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Paraganglioma of Cauda Equina

A case repor —

Seok Jin Kang, M.D., Youn Soo Lee, M.D., Byung Kee Kim, M.D.
and Sang In Shim, M.D.

Catholic University Medical College, Department of Clinical Pathology, Seoul, Korea

This case report describes a paraganglioma of the cauda equina in a 37-year-old man, as
documented by light microscopy and immunohistochemistry. The patient experienced low back pain
of 3 years duration, with the recent onset of sciatic pain and altered sensation in the right leg.
Magnetic resonance imaging of L4 vertebral level revealed an ovoid, solid mass in the cauda
equina. The mass was measured 1.5 cm in the greatest diameter. The histologic appearance was
characterized by organoid pattern with clusters of chief cells (zellballen). Immunohistochemically,
tumor cells are positive for keratin, epithelial membrane antigen, vimentin, neuron specific

enolase and chromogranin. (Korean J Pathol 1997; 31: 895~897)
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Fig. 1. A small, ovoid soft tissue mass is noted within
the thecal sac of the L4 vertebral level (arrow head),
which measures about 1.5 cm in the greatest diameter.
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ol MESF #He (zellballen patern)E Helch (Fig
Za). W2 Y E dRiFolgy AHg ANAE
FHAR gledch FAEE BEke A kel M E
AL FEEE FHelglon oI 4o n Iy
Aoldel (Fig. 2b). HEF vl f9]s)| whagle] =
Z) M E (sustentacular cel)Se] =g} F HE
2] 7133 dahE 55E k= %ol DAKO-LSAB
kitg o] g8k oz aaed A4 FobM]E cywken-
tin, chromogranin, neuron specific enolase, epithelial
membrane antigen, vimentinel] Zek4e|glx (Fig. 3a
and 3b) S100 ghefofl = Ape] X 2| H|ZEE5F ok o]
ek, 12| glial fibrillary acidic protein (o] DAKO,
prediluted)el] v= 4 @] %ic}.
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Fig. 2. a) The tumor is composed of round to polygonal
cells grouped into small nests divided by a fine network
of vascular channel, b) Relatively uniform tumor cells
have an ovoid nucleus with regular chromatin pattern, a
moderate amount of granular cytoplasm and lack of mi-
totic activity.

Fig. 3. Immunohistochemically, mmor cells are positive
for neuron specific enolase (a) and chromogranin (b).
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