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INTRODUCTION

The intramedullary dermoid tumors are very rare tumors
in adults and counts 0.8-1.1% of all intraspinal tumors®2,
Spinal cord dermoid tumors are common in pediatric age
with or without spinal dysraphism. Dermoid tumors originate
from totipotent ectodermal cells of congenital or acquired
ectodermal inclusions®. Generally, symptoms develop
slowly as back pain, motor deficits in lower limbs, sphincter
dysfunctions. It was also reported that cyst might rupture and
acute symptoms such as meningitis or meningeal irritation may
occur, and dissemination of tumor content to subdural space
and ventricles may also cause hydrocephalus®?),

We present a very rare case of lumbar intramedullary dermoid
tumor in an adult without spinal dysraphism.

CASE REPORT

Thirty-one-year old female patient referred to our clinic with
back pain and left lower limb weakness. On examination, left
foot weakness on dorsal flexion (1/5) and left L5 hypoesthesia
were found. The patient had a childbirth history 2 months ago
with epidural anesthesia. Symptoms appeared a few days after
birth. Laboratory findings were normal. The lumbar magnetic
resonance imaging (MRI) revealed a tumoral mass in medullary
conus. T1 weighted images (Figure 1a) showed hypointense,
T2 weighted images (Figure 1b) showed a hyperintense

The intramedullary dermoid tumors are very rare tumors in adults. They are usually seen in pediatric age and usually with spinal dysraphism.Here,

we present a surgical video apperances of a very rare case of lumbar intramedullary dermoid tumor in an adult.

intramedullary mass at the level of L1-L2 above the filum
terminale. The tumor showed no enhancement after contrast
injection (Figure 1c). No additional pathology was observed on
cervical, thoracic and cranial MRI.

Video section (2 min 39 sec, X2 time-lapse)

On operation, the spinal cord was markedly expended in
conus area. Median myelotomy was performed after bipolar
cauterization, and the pearly whitish-grey tumor was seen
under the surgical microscope (11 sec). We first thought it
was an epidermoid tumor, but we saw hair follicles during
tumor excision (1 min 45 sec). Tumor was removed piecemeal,
and local adhesions made tumor removal difficult especially
in rostral and caudal ends, and also lateral tumor recesses
(I min 26 sec). After tumor removal, a semi lucent-thin
pseudomembrane covering tumor bed was observed (1 min 24
sec). The pseudomembrane was firmly adherent to the neural
tissue in tumor bed, and it was difficult to remove it. After dural
closure (2 min 17 sec), bony closure was done by osteoplastic
laminotomy using microplate and micro screws (Figure 2).
Postop period was uneventful and left foot motor strength (3/5)
was better (2 min 24 sec).

Neuromonitorization was done throughout the operation
with EMG, somatosensory evoked potential and motor evoked
potential,and no abnormal changes were detected. Control MRI
showed no residual tumor in the second month (Figure 3a, 3b).
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DISCUSSION

Although there are comparative articles on the diagnosis and
surgery of dermoid and epidermoid tumors®”, and reports on
cases that spread by bursting into the central canal, syrinx
cavity, subdural area and into the ventricle in the literature*>9),
no lumbar intramedullary tumor cases with clinical findings
after epidural anesthesia have been reported in an adult.

Preliminary diagnosis in this case example was ependymoma
considering the age of the patient, the absence of dermal
sinus tract and other spinal dysraphisms, and according to
MRI findings. Ependymomas may show different enhancement
patterns according to their grades.As in our case,ependymomas,
oligodendrogliomas and epidermoid tumors should be
considered in the differential diagnosis as examples of non-
enhancing tumors. If dermoid tumor is suspected such as a
child with dysraphism with the non-enhancing tumor, diffusion
MRI should be performed. Hyperintensity can be observed in
the dermoid tumors in diffusion in MRI, which is important for
preoperative diagnosis. In addition, hypointense areas can be
seen in fat-saturated MRI®. Thus, knowing the diagnosis before
the operations may worn us against the chemical meningitis,
and we may take more precautions during the operations.

Although spinal dermoid tumors usually develop from ectopic
embryonic rest inclusions during embryonic development®9,
they may rarely develop after interventional procedures such
as lumbar puncture, spine surgery®-1, In our case, the patient’s
history of epidural anesthesia was a few days. This may suggest

that the dermoid tumor is associated with this procedure, but it
is not possible for these slowly developing tumors in 2 months.
Because the foot drop developed a few days after epidural
anesthesia, the drug volume given for epidural anesthesia may
have squeezed the lumbar nerve roots in the lower part of the
tumor and therefore creates a clinical picture. The fact that
there is a paraplegia case that develops after myelography®%
and that this complication is associated with the pressure
gradient that develops after substance administration. The
patient waited some weeks for resolution of foot drop. Then
MRI revealed the tumor. Although epidural anesthesia may
aggravate clinical symptoms on it was just a coincidence, we
need urgent MRl when there is a neuro deficit after a procedure.
The walls of the tumor consist of the epidermis within the lining
of stratified squamous epithelium and cutaneous appendages
(sebaceous glands with keratins, cholesterol crystals and
hair follicles)®. Thus, as logical thought, the membrane (or
pseudomembrane) of tumor may cause recurrence when left
behind, although it is not the wall of the tumor and there is no
proof in the literature. The authors have attempted to remove it
during the surgery, but it was so adherent to spinal cord neural
tissue that they did not take a risk to injure the spinal cord.
Tumor was totally removed except pseudomembrane, and the
patient will be on close and long term follow-up.

CONCLUSION

In conclusion, the possibility of the dermoid tumor should be
kept in mind in adult patients.

Figure 1. Preoperative T1 (a), T2 (b) and T1 contrast (c) weighted sagittal MRI shows spinal cord conus tumor with no enhancement at

lumbar 1 and 2 level.
MRI: Magnetic resonance imaging
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Figure 2. Bony closure with osteoplastic laminotomy using micro-
plate and microscrews, perioperative view

Figure 3. Postoperative T1 (a) weighted and T2 (b) sagittal MRI
shows no residual tumor. Posterior vertebral elements are also
seen intact

MRI: Magnetic resonance imaging
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