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Cauda equina tumours
Lumbago and sciatica are most commonly caused by mechani-
cal lesions of the intervertebral discs, ligaments, and inter-
articular facets. A rare but important cause of this syndrome
is a tumour of the cauda equina.
A recent review from Oxford' has described the neurological

features of 70 patients seen in over 40 years-an indication
of the rarity of such lesions. The most common tumours were
ependymomas (30 patients) and neurofibromas (29 patients,
five with neurofibromatosis). The remainder were made up of
metastases, lymphomas, meningiomas, and lipomas, all
intrathecal. Occasionally the presence of a tumour may be
mimicked by dermoids, fibrous bands, or a perineurial cyst
of Tarlov. Lesions arising outside the dura were excluded
from the Oxford series; hence the rarity of metastases and
central disc prolapses, which are frequent causes of compres-
sion but are not primary lesions of the cauda equina.
The clinical picture is not distinctive. Many patients have

a history of two to five years-over a fifth of the Oxford
patients longer than five years-before the lump is discovered.
Backache or sciatica was the main symptom in 57 of the
70 patients. By contrast with disc lesions the pain tends to be
constant and progressive and is characteristically worse at night
when the patient lies down; the victim often paces the floor
or sleeps in a chair-features rare in disc disease. One mechan-
ism suggested for this nocturnal pain is stretching of nerve
roots as the normal lumbar lordosis is lessened in recum-
bency2; only slightly more plausible explanations have been
the relaxation of the spinal muscles during sleep3 or raised
pressure in the cerebrospinal fluid in sleep pushing the tumour
down the spinal canal.4 Postural scoliosis and exaggeration or
abolition of the normal lumbar lordosis may be found. Simi-
larly, the patient may limp with hip and knee flexed to lessen
the pain of stretched nerve roots.
The centrally placed tumour causes asymmetrical wasting

and weakness of leg muscles, with sensory loss in a radicular
distribution over the sacrum, perineum, and the back of the
thighs, usually accompanied by impotence, frequency, and
retention of urine. A peripheral tumour may produce a
segmental root pain with corresponding weakness and wasting
of leg muscles and absence of the segmental reflexes. Sphincter
disturbances and bilateral signs develop late in such patients.

Saddle anaesthesia, wasting of the gluteal muscles, and a
patulous anal sphincter5 on digital examination are important
signs, often found. A few patients may present with painless
weakness of the legs, especially when the tumour is near the
conus. An odd presentation is raised intracranial pressure with
papilloedema and communicating hydrocephalus; these
features have been ascribed to absorption of the cerebrospinal
fluid being prevented by its very high protein content-
itself due to the tumour and the spinal block.6 An acute onset
of pain accompanied by signs of meningism in a young man
should raise the possibility of spinal subarachnoid haemorrhage
from the tumour; this also may produce hydrocephalus by
blocking the exit foramina of the fourth ventricle with blood
and fibrin.
How should this condition be detected? If obvious wasting

or sensory loss complicate sciatica, the patient should generally
be referred to a neurological or neurosurgical department.
Bladder symptoms require urgent referral. The breasts,
thyroid, abdomen, and rectum should be examined; a chest

radiograph taken; and the sedimentation rate and serum
acid and alkaline phosphatase concentrations estimated. These
results should exclude the more common sources of meta-
stasis. Straight radiographs of the spine and pelvis are needed
to exclude other vertebral body lesions and to look for scallop-
ing, erosion, or widening of the interpedicular space. Myelo-
graphy is urgent and should be performed immediately the
clinical assessment is complete, as it will help to locate the
obstruction. It does not, however, always permit differentia-
tion from a large central disc prolapse before surgery.7

Surgery aims at complete removal of the mass8; this is
usually possible with neurofibromas, but in about half of the
patients with ependymomas it may not be feasible, and
radiotherapy will then be given.' The prognosis is usually
good, with symptomatic recurrence in only one-third of
ependymomas incompletely removed. The quality of survival
is worse with ependymomas than with other causes, and, since
sphincter disturbance is seldom reversed by treatment, early
diagnosis is of real clinical value.
The main difficulty is to pick out the rare instance of

spinal tumour from the massive numbers of patients with
backache. Bladder or bowel symptoms, impotence, and wasting
of the legs demand urgent referral for assessment. No one
with the "numb bum syndrome" should be allowed to escape
investigation.
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Medicine and Books
A year ago we changed the format of the book review section
to Medicine and Books. The three main aims were to consider
books in a wider perspective, to list every book of medical
interest received for review, and to ask individual writers to
describe their enthusiasms.

Readers' comments suggest that this has been the most
popular change since the introduction of Personal View. Yet
we have also heard of several misconceptions by both authors
and editors: that we are now reviewing fewer books and that
we never review editions other than the first. In fact, the
number of book reviews has risen; the spring and autumn
book supplements have continued; and books and pamphlets
are often featured in other parts of the journal-notably Views,
The Week, and Materia non Medica. Our policy towards
reviewing remains the same: to try to notice every important
new British book and every revision of a British book that
makes it virtually a new publication. In addition, we also try
to review as many books as we can from those of general
interest published in the USA and elsewhere. When a book
is not reviewed the usual explanation is that we thought it too
technical for our general readership, or that, despite repeated
requests, the reviewer failed to provide a comment.
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