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ABSTRACT 
 
Less than 1% of spinal cord tumors are intraspinal lipomas. Intraspinal lipomas are frequently found in the 
lumbosacral area and associated with a spinal dysraphism. When they become large enough, they can have mass 
effect with the manifestation of symptoms. This short review discusses the presentation, pathology and treatment of 
cervical intraspinal lipomas. Spine Scholar 1:97-98, 2017  
 
 
INTRODUCTION  
 
 Most intraspinal lipomas are intradural and can be intramedullary, extramedullary or a combination of the 
two (Erhan et al., 2015). There can be development of rapid neurological deterioration which is more commonly seen 
in childhood. Blount and Elton (2001) described the location of intradural lipomas as usually dorsal to the spinal cord 
with the demonstration of exophytic component. These later authors also reported that intraspinal lipomas are 
typically thoracic in location. However, intraspinal cervical lipomas are mostly commonly seen in children.  Le Feuvre 
et al. (2004) found that when cervical lipomas (Fig. 1) are associated with intracranial extension the symptoms can be 
more severe. The diagnosis can be made with imaging and surgical decompression is often recommended by the 
surgeon (Mori et al., 1986). 
 

 
 

Figure 1. Sagittal T1-weighted MRI of huge cervical lipoma found in a child. Note the significant spinal cord compression 
 
Presentation 
 
 Presentation of lipomas in younger patients are usually different from patients in older age groups. Intradural 
lipomas can occur at four distinct periods, infancy, puberty and the 3rd and 5th decades (Taniguchi and Mufson,1950). 
Quadraparesis is one of the most common presentations but in patients with intracranial extension, it is seen less 
often and symptoms such as convulsions, hydrocephalus, hypotonia, apnea, cyanosis or delayed milestones are 
more likely to be observed (Le Feuvre et al., 2004). With these lesions, there are slow progression of symptoms  
(Wood et al., 1985). 
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 Most intradural spinal cord lipomas originate in a dorsal, juxtamedullary position. Their growth leads to 
ventral flattening of the cord, posterior columns separation as well as incorporation into the nerve roots so that at 
surgery they may appear intramedullary (Wood et al., 1985). 
 
Pathogenesis 
 
 Nupur and Devi (2010) discussed several theories of the pathogenesis of intradural spinal cord lipomas. 
One of the theories suggest that there are developmental errors with resultant inclusions of embryonic rests of fat 
cells during the formation of the neural tube. Another theory is that there is metaplasia of the connective tissue that 
leads to deposition of fat within the dura mater. The true etiology has yet to be proven but many have suggested  a 
hamartomatous origin (Nupur and Devi, 2010) 
 
Diagnosing Intraspinal Lipomas 
 
 The diagnosis of an intracranial lipoma is established on CT by the basis of their typical low density and 
location (Mori et al., 1986). However, MRI is the gold standard in delineating the anatomy of the lipoma and therefore 
is necessary preoperatively (Mori et al., 1986). Lipomas appear as hyperintense lesions on T1-weighted MRI (Fig. 1) 
and can be confirmed with fat-suppression sequencing. They produce relatively low signals on T2- weighted MR 
images (Erhan et al., 2015). 
 
Management  
 
 In symptomatic patients, surgery is needed mainly for decompression of the surrounding neural structures 
(Mori et al., 1986) and consist of partial excision with wide laminectomy (Wood et al., 1985). The extent of which 
decompression is needed is known by monitoring electrophysiology responses. A known complication of lipomas is 
adhesion to adjacent neural parenchyma (Mori et al., 1986).  
 
CONCLUSION 
 
 Cervical lipomas can be challenging entities to treat. A thorough understanding of their anatomy and 
surrounding structures is important during resection of these masses. 
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