
Turkish Neurosurgery 2011, Vol: 21, No: 1, 110-112110

Case report

Tumoral Calcinosis and Epidural Lipomatosis of the 
Lumbar Spine

Lomber Omurgada Tümoral Kalsinoz ve Epidural Lipomatoz  
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ABSTRACT 

Lumbar spinal tumoral calcinosis and spinal epidural lipomatosis are rare conditions. We present a 70-year-old female patient with serology 
negative spondyloarthropathy who developed paresis due to tumoral calcinosis in the left facet joint between L5 and S1 levels and spinal 
epidural lipomatosis at L5 and S1 levels. Surgery was performed to excise the lesions en bloc. Neural decompression was provided. Neurological 
symptoms improved after surgery. Here, we report the first serology negative spondyloarthropathy case that had concomitant development 
of tumoral calcinosis and spinal epidural lipomatosis.      
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ÖZ 

Lomber spinal kalsinoz ve spinal epidural lipomatoz seyrek görülen durumlardır. L5 ve S1 sol faset ekleminde tumoral kalsinozise ve epidural 
lipomatozise bağlı olarak parezi gelişen seronegatif negatif spondiloartropatili 70 yaşında bir kadın hasta sunulmaktadır. Cerrahi tedavi 
uygulandı ve lezyonlar bütünüyle çıkartıldı. Nöronal dekompresyon sağlandı. Burada ilk defa tumoral kalsinoz ve spinal epidural lipomatozin 
birlikte görüldüğü seronegatif spondiloartropati olgusu sunulmaktadır.        
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InTRoduCTIon

Tumoral calcinosis was first described by Inclan et al. (4) in 
1943. Tumoral calcinosis (TC) is a relatively rare disorder, most 
commonly seen in people of African descent. The etiology 
is uncertain, but manifestations are often apparent by the 
second decade of life, affecting the hips most frequently, 
then buttocks, elbows and smaller joints. The histological 
appearance is characterized by densely loculated masses of 
calcified debris and fluid enclosed by fibrous tissue. Lesions 
grow quite slowly and rarely cause pain unless there is nerve 
involvement. Surgical removal is the treatment of choice. 
Incomplete resection leads to recurrence.

Tumoral calcinosis involving the lumbar spine is rare; to our 
knowledge, only 9 studies on lumbar tumoral calcinosis 
have been reported in the literature (1,2,7,8,9,11,13,14,15). 
The lesions involved the vertebral bodies, facet joints, dura, 
and filum terminale (1,2,8,9). Scleroderma, systemic sclerosis, 
and CREST (calcinosis, Raynaud phenomenon, esophageal 
dysmotility, sclerodactyly, and telangiectasia) syndrome 
may be the underlying disorders (7,9, 12,14). Vertebral disc 
and facet joint degeneration can be the cause of tumoral 
calcinosis in the spine (2). Spinal epidural lipomatosis (SEL) 

is a pathological fat tissue overgrowth in the vertebral 
canal. It is a rare complication of chronic steroid therapy. 
The prevalence of SEL is unknown. It has been reported 
with hypothyroidism, morbid obesity, anabolic steroid and 
exogenous glucocorticoid administration and endogenous 
hypercortisolism (5). In all these patients, the development of 
SEL was independent of glucocorticoid dose (5). It can be the 
cause back pain and radiculopathy. Epidural adipose tissue 
with a thickness greater than 7 mm is a diagnostic criterion 
for SEL (3). SEL commonly involves thoracic level.  

In this case report we present the co-existence of two 
rare conditions; lumbar tumoral calcinosis and spinal 
epidural lipomatosis in a patient having serology negative 
spondyloarthropathy.  

CASE REPoRT

A 70-year-old female patient presented with low back and left 
leg pain. Neurological examination revealed hypoesthesia in 
the left-sided S1 dermatome and hypoactive Achilles reflex. 
Straight leg-raising test was positive on the left at 30 degrees. 
Extensor hallucis longus muscle strength was 4/5 (Medical 
Research Council (MRC) scale for muscle strength). Serology 
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negative spondyloarthropathy had been diagnosed 6 years 
before. The patient had since been treated with medications. 
Her medical treatment consisted of 5 mg prednisone daily 
and 10 mg methotrexate once a week. 

Laboratory and diagnostic imaging studies

Blood workup revealed normal serum calcium and 
phosphorus levels with no abnormalities in renal function.

Preoperative plain radiography did not show any calcifying 
lesions at the facet joints. It showed moderate spondylotic 
changes. Magnetic resonance imaging showed significant 
facet joint degeneration on the left L5-S1 and originating from 
this facet joint, a lesion of 8 mm in compressing the left L5 
root. This lesion was hypointense on T1-T2 weighted images. 
Magnetic resonance imaging revealed synovial cyst for this 
lesion. Second lesion was at the L5-S1 level and located on 
the left side of the dural sac. This lesion was hyperintense on 
T1-weighted images. Magnetic resonance imaging diagnosis 
was epidural lipomatosis for this lesion (Figure 1,2,3).

Histological examination

Histopathological examination showed amorphous calcified 
foci of various sizes surrounded by fibrous granulomatous 
tissue. Infiltrations of histiocytes were observed. Tumoral 
calcinosis and lipomatosis were diagnosed (Figure 4).

Treatment

The left L5-S1 facet joint was exposed. L5 hemilaminotomy 
was performed, and TC and SEL were removed totally. 
Adequate neural decompression was achieved. The patient’s 

Figure 2: T2-weighted axial MRI scan showing an extradural 
rounded mass associated with the posterior elements.

Figure 1: 
T2-weighted 
parasagittal 
MRI scan 
showing a 
mass posterior 
to the 
spinal canal 
associated 
with the 
posterior 
elements 
(arrow). 
Preoperative 
diagnosis was 
a synovial 
cyst. Epidural 
lipomatosis 
in the spinal 
canal (dotted 
arrows).

Figure 3: T2-weighted axial MRI scan showing spinal epidural 
lipomatosis. It is compressing the dural sac and nerve root.
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low-back pain and lower-extremity pain resolved completely 
after the surgery. Muscle strength was improved.

dISCuSSIon

Lumbar spinal tumoral calcinosis and spinal epidural 
lipomatosis are rare conditions. Reimenschneider and Ecker 
(11) reported the first case of lumbar tumoral calcinosis in 
1952. Smack et al. (10) reviewed 121 cases of TC and classified 
them into three types: Type 1 is characterized by normal 
serum phosphate and normal serum calcium levels, and no 
evidence of metabolic abnormality or genetic association; 
Type 2 is characterized by elevated serum phosphate but 
normal serum calcium levels, and a genetic association; and 
Type 3 calcinosis is associated with concurrent underlying 
diseases capable of causing soft tissue calcification, such as 
chronic renal failure, hyperparathyroidism, scleroderma, and 
malignant tumor. Our patient had concurrent unidentified 
serology negative spondyloarthropathic connective tissue 
disease, and the calcinosis type of the patient was probably 
type 3. Few cases of tumoral calcinosis due to scleroderma 
have been reported (4,8,11). Durant et al. (2) studied 21 
patients with tumoral calcinosis. In 12 of these 21 patients, 
the lesions were seen in the lumbar spine. In 5 of these lumbar 
spinal TC patients’ preoperative diagnosis was synovial cyst. 
Similarly, in our patient, our preoperative diagnosis was 
synovial cyst for the lesion originating form the L5-S1 facet 
joint. Symptomatic SEL has been associated with exogenous 
steroid use in approximately 75% of the patients (6). SEL may 
cause radiculopathy in chronic steroid therapy in patients 
with serology negative spondyloarthropathy. The primary 
treatment of SEL is loss of weight, and decompressive 
laminectomy might be performed if it causes severe 
neurological deficit (5). We performed laminotomy and 
excised the epidural fat. Incomplete resection of TC has been 
associated with recurrence; thus, this is a very important point 
for preoperative diagnosis for patients with serology negative 
spondyloarthropathy.  Tumoral calcinosis and lipomatosis 

should be considered in the differential diagnosis of spinal 
lesions in serology negative spondyloarthropathic patients. 
The spine should be evaluated for potential tumoral calcinosis 
and spinal epidural lipomatosis in the presence of low-back 
and leg pain, neurological dysfunction, and symptoms 
and signs suggesting compression of the spinal cord. The 
treatment should be planned depending on the neurological 
status of the patient. Misdiagnosis of cases with tumoral 
calcinosis is common. We should suspect this condition in 
case of cysts arising from the facet joint in serology negative 
spondyloarthropathic connective tissue disease patients. 
The risk of tumoral calcinosis recurrence should therefore 
also be kept in mind in the decision making process for the 
surgical treatment of serology negative spondyloarthropathy. 
The presence of these disorders should warn the surgeon 
regarding a more radical excision.
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Figure 4: Amorphous calcified material surrounded by fibrous 
tissue and histiocytes (Hematoxylin and eosin; magnification 
x200).


