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The spinal cord may be injured directly by the weapon 
or by indriven bony fragments. The damage to the cord 
may be either direct or indirect due to impaired arterial 
supply or venous drainage with resulting hemorrhage 
or edema.[1,5] The indriven fragment of the weapon 
may cause a foreign body granulomatous reaction[3] 
or may act as a micro-traumatizing agent[6] and cause 
delayed neurological damage. CSF leaks occur in 4 to 
6% of the cases and in most instances it is transient. 
Approximately one-third of the patients present with 
a complete transaction of the cord and the remaining 
patients present with partial cord injury with varying 
forms of Brown-Sequard syndrome. [6] Our patient had 
a pure motor deÞ cit.

Treatment consists of local debridement, antibiotics, 
and antitetanus gammaglobulins. Immediate spinal 
exploration is generally not necessary except when there 
is a retained portion of the weapon or when indriven 
bony fragments cause neural compression.[6] Sepsis 
(epidural or intradural abscess), granuloma formation, or 
persistent CSF leak also merit surgical exploration.[4,6] In 
the present case, the patient recovered with conservative 
treatment by antibiotics. The absence of a retained broken 
fragment was fortunate for the child.
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Spontaneous thoracic spinal 
cord herniation presenting as 
tethered cord syndrome
Sir,
A 36-year-old female presented with dysesthetic pain 
below the costal margin associated with progressive 
weakness of both lower limbs and wasting of right thigh 
muscles of one and half year duration and symptoms 
suggestive of upper motor neuron type of bladder 
of three months duration. Neurological examination 
revealed pyramidal signs in both the lower limbs, 
spasticity in the left lower limb and bilateral plantar 
extensor response. In addition she had wasting of right 
thigh muscles. Motor power was 4/5 in the left lower 
limb and 0/5 in the right lower limb. Magnetic resonance 
imaging (MRI) of the spine [Figure 1] revealed an 
anteriorly displaced cord at D4 level with obliteration of 
subarachnoid space and �S� shaped anterior kink of the 
spinal cord due to adherence of the cord to the posterior 
aspect of vertebral body through the dural defect. Patient 
underwent D3�D5 laminectomy and reduction of the 
herniation. At operation nerve roots were matted with 

Figure 1: T1 weighted coronal image of the cervical spine demonstrating 
a hyperintense intramedullary signal AT C1-C2 level

Figure 1: T2-weighted sagittal and axial MRI revealing an anteriorly 
displaced cord at D4 level with obliterated subarachnoid space anterior 
to it and S shaped anterior kink of spinal cord due to adherence of the 
cord to the posterior aspect of vertebral body through the dural defect 
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thickened arachnoid. Cord was anteriorly adherent at 
D4 level. There was kinking and lateral rotation of the 
cord. Cord herniation through the small dural defect 
was identiÞ ed and reduction was done by microsurgery 
and the defect was closed with teß on graft. Patient had 
good recovery and was able to ambulate with support. 
Postoperative MRI revealed good reduction of the 
herniation and restoration of normal anatomy [Figure 2].

Idiopathic anterior spinal cord herniation (SCH) is a 
rare cause of thoracic myelopathy.[1,3-5] SigniÞ cant delay 
between the onset of symptoms and surgery is probably 
due to two factors: Rarity of the lesion and the entity 
often being misdiagnosed initially as posterior intradural 
arachnoid cyst. [2] The mechanisms for the dural defect is 
still uncertain. The proposed mechanisms include: Minor 
trauma, duplication of the dura, rupture from prolapsed 
disc, congenital dural defect, and pressure erosion 
from the physiologically closely applied midthoracic 
cord to anterior dura.[2-4] Regardless of the mechanism, 
progressive herniation of the cord occurs as a result of of 
cerebrospinal ß uid pulsations as well as negative epidural 
pressure.[2,3] This results in progressive neurological 
symptoms. In addition tethering of the cord restricts the 
normal movements of spinal cord associated with ß exion 
of the spine.[6] The resultant traction of the cord may also 
be a contributory factor for the progressive neurological 
deÞ cits. Other factors that may contribute to progressive 
myelopathy include distortion of the cord and cord 
ischemia. Though spontaneous spinal cord herniation is a 
very rare entity, early recognition and timely intervention 
can lead to good neurological recovery.
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Recurrent atypical 
meningioma seeding to 
surgical scar

Sir,
Meningiomas are common intracranial extra-axial 
tumors and are benign in character. Surgery is considered 
curative and the recurrence rate for Simpson�s Grade 1 
resection is less than 10%. In 0.1% of the cases, 
meningiomas may show extra-cranial metastasis, 
occurring mostly in the lungs, liver, and lymph nodes. [1] 

We report a rare case of atypical meningioma seeding to 
a surgical scar from a previous craniotomy.

Figure 2: T2-weighted MRI spine axial view after surgical reduction 
showing well-reduced and straightened cord with no kink

Figure 3: T2W sagittal MRI after surgery showing straightened cord 
with no kink
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