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Intraspinal Epidermoid Cyst Presenting with Fever: A
Case Report
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ABSTRACT
A retrospective analysis was conducted on the diagnostic and therapeutic processes of a case involving an intraspinal epidermoid cyst,
with a three-year postoperative follow-up. The patient's initial symptom was fever, which was later accompanied by headache, back
pain, lower extremity weakness, and dysuria. Surgical excision of the lesion was performed. Histopathological examination confirmed
the diagnosis of an epidermoid cyst. Postoperatively, the patient showed recovery of muscle strength in the lower extremities and reso-
lution of urinary difficulties, with no cyst recurrence observed during the three-year follow-up. This case report reviews relevant litera-
ture to provide reference material for the diagnosis and treatment of intradural epidermoid cysts.
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INTRODUCTION
Intraspinal  epidermoid  cysts  are  rare  among  intraspinal
tumours, with even fewer cases presenting with fever as an initial
symptom. This  rarity complicates clinical  differentiation from
Guillain-Barre syndrome, intraspinal infections, spinal tubercu-
losis,  and  other  conditions.  Intraspinal  epidermoid  cysts,  as
ectopic spinal cord tumours, can appear at any level within the
spinal  canal,  though  they  are  most  frequently  found  in  the
lumbosacral region.1 These cysts are classified into two types:
Congenital  and  acquired.  Congenital  epidermoid  cysts  arise
from the ectopic development of embryonic ectodermal tissue,
while acquired cysts often result from trauma or lumbar punc-
ture,  which  introduces  epithelial  cells  into  the  spinal  canal,
leading to tumour formation.2 Currently, routine examinations,
such as MRI, lack specificity, making pathological examination
essential for diagnosis.

CASE  REPORT

A 47-year male patient presented with an intermittent fever
that had started one month prior, with the highest recorded
temperature reaching 39°C. The fever was accompanied by
headache, but no dizziness, nausea, vomiting, cough, sputum
production, or haemoptysis. During out-of-hospital treatment,
the patient developed severe lumbosacral pain, right lower limb
pain, weakness, difficulty in walking, and urinary issues.
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Enhanced CT and MRI were performed, suggesting a possible
intraspinal  tumour  and  surgical  treatment  was  recom-
mended at the local hospital. After a slight improvement in
fever and headache symptoms, the patient was referred to
our hospital.

Upon physical examination, the patient’s temperature was
37.0°C, with no signs of meningeal irritation. A physiological
curvature of the spine was noted, with no scoliosis, kyphosis,
or signs of lumbosacral collapse. Both the straight leg raise
test and the four-sign test were negative bilaterally. There
was no significant muscle atrophy in the lower extremities.
Muscle strength testing revealed grade III+ for dorsal exten-
sion and grade III for plantar flexion in the right foot. Sensory
examination showed reduced sensation on the lateral aspect
of the right dorsal foot, with a diminished Achilles reflex on the
right side. Bilateral patellar and ankle clonus tests were nega-
tive. Muscle tone in both lower limbs was normal, with no
pathological  signs detected.  The patient’s  medical  history
was negative for any lumbar puncture procedures. The x-rays
showed  no  obvious  abnormalities.  Enhanced  MR  imaging
revealed a neoplastic lesion in the sacral canal (Figure 1A-C).
CT  scans  indicated  abnormal  density  shadows,  approxi-
mately 4.1 × 1.6 cm, at the level of the sacral 1 and 2 verte-
brae, with calcified edges observed (Figure 2A-C). Haemato-
logical analysis showed a neutrophil ratio of 79.5% (refer-
ence  range:  40-75%)  and  C-reactive protein (CRP) of 16
mg/L (reference range: 0-10 mg/L). No abnormalities were
found in the tumour markers’ panel, and no significant abnor-
malities were observed in other auxiliary tests.

The operation was performed under a microscope. Following
the decompression of the entire laminae, dural distention was
noted. The dura was incised with a sharp blade, revealing
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yellow, sticky secretions within the spinal canal (Figure 3A).
Using a nerve stripper, the tumour within the spinal canal was
carefully exposed and separated. The cyst wall was carefully
dissected, and the affected tissue was fully excised. The surg-
ical  site  was  isolated  and  irrigated  with  over  5000  mL  of
normal saline, and the dura was repaired with micro-sutures
to  ensure  no  cerebrospinal  fluid  leakage.  The  wound  was
flushed with normal saline to achieve complete haemostasis,
and the incision was closed. A drain was placed and main-
tained until drainage fluid was no longer evident. No bacterial
growth was detected from bacterial cultures. Routine patho-
logical examination confirmed the presence of epidermoid
cysts (Figure 3B–F). Postoperative CT confirmed appropriate
decompression of the spinal canal (Figure 2D–F), while MRI
follow-up showed no residual mass within the spinal canal
(Figure  1D–F).  Postoperative  care  included  anti-infection
measures, fluid rehydration, and rehabilitation therapy.

Figure 1: (A–C) Preoperative MRI scans, (D–F) MRI evaluation conducted
one week post-surgery, (H–J) MRI re-assessment performed one year
after the operation.

Figure 2: (A–C) Preoperative CT scans, (D–F) CT evaluation carried out one
week post-surgery.

After surgery, the patient’s headache and fever subsided,
with  restoration  of  normal  urine  and  bowel  function.  The
patient reported no significant lower back pain or right lower
limb pain, and muscle strength and sensation in the right

lower limb returned to normal. During a three-year follow-up,
the  patient  showed  good  recovery,  with  no  recurrence  of
fever, headache, sphincter dysfunction, or symptoms such as
lower limb numbness or fatigue. MRI follow-up one year post-
operatively (Figure 1H–J) confirmed no tumour recurrence.
During a telephone follow-up after three years, the patient
reported no pain or numbness in the lower limbs and no abnor-
malities in urine or bowel movements.

Figure 3: (A) Yellow exudate observed following the dura matter incision,
(B) Post-tumour excision state, (C–F) Postoperative pathological exami-
nation findings.
 

DISCUSSION

Intraspinal epidermoid cysts are relatively rare, comprising
approximately  1  -  2%  of  intraspinal  tumours.1,3  The
presented patient denied a previous history of lumbar punc-
ture, thus excluding the acquired lesions, and there was no
conclusive  evidence  of  the  congenital  origin  as  well.  CT
scans  have  a  high  rate  of  misdiagnosis  for  intraspinal
tumours, often leading to missed diagnoses. Calcification
may be present in some cases.4 MRI holds significant value in
diagnosing intraspinal epidermoid cysts; however, due to
the mixed composition of these lesions, signal intensity can
vary  widely.  On  T1-weighted  images  (T1WI),  signals  can
range from uniformly low to low mixed, or high-low mixed.
T2-weighted images (T2WI) may show uniformly high or high-
-mixed  signals.  Despite  its  diagnostic  utility,  MRI  lacks
specificity, and accurate preoperative diagnosis relies on
pathological examination. Because epidermoid cysts lack
blood supply,  enhanced imaging shows no enhancement
within the lesion, although linear enhancement may appear
around the lesion, potentially due to reactive inflammation
in  surrounding  tissues.5  Clinically,  symptoms  can  include
pain, urinary incontinence, or faecal incontinence.6

Epidermoid cysts are characterised by a cyst wall filled with
desquamated  epithelial  cells,  which  appear  similar  to
crumbly tofu.7 Complete excision is the standard treatment.
Studies  suggest  that  poor  prognosis  is  associated  with
factors such as tumour size exceeding 4 cm, subtotal resec-
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tion,  and  sphincter  dysfunction.7  However,  the  surgical
approach can present challenges. Complete excision, while
desirable, can lead to postoperative complications such as
severe lower limb symptoms or urinary and faecal dysfunc-
tion. Conversely, incomplete excision raises the risk of recur-
rence.6,8 A second surgery can be particularly difficult due to
anatomical changes and tissue adhesions.6 In this case, a
complete resection of the cyst wall tissue was performed.
Postoperatively, the patient initially experienced difficulty
with  independent  urination  following  catheter  removal.
After several attempts, independent urination was restored.
Although the patient did not experience bowel dysfunction
or neurological impairment in the lower limbs, safeguarding
neurological function remains critical in such cases.

For encapsulated extradural tumours with clear boundaries
from surrounding neural tissues, it is possible to respect the
cyst  wall.  However,  when  an  intradural  cyst  is  densely
adherent to the spinal cord and nerve roots, attempts to
separate it can risk injury to these structures. In such cases,
an  intracystic  excision  is  recommended,  leaving  behind
portions  that  are  tightly  adherent  to  the  nerve  roots.  If
complete resection is not feasible, radiotherapy is effective
in reducing recurrence rates.6,8  When scraping or aspirating
cyst contents, it is essential to isolate the affected tissue
using cotton swabs or gelatin sponges to prevent cyst mate-
rial from entering the subarachnoid space, which could lead
to aseptic meningitis.9

Intraspinal tumours often necessitate a laminectomy, which
can weaken the posterior ligament complex. Laminoplasty
or  pedicle  screw  fixation  is  usually  required  to  maintain
spinal stability. In this case, pedicle screws were not used
due to intraoperative protection of the facet joints, preopera-
tive and intraoperative considerations of possible infection,
and adequate sacral stability. The subdural space should be
thoroughly rinsed with large volumes of normal saline post-
operatively. Although preoperative MRI in this case did not
show prominent signs of inflammation, yellow viscous secre-
tions were observed during surgery. Postoperative bacterial
cultures  were  negative.  The  patient’s  symptoms  of
headache and fever suggest a strong likelihood of chemical
aseptic meningitis.10 This surgery must be conducted under
microscopic  guidance  to  avoid  injury  to  healthy  neural
tissues and the dura mater while maximising resection of the
pathological tissue. Postoperative closure of the dura mater
must be rigorous to prevent cerebrospinal fluid leakage and
subsequent infection.

In conclusion, with the widespread use of MRI, the detection
rate of intradural epidermoid cysts has increased. However,
cases presenting with fever and headache as initial symp-
toms are frequently misdiagnosed or experience delayed
diagnosis. Therefore, heightened awareness of the condi-
tion is essential for its early and accurate diagnosis.

PATIENT'S  CONSENT:
The publication of this case and accompanying images has
been approved by the patient in writing.

COMPETING  INTEREST:
The authors declared no conflict of interest.

AUTHORS’  CONTRIBUTION:
MJL: Data curation and drafting of the manuscript.
JCZ: Drafting of the manuscript and proofreading.
JZ: Proofreading, supervision, and data collection.
JSY: Manuscript design and revision.
All authors approved the final version of the manuscript to be
published.

 

REFERENCES

Siller S, Egensperger R, Szelenyi A, Tonn JC, Zausinger1.
S,  Schichor  C.  Intraspinal  epidermoid  and  dermoid
cysts-tumour resection with multimodal intraoperative
neurophysiological monitoring and long-term outcome.
Acta Neurochir  (Wien)  2020;  162(11):2895-903.  doi:
10.1007/s00701-020-04446-y.
Pillai  S,  Cherian  AT.  Iatrogenic  intraspinal  epidermal2.
inclusion  cyst  with  secondary  infection:  A  cause  for
acute paraparesis. J Orthop Case Rep 2018; 8(6):96-9.
doi: 10.13107/jocr.2250-0685.1278.
Sirbu  OM,  Chirtes  AV,  Mitrica  M,  Sirbu  CA.  Spinal3.
intramedullary  epidermoid  cyst:  Case  report  and
updated  literature  review.  World  Neurosurg  2020;
139:39-50. doi: 10.1016/j.wneu.2020.03.207. 
Katayama S, Ushiku C, Ikegami T, Inoue T, Shinohara A,4.
Kajiwara  T,  et  al.  Intraspinal  epidermoid  cyst  with
calcification: A case report. Spine Surg Relat Res 2022;
6(5):569-72. doi: 10.22603/ssrr.2021-0219.
Cunha  B,  Rodrigues  A,  Goncalves  J,  Conceicao  C.5.
Imaging  of  intraspinal  cystic  lesions:  A  review.  J
Neuroimaging  2022; 32(6):1044-61. doi: 10.1111/jon.
13037.
Sarhan FMA, Daqour AM, Abu-Harb ZH, Al-Darawish A,6.
Ganaim FZ.  Recurrent  lumbar  intraspinal  epidermoid
cyst presenting as lower back pain, a case report. Int J
Surg Case Rep  2022; 97:107420. doi: 10.1016/j.ijscr.
2022.107420.
Wang X, Gao J, Wang T, Li Z, Li Y. Intraspinal dermoid7.
and  epidermoid  cysts:  Long-term  outcome  and  risk
factors.  J  Spinal  Cord  Med  2020;  43(4):512-7.  doi:
10.1080/10790 268.2018.1553008.
Li J, Qian M, Huang X, Zhao L, Yang X, Xiao J. Repeated8.
recurrent epidermoid cyst with atypical hyperplasia: A
case report and literature review. Medicine (Baltimore)
2017;  96(49):e8950.  doi:  10.1097/MD.000000000
0008950.
de  Thomas  RJF,  Padilla  JCV,  Jimenez  JGS,  Labat  EJ,9.
Cuello  CMC,  De  Jesus  O,  et  al.  Obstructive  hydro-



Meng-Jun Liu,  Jian-Cai  Zhang,  Ji  Zhao and Jin-Song Yu

JCPSP Case Reports  2025,  Vol.  3:30-33 33

cephalus  and  chemical  meningitis  secondary  to  a
ruptured  spinal  epidermoid  cyst.  World  Neurosurg
2019; 132:173-6. doi: 10.1016/j.wneu.2019.08.187.

Ahuja S, Shankar M, Mankotia DS, Shankar KB, Zaheer10.
S. Epidermoid cyst of central nervous system: A case
series  and review of  literature.  Int  J  Surg Case Rep
2024; 115:109293. doi: 10.1016/j.ijscr.2024.109293. 

••••••••••

Copyright © 2025. The author(s); published by College of Physicians and Surgeons Pakistan. This is an open-access article distributed under the
terms of the CreativeCommons Attribution License (CC BY-NC-ND) 4.0 https://creativecommons.org/licenses/by-nc-nd/4.0/ which permits

unrestricted use, distribution, and reproduction in any medium, provided the original work is properly cited.

https://creativecommons.org/licenses/by-nc-nd/4.0/

