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Abstract 
A 69-year-old woman with a history of hypertension and Cushing's syndrome, Her symptoms onset a year ago with pain in both legs treated 

with analgesics, but continued with right L4-L5 radiculopathy, she underwent treatment with endoscopy lumbar transforaminal, relieving his 

discomfort in the right leg, indicating on the visual analog scale (VAS) a score of 2/10. Four months later she started with pain in the left leg 

pointing to VAS of 7/10 in the disposition of the roots of L4-L5. Magnetic resonance imaging (MRI) of lumbar spine in sagittal and axial 

sequence weighted in T1 and T2 showed an excess of epidural fat and compression of the dural sac from L1 to S1. After the clinical-radiological 

assessment, the patient was treated with a left L4-L5 endoscopic foraminotomy in which adipose tissue was obtained and a decompression of the 

neural structures was achieved, the pain and weakness of the leg improved, indicated a VAS of 2/10 and the MacNab criteria scale for clinical 

graduation reported as good. 

We present a case of spinal epidural lipomatosis caused by Cushing's syndrome in a patient who underwent a lumbar endoscopic foraminotomy 

for radicular pain in a hospital in Korea. 
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Introduction 

In 1975, Lee described the extrinsic compression of the spinal cord 

in a patient treated with steroids as a treatment after a kidney 

transplant[1]. Epidural lipomatosis is the proliferation of fat in the 

epidural space that results in the compression of the cord medullar 

causing nerve deficit, the thoracic and lumbar regions are the most 

frequent sites of affection[2]. Endogenous and exogenous causes of 

excess glucocorticoids such as glucocorticoid injections, 

hypothyroidism, obesity and other idiopathic factors have been 

associated with the development of spinal epidural lipomatosis, the 

symptoms depend on the severity of spinal compression such as 

non-specific back pain, radiculopathies and medullar syndrome. 

The diagnosis can be made by CT scanning and MRI. Treatment 

ranges from withdraw steroids from treatment, weight loss to spine 

surgery[3,4]. 

We present a case of spinal epidural lipomatosis caused by 

Cushing's syndrome in a patient who underwent a lumbar 

endoscopic foraminotomy for radicular pain in a hospital in Korea. 

Case report 

A 69 year old female, past medical history included hypertension, 

diabetes, cushingoid appearance moon facies, buffanlo hump, 

generalized obesity, transphenoidal surgical approach for pituitary 

granular cell tumor correspondent to a adrenocorticotropic 

adenoma and several vertebroplasty include T8,T12,L1,L4 and L5 

for osteoporosis. Her symptoms onset a year ago with both leg pain 

managed with conservative treatment, but she had persistent 

sciatica in the distribution of the right L4-L5 nerve root. In January 

2018 she underwent a right side endoscopic transforaminal 

approach L4-L5. She reported to recover from her leg right pain 

immediately after the operation with visual analogue scale (VAS) 

for the right leg was 2/10, four months later she complains of 

contralateral leg pain in same level with VAS 7/10.  

T2 - weighted sagittal and T1 - weighted axial sequence magnetic 

resonance imaging (Fig.1) showed extensive epidural fat with dural 

sac compression from L1 to S1. A left L4-L5 endoscopic 

foraminotomy were the fat tissue was removed and decompress 

until observe free floating neural structures, postop computed 
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tomography showed the path of the foraminotomy in the superior 

and inferior facet (Fig.2). The pain and weakness of the leg 

improved after the surgery outcomes were reported VAS 2/10 and 

McNab criteria as good.  

 

Fig.1: Lumbar sagittal and axial magnetic resonance imaging.AT2-weighted sagittal, B T1-weighted axial image. Thin arrows indicate 

the extensive epidural compression from L1 to S1, thickarrows mark the circumferential epidural fat with dural sac compression. 

 

Fig.2: Intraoperative endoscopic View. A transforaminal view show the epidural fat surrounds the neural elements, B endoscopic tool 

remove lateral flavum (thick arrow), C fat ablation (triangle) with endoscopic radiofrequency, D neural elements released with free 

floating space(opposite arrows).E Lumbar CT L4 axial view, arrows shows path of the left foraminotomy 

Discussion 

The spinal epidural lipomatosis is a rare condition wich 

pathophysiological mechanismis consists of excessive fat 

acumulation in epidural space causes dural sac and nerve root 

compression that leads to neurological symptoms[5]. 

Long-term administration of exogenous glucocorticoids equivalent 

to 30-100mg of prednisone per day is known as the first cause for 

SEL, other endogenous causes such as Cushing syndrome, 

hypothyroidism, pituitary tumors, obesity have been identified for 

the generation of excess epidural fat[6], the average age of 

presentation of the disease is 43 years and most commonly affects 

men at the level of the thoracic and lumbar spine, at the 

histological level there is no difference between the hypertrophy of 

the fatty tissue in spinal lipomatosis and the subcutaneous 

tissue[7,8]. 

All the studies reported to date describe a slow progression of the 

clinical manifestations and depend on the site of localization, they 
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are mentioned as non-specific back pain with muscular weakness, 

radiculopathy or cauda equina syndrome[9], the tomography show a 

low density of fatty tissue but it is not possible to differentiate it 

from the anatomical structures within the spinal canal, on the other 

hand in the MRI the epidural fat is hyperintense in T1 and T2 with 

the compression of the spinal cord at the thoracic level and the 

dural sac at lumbosacral level, the sign of the "Y" transversal 

section is observed compression not only of the dural sac but also 

of the exit and traversing nerve roots[10]. 

The treatment of spinal epidural lipomatosis includes the 

suspension of steroids, restriction of fats in the diet or surgery, 

since it is required to remove epidural compression despite 

conservative measures[2]. Currently, the minimally invasive spine 

surgery is used to reduce the short and long-term complications 

associated with conventional open-ended spinal surgery, obtaining 

the same decompression outcomes similar to conventional spinal 

surgery and endoscopy is the worldwide novelty in these 

techniques[11]. 

In the transforaminal endoscopy approach there is no 

destabilization and no access related morbidity but we can see 

inside of the disc well, offers the greatest and most flexible access 

to the lumbar disc without the need for laminectomy and this 

access avoids excessive removal of ligamentum flavum and that is 

significant in preventing scar formation[12]. 

We did a search in PubMed reviews between the relationship of 

spine epidural lipomatosis with Cushing syndrome finding only 6 

items since1992 until 2004, in these works conservative treatment, 

removing the tumor that caused hypercotisolism and 

decompressive laminectomy were used to release the compression 

of the spinal cord and subsequent symptoms. That is why the 

incidence of this disease in association with endogenous[13-15]. 

In this case the patient was managed by an transforaminal 

endoscopy approach for the unilateral radiculopathy that improved 

the symptoms after removal of the fat that was causing a 

compression of the neural structures. There´s no studies about 

endoscopic surgery procedure in treating patientes with 

lipomatosis. 

Conclusions  

We propose a safe and feasible endoscopic approach for unilateral 

radiculopathies presented by patients with SEL, we consider that 

this case is interesting because there are very few works published 

to date, however, endoscopic procedures require a learning curve 

and it must be taken into account that complications can occur, 

therefore it is not a harmless procedure but in experienced hands 

excellent results can be obtained as it was in this case. 
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