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Practice

What’s your call?

Clinical Vistas Briefs

MRIs of the spine of a 54-year-old man with a history of glioblastoma multi-
forme, who presented with new urinary frequency and urgency, thoracic-to-
lumbar back pain and inability to walk.

Peripheral-blood smears with Giemsa (upper im-
age) and acridin orange staining (lower image)
from an 85-year-old woman, 20 days after a sur-
gical repair of a perforated duodenal ulcer. She
had recently begun to experience mental confu-
sion, gastrointestinal blood loss and tachycardia.

Six weeks after a 49-year-old woman underwent an instrumented cervical fusion procedure, she experienced pain at her left iliac crest
and weakness in her left hip. Plain radiographs show her pelvis in an anteroposterior view (left) and with the left hip in abduction (right).

See page 476 for diagnoses.



Intradural extramedullary spinal metas-
tases that arise from intracranial lesions
are called drop metastases. This rare
complication occurs in about 1% of pa-
tients who have glioblastoma multi-
forme (GBM), the most common form
of malignant primary brain tumour (Fig.
1). The mechanism of spread is thought
to be via cerebrospinal fluid when the
tumour reaches and exfoliates cells into
the subarachnoid space. Interventions
such as surgical manipulation may en-
hance the likelihood of drop metasta-
ses, although it has also been reported
in people who have never had surgery.

Perhaps because of gravitational ef-
fects, these lesions typically occur in the
dorsal lower-thoracic to lumbar spine

(Fig. 2). Nerve roots, cauda equina, nerve
root sleeves and the fundus of the thecal
sac are also common sites of spread
(Surg Neurol 1991;35:377–80). Most
patients will complain of back pain
with neurologic symptoms and signs.

Because the lesions may be missed
on x-ray films and sometimes on CT
scans, the investigative method of
choice is spinal MRI with contrast.

Depending on the location, size and
number of lesions, the management of
drop metastases may include neuro-
surgery, radiation and steroid therapy.
However, the prognosis of such pa-
tients is poor.
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Drop metastases

Fig. 1: MRI of the patient’s brain, T1-
weighted, with gadolinium.

Fig. 2: T2-weighted spinal MRIs. The 2
largest lesions are visible at the mid-
T7–T8 and the T12 levels. Several smal-
ler nodules can also be seen within the
cauda equina.

emia, sometimes while results from
blood cultures are still pending. In
these very rare cases, ingested bacteria
seen in granulocytes in a peripheral-
blood smear should lead to early im-
plementation of therapy for sepsis.
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