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CASE REPORT

Unspecific clinical manifestation of cauda equina
myxopapillary ependymoma
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Republican Scientific Center of Neurosurgery, 'Department of Neurosurgery, Tashkent Pediatric Medical Institute, Tashkent,
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ABSTRACT

A 9-year-old boy admitted to the neurosurgical hospital complaining of headache, vomiting, abdominal pain, and weakness
in the arms and legs, urinary retention. Previously, the patient had a treatment of pediatricians. He was examined,
magnetic resonance imaging revealed the tumor of the conus medullaris and cauda equina. The surgery was performed with
removal myxopapillary ependymoma (M E). Postoperative neurological symptoms regressed; he has received radiotherapy
postoperatively. This case illustrates a rare clinical presentation of ME, which simulated intracranial, thoracic, and caudal
pathology. We presented features of the clinical presentation, diagnostics, and treatment options of this ependymoma.
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Introduction

Myxopapillary ependymoma (ME) is a rare type of tumors of
the central nervous system (CNS), which is mainly localized in
the cauda equina roots. ME benign neoplasm with a different
type of growth and having a propensity to metastases. We
presented a rare case of ME caudal localization with clinical
manifestation similar to cranial or cervical pathology,
delivering possible diagnostic and therapeutic aspects of the
disease.

Case Report

A 9-year-old boy was admitted to the hospital with complaints
of headache, weakness in the lower extremities, urinary
retention, abdominal pain, vomiting, and loss of weight.
The onset of illness was 3 months ago with headache and
abdominal pain. Laboratory test data were all within the
normal ranges. Examining the status of the abdominal
cavity and ultrasound revealed no pathology. However, with
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the lapse of time, the patient’s symptoms continued and
the additional neurological deficit appeared. Neurologically
observed lower paraparesis muscle strength of 3/3 points,
paraparesis of upper extremities 4/4 points, hypesthesia
from L1 on conductive type, pain in the legs and nuchal
rigidity [Figure 1]. On electromyography, signs of conductive
disorders at the level of the thoracic segments of the spinal
cord. Visual function without pathology. In a series of magnetic
resonance imaging (MRI) images revealed the tumor with solid
and cystic components from level T10 to L4 vertebra [Figure 2].
MRI examination of the cervical spine and head did not reveal
pathology. A cystic expansion of the central canal revealed at
the mild and upper thoracic level of the spinal cord [Figure 3].
The patient underwent decompressive laminectomy where
we found tumor and subarachnoid hemorrhage. We have
removed the cystic component extracapsular, and part of
the solid tumors. Histopathology showed ME [Figure 4].
Urinary retention after surgery regressed, abdominal pain
and vomiting resolved. Headache and neurological deficit
eventually disappeared. Patient was discharged with a
recommendation to radiotherapy.

Discussion

Myxopapillary ependymoma is usually localized in the cauda
equina, and filum terminale characterized mucin production
and the formation of the node. Despite the benign neoplasms,
in practice, there have been cases of dissemination and
metastasis through the cerebrospinal axis.’? The tumor has
no different specificity of clinical signs from the syndrome of
degenerative diseases of the spinal cord. Despite the fact that
the main symptom of tumors of the conus medullaris and
cauda equina is a pain,” in our opinion neurological deficit
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Figure 3: Magnetic resonance imaging reveals cystic expansion of
central canal of spinal cord at the thoracic level

has a greater informative value. The combination of the back
pain syndrome and cauda equina may indicate surgically
significant pathology.!

Note that the ME may complicate spinal subarachnoid
hemorrhage. According to some authors, headaches
accompanied by severe pain in the lower back can be assumed
as a subarachnoid hemorrhage in a patient with a tumor of
the spinal cord.”!

In our case, the headache was accompanied not only
concomitant low back pain, but the pain in the legs, abdominal
pain, and vomiting. Presented nature of pain can manifest
itself not only in the subarachnoid hemorrhage, but also in
associated intracranial pathology. Thus, the literature describes
cases of combination tumor cauda equina with a brain tumor,”
as well as hydrocephalus,®! manifested by headaches. In the
presence of the ME, filum terminale and the brain cannot be
excluded retrograde dissemination of tumor cells in the cranial
direction."” In our case nuchal rigidity, headache and brain
MRI indicated subarachnoid hemorrhage. In rare cases, the
only sign of a tumor of the thoracic spinal cord is a pain in
the abdomen." In the present case, abdominal pain differed
by the presence of vomiting.

Figure 2: Magnetic resonance imaging reveals tumor at the level of
VTH,,-VL, with solid (large arrow) and cystic (small arrow) part

Figure 4: Tumor cells around vessels with mucoid degeneration

If the headache and vomiting are due to subarachnoid
hemorrhage, the upper paraparesis more indicative for cervical
or thoracic spinal cord lesions. Electromyography identified
lesion at the thoracic level of the spinal cord.

Radiological method of choice for diagnosis of the spinal cord
tumors is MRL!"? In our case, MRI revealed a cauda equina
tumor, intramedullary cyst of spinal cord cystic expansion of
the central canal of the spinal cord, extending up to the cervical
spine. MRI of the brain revealed no pathology. MRI data with
the clinical picture showed subarachnoid hemorrhage, as well
as compression of the spinal cord at the cervical-thoracic cystic
expansion of the central canal.

As with other benign tumors of cauda equina at ME surgical
treatment is the method of choice.™ With the involvement
of the spinal cord cone intraoperative use of somatosensory
evoked potentials favorably in order to achieve better outcome.
However, in our case for due to some technical reasons, we
could not use it.
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Although the tumor is benign, the risk of dissemination
by cerebrospinal fluid (CSF) pathways conserved. In this
connection, it is advisable to supplement the surgery
radiotherapy.**

Despite the fact that the prognosis of good recovery at
syndrome of cauda equina and spinal cord cone less favorable
compared with other types of neurological deficits,"! in our
opinion surgical intervention is justified at least in terms of
prevention of subarachnoid hemorrhage. Rapid regression of
clinical symptoms in our observation was associated with the
release of cauda equina roots, as well as restoration of the flow
of CSF of the central spinal canal.

Conclusion

Myxopapillary ependymoma may have variable cranial and/or
spinal clinical symptoms. This makes it difficult to diagnose
and delaying the surgery. The surgeon must be aware of
the atypical manifestations of this disease. In the absence
of diagnosed intracranial causes, cases with headaches and
vomiting require detailed neuroimaging studies throughout
the CNS.
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