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Abstract
Background context: “Occult” thoracic spinal stenosis refers to the lack of the typical manifestations, it easily lead
to clinical misdiagnosis and missed diagnosis. No previous case of “Occult” thoracic spinal stenosis with tuberculosis
in L5/S1 has been reported.
Purpose: To highlight the exactly diagnosis of occult thoracic spinal stenosis accompanying lumbar disease.
Study design: This is a case report of “Occult” thoracic spinal stenosis with tuberculosis in L5/S1.
Methods: Clinical examination, magnetic resonance imaging, CT and surgical resection.
Results: After thoracic surgery, low back pain and leg pain of the patient relieved markedly and anti-tuberculosis
medications were continued for lumber pathology. On 12 months follow-up, her JOA score increased from 9
preoperatively to 10 postoperatively. Neurological function recovery rate was 100%.
Conclusions: The “Occult” thoracic spinal stenosis can lead only lower motor neuron dysfunction; more attention
should be given, especially accompanying lumbar disease.
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Case Presentation
A 61 year old female, complain of low back pain with sciatica on
lateral side of left leg in 10 months, aggravating for 3 months. The leg
pain was severe but uncertain, usually aggravated when standing up
in bed and relieved after certain amount of walking. Neither fever nor
night sweats were noticed, with body weight loss of 5 kg since onset of
the pain.

Physical examination
No obvious tenderness on left side of L5/S1 was found and no
radiating pain was elicited on both lower limbs. Straight leg raising
tests were negative on both sides. Hypoesthesia was noticed on dorsal
part of the left foot. Motor functions of both lower limbs were normal.
Physiological reflexes existed and pathological reflexes were not elicited.
The lumbar CT and MRI showed L5-S1 vertebral body destruction,
the patient was enrolled for lumbar tuberculosis (Figure 1). No all of
the symptoms could be explained by the pathology in the lumbar spine.
For instance, the left leg pain usually aggravated when changing body
positions. She needed to support her trunk with one of her upper limb
when she was brushing her teeth. Through meticulous study of the
MRI, a mild hypertrophy of yellow ligament in T10-12 was noticed,
moreover, the inflammatory lesions in L5/S1 was in chronic phase.
Further physical examination showed percussion pain on T10-12
spinous process. Additional thoracic MRI and CT verified T10-12
yellow ligament ossification, thoracic spinal canal stenosis (Figure 2).
Posterior decompression with pedicle screw fixation was
accomplished (Figure 3). After surgery, her low back pain and leg pain
relieved markedly and anti-tuberculosis medications were continued
for lumber pathology. On 12 months follow-up, her JOA score increased
from 9 preoperatively to 10 postoperatively. Neurological function
recovery rate was 100%.

Discussion
Thoracic spinal stenosis is caused by degeneration, hypertrophy
or ossification of the ligaments within the spinal canal. With typical
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Figure 1: preoperative CT and MRI showed tuberculosis in L5/S1, Senosis
and yellow ligament ossification in T10-12.
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spinal canal stenosis of the thoracolumbar spine, whose symptoms
was relieved via anterior and posterior approaches. Normally, MRI
scan is performed by spinal anatomical site, such as cervical, thoracic
and lumbar spine. Surgeons will select which part to check according
to the symptoms and physical exam signs. Unfortunately, atypical
compression to the spinal cord may be missed occasionally because of
obscure history or careless physical exams. In this case, the stenosis in
T10-12 was missed at the time of admission.
52% to 85% of thoracic stenosis occurs in lower thoracic spine [10].
Conus medullaris is involved in T10-12 stenosis. The compression to
conus medullaris is characterized by combination of both upper and
lower motor neuron dysfunction. Sometimes only lower motor neuron
dysfunction is manifested [11]. A unilateral lower limb radiating
pain and intermittent claudication are easily misdiagnosed as lumbar
spinal stenosis or lumbar disc herniation [12]. In this case, the patient
manifested with merely cauda equine symptoms, similar case was
reported previously [13].
Figure 2: MRI showed ossification of yellow ligament and stenosis in T10-12.
CT showed: ossification of yellow ligament with stenosis.

The intermittent claudication caused by thoracic stenosis is different
to that caused by lumbar stenosis. For thoracic stenosis, flexion of
lumbar spine doesn’t relieve symptom, whereas, it is clumsiness not
pain that occurs after walking, with pathological reflexes in lower limbs.
While, extension of lumbar spine will aggravate symptoms in lumbar
stenosis [14,15].
The author emphasized the following tips for diagnosis of occult
thoracic spinal stenosis: 1. depending on thorough history collection
and physical exam. Try not to draw a conclusion by merely radiological
data without physical exam. Misdiagnosis will lead to unnecessary
surgeries. 2. To clarify the responsible level by combining radiological
data and clinical manifestation. 3. Emphasize the importance of
differential diagnosis with relative pathologies. More attention should
be given to occult thoracic stenosis to avoid misdiagnosis.
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