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Newer techniques such as stereotactic radiosurgery can deliver
high doses of focused radiation and with similar rates of response
compared to traditional radiotherapy. Biopsy of the epidural mass
is unnecessary in patients with known primary cancer, but it is
indicated if a history of underlying cancer is lacking. Surgery, either
decompression by laminectomy or vertebral body resection, is also
indicated when signs of cord compression worsen despite radiotherapy, when the maximum-tolerated dose of radiotherapy has been
delivered previously to the site, or when a vertebral compression
fracture or spinal instability contributes to cord compression.
In contrast to tumors of the epidural space, most intradural mass
lesions are slow-growing and benign. Meningiomas and neurofibromas account for most of these, with occasional cases caused by
chordoma, lipoma, dermoid, or sarcoma. Meningiomas (Fig. 456-3)
are often located posterior to the thoracic cord or near the foramen
magnum, although they can arise from the meninges anywhere along
the spinal canal. Neurofibromas are benign tumors of the nerve sheath
that typically arise from the posterior root; when multiple, neurofibromatosis is the likely etiology. Symptoms usually begin with radicular
sensory symptoms followed by an asymmetric, progressive spinal cord
syndrome. Therapy is surgical resection.
Primary intramedullary tumors of the spinal cord are uncommon.
They present as central cord or hemicord syndromes, often in the cervical region. There may be poorly localized burning pain in the extremities
and sparing of sacral sensation. In adults, these lesions are ependymomas, hemangioblastomas, or low-grade astrocytomas (Fig. 456-4).
Complete resection of an intramedullary ependymoma is often possible with microsurgical techniques. Debulking of an intramedullary astrocytoma can also be helpful, as these are often slowly growing
lesions; the value of adjunctive radiotherapy and chemotherapy
is uncertain. Secondary (metastatic) intramedullary tumors also occur,
especially in patients with advanced metastatic disease (Chap. 118),
although these are not nearly as frequent as brain metastases.

Figure 456-3 Magnetic resonance imaging of a thoracic meningioma. Coronal T1-weighted postcontrast image through the thoracic spinal cord demonstrates intense and uniform enhancement of
a well-circumscribed extramedullary mass (arrows) that displaces the
spinal cord to the left.
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Figure 456-4 Magnetic resonance imaging of an intramedullary
astrocytoma. Sagittal T1-weighted postcontrast image through the
cervical spine demonstrates expansion of the upper cervical spine by
a mass lesion emanating from within the spinal cord at the cervicomedullary junction. Irregular peripheral enhancement occurs within
the mass (arrows).

Spinal Epidural Abscess Spinal epidural abscess presents with midline
back or neck pain, fever, and progressive limb weakness. Prompt recognition of this distinctive process may prevent permanent sequelae.
Aching pain is almost always present, either over the spine or in a
radicular pattern. The duration of pain prior to presentation is generally
≤2 weeks but may on occasion be several months or longer. Fever is
typically but not invariably present, accompanied by elevated white
blood cell count, sedimentation rate, and C-reactive protein. As the
abscess expands, further spinal cord damage results from venous congestion and thrombosis. Once weakness and other signs of myelopathy
appear, progression may be rapid and irreversible. A more chronic
sterile granulomatous form of abscess is also known, usually after
treatment of an acute epidural infection.
Risk factors include an impaired immune status (HIV, diabetes mellitus, renal failure, alcoholism, malignancy), intravenous drug abuse,
and infections of the skin or other tissues. Two-thirds of epidural
infections result from hematogenous spread of bacteria from the skin
(furunculosis), soft tissue (pharyngeal or dental abscesses; sinusitis), or
deep viscera (bacterial endocarditis). The remainder arises from direct
extension of a local infection to the subdural space; examples of local
predisposing conditions are vertebral osteomyelitis, decubitus ulcers,
lumbar puncture, epidural anesthesia, or spinal surgery. Most cases
are due to Staphylococcus aureus; gram-negative bacilli, Streptococcus,
anaerobes, and fungi can also cause epidural abscesses. Tuberculosis
from an adjacent vertebral source (Pott’s disease) remains an important cause in the developing world.
MRI (Fig. 456-5) localizes the abscess and excludes other causes of
myelopathy. Blood cultures are positive in more than half of cases, but
direct aspiration of the abscess at surgery is often required for a microbiologic diagnosis. Lumbar puncture is only required if encephalopathy or other clinical signs raise the question of associated meningitis, a
feature that is found in <25% of cases. The level of the puncture should
be planned to minimize the risk of meningitis due to passage of the
needle through infected tissue. A high cervical tap is sometimes the
safest approach. Cerebrospinal fluid (CSF) abnormalities in epidural
and subdural abscess consist of pleocytosis with a preponderance of
polymorphonuclear cells, an elevated protein level, and a reduced glucose level, but the responsible organism is not cultured unless there is
associated meningitis.
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