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68-year-old woman with corticosteroid-dependent chronic

 

obstructive pulmonary disease was admitted to the hospital for worsening
respiratory symptoms and for new-onset weakness in both legs. Physical ex-

amination revealed poor air entry and rales throughout both lung fields, as well as de-
creased sensation to a pinprick in the right leg, no sensation in the left leg, and paraly-
sis of both legs. A T
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-weighted sagittal magnetic resonance imaging (MRI) scan of the
spine (Panel A) revealed multiple compression fractures of the thoracic and lumbar
vertebrae (arrowheads) and spinal epidural lipomatosis (arrows). A T
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-weighted axial
MRI scan (Panel B) confirmed the presence of spinal cord compression (arrowhead)
secondary to epidural lipomatosis (arrows). The lipomatosis was most pronounced
from T4 to T10 (Panel C). Neurosurgical correction of the cord compression was con-
sidered, but the patient’s severe chronic obstructive pulmonary disease precluded sur-
gery. The patient died shortly thereafter.

Spinal epidural lipomatosis can develop spontaneously or as a result of Cushing’s
disease or long-term corticosteroid use. Localization to and compression of the spinal
cord at the thoracic level are typical of this disease. MRI is the diagnostic procedure of
choice. The usual treatment is immediate laminectomy with the removal of epidural fat
and a decrease in the corticosteroid dose.
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