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Abstract
Giant intradural metastases of nonneurogenic origin involving multiple segments represent an 
extremely rare manifestation of an unknown primary. The respective literature is very scarce. 
We present a 45‑year‑old female with complaints of low back pain for 4  years, involuntary 
urination for 2  years, and difficulty in using both lower limbs for 1  month. Examination 
revealed paraparesis with hypotonia. Imaging of lumbosacral spine revealed that expansile lytic 
destruction of vertebral bodies and posterior elements was noted from D8 to S2 vertebra and a 
large‑sized patchy enhancing heterogeneous intradural extramedullary lesion was noted in D8–S2 
level. Decompressive laminectomy from D11 to L4 vertebra and subtotal excision of the lesion 
were done. There was a marked improvement in the lower limb weakness and low back pain 
postoperatively. Histopathology revealed metastatic adenocarcinoma. Immunohistochemistry 
showed epithelial membrane antigen positivity. Accordingly, the aim of the surgery is strictly 
palliative. The majority of patients benefit with respect to neurological deficit/pain independent 
of the extent of resection. Thus, decompressive surgery is recommended to increase the quality 
of life. The occurrence of intradural spinal metastasis is rare. Only few cases of intra dural spinal 
metastasis involving  multiple cord segments and osteolytic bony erosions have been documented. 
Hence this case is being presented here for its rarity and its uniqueness.
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Introduction
Giant intradural metastases of 
nonneurogenic origin involving multiple 
segments represent an extremely rare 
manifestation of an unknown primary. The 
respective literature is very scarce.

Case Report
A  45‑year‑old female  patient presented 
with complaints of low back pain for 
4  years, involuntary urination for 2  years, 
and difficulty in using both lower limbs 
for 1  month. Examination revealed 
paraparesis with hypotonia, absent 
lower limb reflexes, and decreased anal 
tone. All sensory modalities decreased 
from L1. Computed tomography  (CT) 
lumbosacral spine revealed expansile 
lytic destruction of vertebral bodies and 
posterior elements from D8 to S2 vertebra 
[Figures  1 and 2]. Magnetic resonance 
imaging (MRI) Lumbo-sacral spine 
revealed a large patchy hetero intense 
lesion noted from D8–S2 level (Intra 

Dural Extra Medullary - IDEM) with 
erosion of D11–S2 and enhances with 
contrast [Figures 3 and 4]. Decompressive 
laminectomy was carried out from D11 
to L4 vertebra, and a highly vascular 
IDEM exophytic lesion from D8 to S2 
grayish‑white was noted pushing the cord 
laterally  [Figure  5]. The cord was found 
to be thinned out, and bony erosions were 
noted intraoperatively  [Figure  6]. Subtotal 
excision of the lesion was done  [Figure  7]. 
There was a marked improvement in 
the lower limb weakness and low back 
pain postoperatively. Histopathology 
revealed metastatic adenocarcinoma. 
Immunohistochemistry showed epithelial 
membrane antigen positivity. CT chest 
and abdomen was normal. Panendoscopy 
and colonoscopy were also negative. The 
patient has completed radiotherapy.

Discussion
Spinal metastases can be anatomically 
classified into  (i) intramedullary, 
(ii) IDEM, and (iii) extradural. Although 
spinal metastases are common, almost 
95% of these are extradural lesions.[1] 
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Figure 4: MRI LS Spine axial section showing the invasive nature of the 
lesion

Figure 5: Intra operative image showing the extensive metastatic lesion

Figure 6: Intra operative image showing the osteolytic lesions in the vertebra 
after subtotal excision of the metastatic lesion

Figure 1: CT LS Spine showing expansile lytic destruction of vertebral 
bodies and posterior elements from D8 to S2 vertebra

Figure 2: Computed tomography lumbosacral spine with three-dimensional 
reconstruction

Figure 3: MRI LS Spine T2 Sagittal section showing the extent of the lesion 
from D8 to S2

Although vertebral and epidural metastases are commonly 
seen to occur in malignancies, intradural metastases are 
very rare. Intradural lesions occur within the dural sac 
and can be anatomically classified into (a) IDEM and 
(b) intradural intramedullary. Extramedullary lesions 
are most commonly nonneoplastic. The differential 
diagnoses for IDEM spinal lesions include meningiomas, 
neurofibromas, and nerve sheath tumors.[2]
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Pain is the most common symptom in 90% of 
cases.[3] Associated neurological deficits manifest based on 
the location of the lesion. Gadolinium‑enhanced MRI is the 
preferred imaging modality to assess the lesion.

Five possible routes of spread, for the development of 
intradural spinal metastases from outside the central 
nervous system, include:  (1) through the rich venous 
plexus, (2) perineural lymphatics, (3) seeding from involved 
osseous structures to the cerebrospinal fluid  (CSF) through 
the dura,  (4) spreading through subarachnoid space, and 
(5) hematogenous spreading through the arterial system.

IDEM metastases are commonly thought to originate from 
CSF seeding. Initially, tumor cells are transferred to the brain, 
and then, they enter the CSF and are transported throughout 
the nervous system by CSF flow. This can result in either 
multifocal or diffuse infiltration of the leptomeninges. Finally, 
metastatic tumors arise as IDEM lesions (drop metastasis).

Decompressive laminectomy was once the primary 
treatment for malignant spinal cord compression. Although 
laminectomy allows for a larger posterior space for the 
spinal cord, most metastatic impingement originates from 
the vertebral body and leads to primarily ventral pressure.[4,5]

With the availability of radiation therapy (RT), laminectomy 
was combined with adjuvant radiation. With the addition of 
RT, improved results were obtained with approximately 30%–
50% of patients remaining ambulatory after treatment.[6‑9] 
However, retrospective studies suggested that radiation alone 
was as effective as laminectomy plus postoperative RT in 
the treatment of malignant spinal cord compression.[10,11] 
Nevertheless, combined treatment remained the standard 
until 1980 when a small randomized trial[12] suggested that 
RT alone was as effective as laminectomy with adjuvant 
radiation in the treatment of spinal cord compression.

Conclusions
Intradural metastases are associated with limited survival 
time. Accordingly, the aim of the surgery is strictly palliative. 

The majority of patients benefit with respect to neurological 
deficit/pain independent of the extent of resection. Thus, 
decompressive surgery is recommended to increase the 
quality of life. The occurrence of intradural spinal metastasis 
is rare and that there is insufficient literature to document the 
involvement of multiple segments of the cord incontiguity 
and bony erosions from D11 to S2 by the metastatic lesion. 
Hence, we report a rare case of giant intradural spinal 
metastatic adenocarcinoma of unknown origin.
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Figure 7: Excised specimen


