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Lumbosacral lipoma and low‑lying cord with 
minimal deficits
Sir,
Spinal lipomas are congenital lesions formed due to 
an abnormal embryonic development in the process of 
separation of primitive ectoderm into neuroectoderm, 
neural crest, and cutaneous ectoderm.[1,2] A 23‑year‑old 
female presented with urinary incontinence for the last 
5 years. There were no other deficits. No history of back 
pain. Local examination revealed no localized swelling, 
no tenderness over spine or any abnormal pigmentation 
in the lower lumbosacral. There were no specific 
abnormal findings on the neurologic examination. The 
magnetic resonance imaging (MRI) showed diffuse 
subcutaneous fat masses with high signal intensities 
in T1‑ and T2‑weighted images from the S1 area to the 
sacrum [Figures 1 and 2]. Through the bony defect from 
S1, the subcutaneous fat was connected to the spinal 
cord (that was extending till S1). There was no evidence 
of abnormal signal change in the spinal cord. Although 
the conus medullaris showed tethering down to the S1 
area, there were no neurological deficits except bladder 
dysfunction. In view of extensive involvement and 
minimal deficits, the patient was managed conservatively. 
Lipomas arising in the lumbosacral are rare but the 
most common cause of tethered cord syndrome and 
occur in 4–8 per 100,000 of the general population.[3‑7] 
Lipomyeloceles and lipomyelomeningoceles are clinically 
frequently asymptomatic and characterized by the 
presence of a subcutaneous fatty mass above the 
intergluteal crease.[8] Although these lesions are benign 
because of their of communication with connections 
with the spinal cord, filum terminale, or cauda equina 
can cause spinal cord tethering with consequent 
neurological deterioration.[5‑7,9‑11] In some patients, the 
deficits may not occur until middle age and if occurs 
then usually in the form of bladder incontinence.[11] The 
present case was unique as in spite of the large size of 
the lesion the patient had only urinary incontinence and 
no other neurological deficits. Although the computed 
tomography scan has greatly facilitated the diagnosis of 
occult spinal dysraphism and intraspinal lesions, MRI 
is the investigation of choice for detail investigation of 
these patients.[12,13] MRI will provide additional images 
in the coronal, transaxial, or oblique planes to define 
the conus tip better make the identification of the filum 
terminale easy.[14] The management of patients with 
spinal lipoma who are asymptomatic or had minimal 
deficits is controversial and ranges from prophylactic 
surgery to a regular follow‑up.[5‑7,15‑17] It has been shown 

that there are poor postoperative results when the 
terminal lipoma is attached to the conus, compared with 
good results when it is attached to the filum terminale.[17] 
In the present case, the cord was extending till lower 
lumbar level, and there was a lipomatous continuation 
of the conus as well as filum. The patient had minimal 
deficits and also it was almost impossible to perform 
prophylactic surgery.
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Figure 2: Magnetic resonance imaging lumbar spine fat suppression image 
showing continuation of the filum terminale as a lipoma into the subcutaneous 

tissue

Figure 1: Magnetic resonance imaging lumbar spine showing low‑lying cord 
and extensive lipoma arising from low‑lying conus (a) T2‑weighted image, 

(b) T1‑weighted image, and (c) fat suppression image
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