisk osteotendinous reflexes. A medullary MRI was realized, showing an intradural but extra-medullary
compressive lesion facing D1-D2. The indication of tumor removal was made
and complete resection was performed. She totally recovered from the deficit
and the pain. The pathology report showed a psammomatous meningioma.
Conclusion: This case report emphasizes the atypical clinical presentation of
spinal meningiomas and the importance of a meticulous neurological examination to avoid misdiagnosis.
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1. Introduction
Spinal cord tumors are classified in extradural or intradural. Intradural tumors
are divided into intramedullary or extramedullary. The most common extramedullary tumors are schwannomas, neurofibromas and meningiomas. Intraspinal
meningiomas are generally benigns tumors that develop from proliferation of
arachnoid cells. These are rare tumors of the spinal level and mainly are intradural but their localizations can be sometimes extradural and in this case they
are most often confused with metastatic neoplasms [1].
Spinal meningioma represents approximately 30% of extramedullary intradural tumors of the spine and 8% of all meningiomas [2]. Pain was the predominant symptom, often antedating other symptoms by months or years (paresthesias, cold sensations, hot sensations, numbness, weakness, bowel or bladder
dysfunction, chest pain). Sensory loss and weakness were the next most common
symptoms, followed by bladder and bowel dysfunction [3].
The prognosis depends on the quality of the resection. If the diagnosis of meningioma is evident, complete resection should be attempted to reduce the risk
of recurrence.
We report the case of a 58-year-old female diagnosed of dorsal meningioma
which was revealed by the recurrence of an operated lombosciatica.

2. Case Description
We report the case of a 58-year-old female received in our hospital for disabling
bilateral L5 low back pain rebellious to medical treatment and physiotherapy.
On examination, she presented segmental stiffness with fingertips to floor distance of 5cm. There was no radicular sensitivo-motor deficit or sphincter disorders. MRI revealed a limit lumbar canal with an L4-L5 paramedian herniated
disc in conflict with the L5 roots (Figure 1). The indication for an L4-L5 laminectomy was made. Intraoperatively, only an L4 laminectomy was performed
because the disc was flat and the roots free. Postoperatively, there was a clinical
improvement marked by pain regression.
Three months later, after a fall, she presented low back pain with a poorly systematized radiculalgia and progressive worsening gait troubles evolving into relative functional impotence. At physical examination, the patient had a motor
deficit of the two lower limbs estimated 3/5 and sphincters disorders. The follow-up MRI showed an L3-L4, L4-L5 duct narrowing. The indication of L3-L5
laminectomy was made and performed. The postoperative follow up were marked
by the worsening of the motor deficit to 2/5 associated with brisk osteotendinous
reflexes. A medullary MRI was realized, showing a hypointense intradural and
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extra-medullary lesion in T2 compressing the spinal cord facing D1-D2 (Figure
2). The indication of tumor removal was made. During surgery tumor was found
to be intradural and extramedullary after laminectomy of D1, D2 and D3. Complete resection of the lesion was performed.
The evolution was marked by motor recovery with muscle strength rated 4/5
in the lower limbs. After 2 months of postoperative follow-up, the patient walks
with a walker. The pathology reports showed a psammomatous meningioma.

3. Discussion
Spinal meningiomas usually are rare benigns tumors which develop from proliferation of arachnoid cells; most often solitary. They grow slowly and most often
affect the female. Intraspinal meningiomas are mainly intradural. They represent
approximately 25% of primary spinal cord tumors [4] [5] [6].
An analysis of intradural spinal meningiomas reported in the literature revealed a mean age of occurrence around 50 years with a clear female predominance [3] [7]. It has been suggested that spinal meningioma occurs more frequently in fertile women, because of the possible dependency of these tumors on

Figure 1. MRI of the lumbar spine T2 séquence, in axial (A) et Sagital (B) section showing a limit lumbar canal with posteromedial disc protrusion in L4L5.

Figure 2. MRI of the dorsal spine T2 sequence in sagital section showing a hypointense intradural extramedullary lesion compressing spinal cord in D1-D2.
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sex steroid hormones [8]. Although the theory about the effect of hormones on
meningioma has been controversial, hormonal studies have shown the existence
of various receptor types (steroid, peptidergic, growth factor, and aminergic) in
meningioma [9]. They are characterized by slow growth; which explains the
progressive appearance of clinical signs. These long unrecognized signs may
evolve to simple radicular damage to spinal cord compression syndrome. Pain is
the most common symptom, especially when it is isolated, it can often misdiagnose. Radicular, funicular, or localized back pain was the predominant symptoms. Significant weakness (paresis or plegia) and sensory loss (hypoesthesia,
paresthesia, or anesthesia) were the next most common symptoms. Therefore,
this tumor has been confused with multiple sclerosis, syringomyelia, pernicious
anemia, and herniated disc [8].
Some authors have reported that correct treatment was delayed by misdiagnosis in 24% of cases [10]. Others report 32% of diagnostic error [3]. In this case
report we showed the misdiagnosis which led to lumbar canal decompression
surgery due to sciatica. The persistence of sciatica after surgery, the worsening of
the motor deficit and the existence of pyramidal signs such as brisk osteotendinous reflexes allowed us to make the diagnosis on spinal cord MRI.
Magnetic resonance imaging is the best imaging technique for diagnosis [8]. It
allows a better analysis of the medullary tissue, in all plans. The spine is explored
in T1, T2 weighted sequence and after intravenous injection of gadolinium,
which allows differentiation between intramedullary tumors and extramedullary
or extradural intradural tumors. The MRI specifies the localization of the lesion,
and the characterization of the extramedullary intradural lesions which can simulate a spinal meningioma. Meningiomas appear as isosignal in relation to the
cord in T1 and T2 weighted sequences, if they are calcified, they appear as hypointense in T1 and T2. The injection of gadolinium enhances the meningioma
in a homogeneous and intense manner on the T1 and T2 weighted sequences. In
our case, MRI revealed an intradural and extra-medullary lesion in compressive
T2 hypointense on the marrow facing D1-D2. The most frequent location of
spinal meningioma is the thoracic region in the intradural-extramedullary space
[11].
Effective treatment for meningiomas is undoubtedly surgery, the aim is to relieve spinal cord compression while minimizing any trauma to the spinal cord
and its vascularization. The principles of treatment are based on a complete resection of the meningioma and its dura-mater base to avoid recurrence. Dissection need the using of microscope and tumor removal is facilitated by the use of
careful low-flow aspiration and bipolar coagulation.
The anatomopathological results showed a psammomatous meningioma in
our case, different to the literature where the meningothelial form is the most
frequent [3] [12].
Physiotherapy is an important part of neurological deficits treatment. It improves the results of surgical treatment and increases the chances of neurological
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recovery [13]. The degree of neurological recovery is very high in intraspinal
meningiomas, those in better neurological condition preoperatively obtain better
results. However long term results show that even paraplegics are not in desperate situations [3]. In our case, the evolution after surgery was good with motor
recovery, muscle strength increased from 2 to 4 after two months of follow-up.

4. Conclusion
This case report emphasizes atypical clinical presentation of spinal meningiomas
and shows the value of examining well the patients, in this case a complete and
meticulous neurological examination could help to avoid misdiagnosis. If there
is a doubt, perform a complete MRI of the spine to avoid missing a hidden lesion.
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