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Abstract

Meningiomas are usually benign, slow-growing tumors that originate
from arachnoid cap cells. Spinal meningiomas represent 12% of all
meningiomas. They tend to grow slowly and cause different symptoms,
depending on the region affected; therefore, the time between the
onset of symptoms and diagnosis is variable. Before the frequent use of
magnetic resonance imaging (MRI), some cases with spinal meningiomas
were reported to be operated on with a misdiagnosis of lumbar disc
herniation or knee disorder. Here, we report a case of a patient who had
been operated on with the diagnosis of lumbar spinal stenosis but had
complaints of weakness in the legs and difficulty walking. The patient did
not improve after the operation. Further investigations after the surgery
revealed that the patient had spinal meningioma.
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Ozet

Meningiomlar; araknoid hiicrelerden koken alan, tipik olarak selim
karakterde, yavas blyiiyen tiimorlerdir. Tim meningiomlar icerisinde
spinal meningiomlar %712 siklikta gorilmektedir. Genellikle yavag
blyime egiliminde olmalari ve bulunduklari bolgeye gore farkh
semptom olusturmalari nedeniyle semptomlarin baslamasiyla tani
konulmasi arasinda gecen sire degiskendir. Manyetik rezonans (MR)
goriintiileme 6ncesinde bazi spinal meningiomlu olgularin lomber disk
hernisi veya diz cerrahisi gegirdikleri bildirilmistir. Burada 67 yasinda uzun
stiredir bel agrisi ve alt ekstremitede ilerleyici kas glicli kaybi olan, lomber
spinal stenoz tanisiyla opere edildikten sonra dorsal meningiom tanisi
alan bir hastayr sunduk. Ameliyat sonrasi tarafimiza basvuran hastayi
rehabilitasyon amaciyla servisimizde takip ettik.

Anahtar Kelimeler: Meningiom, spinal stenoz, omurilik timori

Introduction

Meningiomas are usually benign, slow-growing tumors that
originate from arachnoid cap cells (1). Spinal meningiomas
represent 12% of all meningiomas (2). The most frequently in-
volved localization is the thoracic region, followed by the cervi-
cal and lumbar regions (3,4). Spinal meningiomas are typically
located in the intradural extramedullary space (5).

They tend to grow slowly and cause different symptoms, de-
pending on the region affected; therefore, the time between the
onset of symptoms and diagnosis is variable (6).

Magnetic resonance imaging (MRI) is the best non-invasive tech-
nique to prevent a misdiagnosis (7). Before the frequent use of

MRI, some cases with spinal meningiomas were reported to be
operated on with a misdiagnosis of lumbar disc herniation or knee
disorder (6). Spinal meningiomas lead to chronic spinal cord com-
pression and myelopathy. Treatment is predominantly surgical (8).

Here, we report a case of a patient who had been operated on
with the diagnosis of lumbar spinal stenosis but had complaints
of weakness in the legs and difficulty walking. The patient did
not improve after the operation. Further investigations after the
surgery revealed that the patient had spinal meningioma.

Case Report

A 67-year-old woman with low back pain, complaints of weak-
ness in the lower extremities, and difficulty walking was admit-
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ted to a neurosurgical outpatient clinic. She had been suffering
from mechanical low back pain for 15 years. She walked with-
out support until 1 year ago. Then, she had gradually increasing
lower extremity muscle weakness. Previously, she could walk 20
meters without stopping with a single cane, which she has not
managed to do during the last year, needing a walker. Numb-
ness and tingling did not accompany the weakness in the legs.
Informed consent was taken from the patient to report the clini-
cal progress.

Magnetic resonance imaging of the lumbar spine demonstrated
relative spinal stenosis at the L2-3, L3-4, and L4-5 levels, and
the patient had been operated on with a diagnosis of spinal
stenosis. After the surgery, her pain was alleviated and she could
walk with a single cane, but she could not walk without a walker
in the following days. The patient was examined for a probable
malignancy after she became immobile. Lumbar and cervical
MRI, brain computed tomography, and whole-body bone scan
findings were within the normal range. Computed tomography
of the thorax revealed an intradural extramedullary mass, ap-
proximately 2 cm in diameter, at the T5-6 level (Figure 1). The
patient was operated on with a pre-diagnosis of spinal meningi-
oma, and the diagnosis was confirmed by the pathology report.

The patient was bedridden when she was admitted to our clinic.
Maintenance of balance in the short or long sitting position was
intact. We could not obtain detailed neurological examination
records from before the surgery. The physical examination find-
ings done after the surgery in our department were as follows:
lower extremity muscle strength: hip flexors (R/L): 2/5, 2/5;
knee extensors: 4/5, 4/5; ankle dorsiflexors: 3/5, 1/5; and toe
dorsiflexors and ankle plantar flexors: 2/5, 1/5. She had Ash-
worth grade Il spasticity in the lower left limb“s adductors and
gastrocnemius muscles. There were sensory deficits in the lower

Figure 1. Axial computed tomography of the thorax, showing
an approximately 2-cm-diameter intradural extramedullary
mass at the T5-6 level (arrow)
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left limb’s L4/5 and S1 dermatomes. The patellar and Achilles
tendon reflexes were absent bilaterally. There was a positive
Babinski sign on the right foot and an indifferent Babinski sign
on the left. There were no bowel or bladder disturbances.

Physical therapy and neurological rehabilitation programs were
planned for the patient. Electrical stimulation therapy to the
quadriceps and tibialis anterior muscles and range of motion,
stretching, and strengthening exercises were prescribed. An
ankle-foot orthosis was designed for the left leg. Local cold-pack
applications and oral baclofen (30 mg) therapy were started for
her spasticity. The dose of gabapentin was increased to 2400 mg
gradually, which had been started previously for her neuropathic
pain. She started to walk at the parallel bar in the following days.
Her final lower extremity muscle strength was as follows: hip
flexors (R/L): 4/5, 4/5; knee extensors: 4/5, 4/5; ankle dorsiflex-
ors: 4/5, 1/5; and toe dorsiflexors and ankle plantar flexors: 3/5,
1/5. Afterwards, the patient was trained and instructed about
home exercises and called for regular follow-up visits.

Discussion

The exact incidence of spinal meningiomas is not known; how-
ever, the total incidence of spinal intradural tumors is estimated
to be from 3 to 10 per 100,000 persons per year (9). The peak
incidence occurs between the sixth and eighth decades of life
(10). Spinal meningiomas most often affect women compared
with men. The female:male ratio is 3-4:1 (7).

Spinal meningiomas are generally slow-growing benign neo-
plasms, and patients often have a long clinical history before
the meningioma is diagnosed. The mean duration of symptoms
prior to presentation is 1 to 2 years. Symptoms vary, depending
on the size and location of the tumor (8). Pain is the most fre-
quent symptom. The frequency of radicular, funicular, and local-
ized back-low back pain is 83%. The other frequently associated
symptoms observed are paresis, plegia, and anesthesia. A careful
differential diagnosis should be performed for multiple sclerosis,
syringomyelia, and pernicious anemia and herniated disc in case
of a suspicious clinical situation. The radiological evaluation re-
mains very important, as the clinical conditions to be assessed
tend to lead serious chronic problems (7).

Computed tomography displays bone deformities better, and
psammomatous intratumoral calcification can be seen in spi-
nal meningiomas (11). Magnetic resonance imaging is the best
noninvasive neuroimaging technique in preventing a misdiag-
nosis. An MR image provides exact information about the tu-
mor localization (affected segment, relation to spinal cord and
nerve root, and relation of the tumor to the dura), the extent
of spinal cord compression, and further information about the
spinal cord and the tumor itself (presence of cord edema and
intratumoral signal changes, such as necrosis, hematoma, or cal-
cification) (12). Spinal meningiomas are usually isointense to the
spinal cord (T1- and T2-weighted MR images) and show homo-
geneous enhancement after contrast medium (Gd) administra-
tion (8).
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The primary goal of surgery is the removal of the tumor com-
pletely and safely (13). Electrophysiological monitoring has be-
come a standard procedure in intramedullary tumor surgery
(14). Motor and sensory pathways can be affected indepen-
dently in both the pre-and postoperative periods (15).

The advances in neuroradiological and neurosurgical techniques
have enhanced the success in the treatment of spinal meningio-
mas. Post-surgical clinical findings are closely related with the
pre-surgical status of the patient. Treatment success rates are
higher in spinal meningiomas that are diagnosed early. So, the
prevention of sequellae with an early diagnosis will preclude the
resulting disability-related problems and affect quality of life in
a positive manner.

Spinal meningiomas most likely involve the dorsal region (55%).
They are more frequent in aged people and may be recognized
late in this population with symptoms due to degenerative joint
pathologies. For this reason, a detailed neurological examination
and whole vertebral imaging must be performed to reveal these
pathologies. In this case, the early diagnosis of spinal stenosis in
the absence of additional clinical findings caused a delay in the
true diagnosis of an advanced neurological pathology.

Conclusion

A detailed examination of the vertebral column in aged people
with probable vertebral pathologies is mandatory to prevent the
problems due to comorbid clinical situations.
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