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ABSTRACT 
 

We present the case of a 62-year-old female housewife who reported non-specific back pain for 
the past 35 years. Without neurological symptoms, A complex occult spinal dysraphism and a 
tethered cord syndrome was diagnosed.  
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1. INTRODUCTION 
 
The tethered cord syndrome (TCS) is a 
developmental abnormality of the neural axis that 
results from the stretching and downward 
situation of the spinal cord by inelastic, rigid 
structures and can be combined with various 
forms of spinal dysraphism. Multiple anomalies 

owing to the errors of embryonic development in 
the 3rd–4th weeks can lead to tethering of the 
spinal cord and restrict its physiological ascent 
[1]. 
 

Spinal dysraphic lesions are uncommon 
pathological entities. Folic acid substitution 
during pregnancy and prenatal diagnosis of 
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dysraphic malformations often leads to 
termination of pregnancy, thus diminishing the 
number of children with spina bifida aperta. In 
contrast, patients with occult spinal dysraphism 
are often overlooked, even though their disease 
is usually far from occult given the cutaneous 
manifestations in many of them with early 
diagnosis of these lesions. However, there 
remains an ongoing debate of whether 
asymptomatic patients with a tethered cord 
should undergo prophylactic surgery [2]. 
 
The patient with tethered cord syndrome may 
reach adulthood with their disease undiagnosed, 
despite obvious cutaneous anomalies or 
orthopedic deformities. The development of new 
symptoms (especially pain) or the progression of 
previously inconspicuous deficits leads the 
patients to medical attention. There is a large 
amount of data concerning TCS in children, on 
the other hand, the surgical management is 
controversial and the condition itself remains 
poorly understood in adults [3-4]. 
 

2. CASE HISTORY 
 

A 62 year old female reported non-specific mild 
low back pain that had recurred at irregular 
intervals for the past 35 years and was 
exacerbated by physical exertion and relieved by 
rest, she also mentioned an increase in the pain 
for the past 5 years. 
 

2.1 The Clinical Exam 
 

2.1.1 General examination 
 

Normal gait, no dysmorphic features, no 
deformity at neck, thoracic, lumbar and sacral 
spine. 
 

There is small dimple on her lower back with 
scar, spine movement forward flexion, extension 
and lateral pending within normal. 
 

2.1.2 Neurovascular examination 
 

All upper limb sensation was normal with power 
5/5 overall.with normal reflexes. 
 

No sensory level at thoracic and abdomen. with 
normal reflexes. 
 

All lower limb sensation was normal with power 
5/5 overall with normal reflexes. 
 
No bowel or bladder dysfunction was found. 
Diagnosis based on a survey radiograph and 
MRI as shown A, B (Figs. 1 & 2). 

3. DISCUSSION 
 
Although tethered cord syndrome TCS has been 
described in 1950s, it was regarded as a 
pediatric problem. In 1980, Pang and Wilberger 
performed the first systemic review of their 
experience in treating adult patients who 
presented with TCS [5]. Most cases of idiopathic 
spinal cord tethering with a thickened filum are 
considered congenital [6]. 
 
Spinal malformations are midline phenomena 
ascribable to developmental disturbances 
occurring at various stages [7]. TCS is a  
disorder involving an abnormal stretching of the 
tethered spinal cord caused by several 
pathological conditions and presents with a 
variety of neurological symptoms. Untethering 
(tethered cord release) is the gold standard 
treatment for TCS. However, untethering carries 
risks of spinal cord injury and postoperative re-
tethering. Patients who never undergo treatment 
for TCS will likely have an elevated risk of 
developing symptoms with advancing age [7-9]. 
 
Symptoms related to a congenital tethered cord 
occur most commonly in childhood, hence it was 
regarded initially as a disease of childhood; in 
many patients, the diagnosis is not documented 
until symptoms manifest in adulthood. It is well 
established that early surgical intervention of 
congenital TCS in children prevents 
neurosurgical deterioration. The number of adults 
in whom congenital TCS was diagnosed 
continues to grow as a result of better imaging 
and recognition of this syndrome. Pediatric TCS 
has been well studied in the literature, but much 
of the information regarding the adult population 
is still being defined [2]. 
 
Surgical management in adults and especially in 
asymptomatic adults remains controversial. 
Results of recent clinical studies of surgical 
intervention in adulthood are encouraging [4]. 
 
In the case under consideration, the patient was 
62 years old when diagnosis was made, although 
she reported having suffered from non-specific 
back pain for over 35 years, she denied any 
previous neurological, bowel and urologic 
symptoms. The patient had attributed the back 
pains to physical exertion. 
 
In addition to survey radiographs on two planes, 
MRI is regarded as the modality of choice for 
diagnosing complex lesions and diseases of the 
nervous system. Clinical findings that are 
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indicative of spinal dysraphism are dermal 
changes such as areas with marked hirsutism or 
pigmentation on and surrounding the area and 
level of the spinal dysraphism, however, they are 
not as common in adults as they are in children, 
accounting for 35.6% in adult cases [1,5,10]. 
Based on these findings and the mild pain which 
improved with analgesia, either conservative 
treatment was determined in combination with 
clinical symptoms or further diagnostic measure 
such as Somatosensory evoked potentials was 
Ordered and the result was. Presenting 
complaints of TCS are non-specific, 
encompassing lower back pain, sensory deficits, 
motor weakness, and sphincter incompetence 
[1,3,5-8]. Adult onset TCS is usually precipitated 
by physical exertion, such as back flexion, 
washing dishes, or receiving trauma to the back 
[9,10]. Furthermore, spine abnormalities such as 
degenerative spinal stenosis are an aggravating 
factor for the emergence of TCS symptoms [11]. 
Suspicion of TCS as a differential diagnosis is 
low, due to the subtle and non-specific 
presenting complaint, insidious and chronic 
onset, and deficits not respecting the 
dermatomoal and myotomal distribution pattern; 
hence they are initially diagnosed as one of the 
common orthopedic, neurological, or 
genitourinary complaint such as lumbosacral 
degenerative disc herniation [12]. The initial 
complaint is usually lower back pain, which 
radiated to the lower limbs in a non-dermatomal 
pattern chronically; radicular pain distribution is 

rarely encountered in such a clinical setting [5, 
13]. 
 
Surgery is controversial in the adult onset TCS, 
due to the complexity of associated lesions and 
difficulty of the procedure. According to a 
literature review by Aufschnaiter et al. [1] most 
authors recommend a pre-emptive surgery prior 
to the development of significant neurological 
deficits [14]. On the other hand, some authors 
advocate the use of physiotherapy once 
evidenced by patient satisfaction [15]. The most 
responsive symptom after surgery is pain relief 
(83.2%). Sensory and motor improvement is also 
established with a 43% and a 58.6% 
improvement respectively, especially if surgery is 
done in less than 6 months after the onset of 
symptoms [1]. In contrast, sphincter response to 
surgery is less responsive, ranging from 45.6% 
improvement to complete resistance. Early 
diagnosis and treatment in less than a 1 year 
period of symptoms emergence in general has 
been listed as the most important prognostic 
factor, in addition to the type and localization of 
associated lesions, such as 
lipomyelomeningocele, split cord malformation, 
previous surgery, and intradural fibrous 
adhesions have low prognostic outcomes due to 
difficulty of successful untethering [14-16]. 
 
Complete retethering and removal of associated 
lesions is known to be associated with notable 
worse results than those who perform filum 

 

←  

 
Fig. 1. T2 MRI shows L4 tethered cord  
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Fig. 2. T2 MRI shows corss section tethered cord  
 
terminale dissection with a possible reduction of 
associated lesions [8,17]. Risk of re-tethering 
after a successful operation is nevertheless 
possible sequelae, with a reported rate of 
deterioration between 25% and 47%, noteworthy; 
the re-emergence of pain symptoms is the most 
common documented sequelae [14,18]. Most 
authors blame the post-operative adhesion and 
fibrosis for the recurrence of symptoms, 
recommending MRI follow-up once a rebound of 
symptoms is documented [18]. 
 
4. CONCLUSION 
 
Tethered cord syndrome is an uncommon entity 
in the adult population. Presenting complaints 
are ambiguous and non-specific, consequently, 
adding to the difficulty of diagnosis. Management 
wise, there is a controversy regarding the timing 
of surgery; incomplete reduction has been shown 
to be associated with less side effects compared 
to complete reduction. 
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