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Abstract: 
A 16 years old girl presented with low back pain, fever and weakness in both lower limbs for 3 months.
Plain radiograph shows lytic lesion in first sacral vertebra and multiple lung nodules. In suspicion of
tuberculosis, antitubercular drugs were advised. But magnetic resonance imaging revealed right
paraspinal soft tissue mass with multiple lesions in several vertebrae causing spinal canal compression
alongwith lesions in iliac bones, sacrum, lung parenchyma and scalp tissue. Fine needle aspiration cytol-
ogy and biopsy revealed Ewing’s sarcoma. Patient was referred to higher centre for chemotherapy/radio-
therapy. Herein we report this rare case of extraosseous Ewing’s sarcoma with disseminated metastases
masquerading as Pott’s spine.   
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Introduction:
Ewing's sarcoma (ES) is a primary bone malignan-
cy commonly involving long bones of the extrem-
ities and the pelvis. Primary malignant sarcomas of
the spine are rare and accounts for only
3.5%–14.9% of all primary bone sarcomas and

extraosseous Ewing’s sarcoma are even rarer
1
. In

30% cases ES is multicentric in origin and approx-
imately 25% of patients will have metastatic dis-
ease at the time of diagnosis with 10% lung, 10%

bones/bone marrow, 5% combinations or others
2, 3,

4
. Neurological deficits due to spinal cord com-
pression are often a delayed presentation.
Extraosseous ewing’s sarcoma can be seen in var-
ious locations like central nervous system, chest
wall, retroperitoneum, kidney, pelvis, rectum,
vagina, skin, small intestine, thumb, finger, arm,
scalp, nasal fosse, lip, toe, para vertebral and per-

ineum
5
.

We report a rare case of paraspinal extraosseous
Ewing's sarcoma with disseminated metastases in a

16 years old female masquerading as spinal tuber-
culosis (Pott’s spine). 

Case presentation:
A 16 years old female presented with a 3 months
history of low back pain, low grade fever, weight
loss and weakness in both lower limbs. She had
developed retention of urine for one week and also
mild intermittent headache with swelling over the
vertex of head. There was no history of trauma.
Blood investigations revealed elevated erythrocyte
sedimentation rate (ESR). Montoux test was found
to be negative. Physical examination revealed
paraparesis in both lower limbs and right
paraspinal tenderness. 

Plain radiograph of lumbosacral spine shows
expansile lytic lesion in the first sacral vertebra
(S1) and chest radiograph (postero-anterior view)
show multiple lung nodules. On the basis of clini-
cal diagnosis of tuberculosis of spine, antitubercu-
lar drugs were started but no improvement was
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seen. To rule out any underlying malignancy, mag-
netic resonance imaging (MRI) of thoracolumbar
spine and brain was done in axial, sagittal and
coronal planes by taking T1-weighted, T2-weight-
ed and STIR (short tau inversion recovery) and
contrast enhanced T1-weighted sequences.

MRI revealed a mild heterogeneously enhancing
right paraspinal mass of size 3.5x3 cm, abutting
and displacing the right psoas muscle (Figure 1).

Multiple patchy heterogeneously enhancing lesions
seen in the D6, D7, D8, L3, L4 and L5 vertebral
bodies with epidural soft tissue component causing
spinal canal compression (Figure 2a and 2b).
Similar signal intensity lesions also seen in bilater-
al iliac bones (Figure 3). Heterogeneously enhanc-
ing expansile lesions seen in S1 vertebral body
(Figure 2a), manubrium and body of sternum
(Figure 2b). Multiple small hyperintense lesions on
contrast enhanced T1W images seen in bilateral
lung parenchyma (Figure 4).  A well defined

Paraspinal Extraosseous Ewing's Sarcoma With Disseminated Metastases Masquerading As Pott's Spine

335

Figure II: Contrast enhanced T1 weighted coronal
MR image showing mildly enhancing mass in right
paraspinal region.

Figure III: Contrast enhanced T1 weighted coronal
MR image of pelvis showing multiple patchy hetero-
geneously enhancing lesions in bilateral iliac bones. 

Figure 2a and 2b: Contrast enhanced T1 weighted
sagittal MR image of spine showing multiple patchy
heterogeneously enhancing lesions in the L3-L5
(Figure 2a) and D6-D8 (Figure 2b) vertebral bodies
with epidural soft tissue component. Heterogeneously
enhancing expansile lesions also seen in S1 vertebral
body (Figure 2a), manubrium and body of sternum
(Figure 2b).



peripherally enhancing lesion also seen in the scalp
tissue in temporo-parietal region (Figure 5); how-
ever brain parenchyma was normal.

Fine needle aspiration cytology (FNAC) from the
right paraspinal soft tissue mass and biopsy from
vertebra revealed malignant round cell tumor that
was confirmed as Ewing's sarcoma by immunohis-
tochemistry. She was referred to oncology centre
for chemotherapy/ radiotherapy. On follow-up
after 3 months, there was improvement in the
symptoms.

Discussion:
Ewing's sarcoma (ES) accounts for nearly 4% of
pediatric malignancies and is the second most com-

mon primary bone tumor in children
6
. It has the

highest incidence in the children and young adults
(median age is 15 years) and is more common in

male than female
7
. The etiology of ES is not well

understood, however some authors have described
it origin from neural crest cells in bone marrow
(small round cell tumor) and associated with t (11;
22) translocation.

Primary sites of ES in decreasing order are lower
extremity, pelvis, chest wall, upper extremity,
spine, scapula, ribs and skull. For extraosseous
primary tumors, the most common primary sites
are trunk, extremity, head and neck, retroperi-

toneum and other sites
8
. Based on the differences

in the treatment responses and survival rates, pri-
mary vertebral ES is of two types i.e. sacral and

nonsacral
8
. Clinically it presents with local pain,

neurological deficit and palpable mass. ES dissem-
inates by hematogenous route. Osteosarcoma,
choriocarcinoma, melanoma and ES frequently
metastasize to the lung, although the frequency of

these primary tumors is relatively low
9
. On plain

radiography, features of ES occur late and the

most common finding is lytic lesions in vertebra
10

.

The common variety is focal lytic lesion followed
by complete flattening of the vertebral body i.e.

vertebra plana
11
. Sclerotic changes of vertebra are

also rarely seen. Computed tomographic (CT) scan
has important role in evaluating the bony destruc-
tion (both vertebral bodies and posterior elements),
soft tissue component and also in CT guided nee-
dle biopsy from vertebral or paravertebral lesions.  

MRI is the best imaging modality for early detec-
tion of tumor, epidural compression, spread to the
bone marrow and extension into adjacent soft tis-
sues. It has the highest accuracy in determining the

response to chemotherapy
12

. ES appears hyperin-
tense to surround soft tissue on T2-weighted imag-
ing and hypointense with heterogeneous enhance-
ment on T1-weighted imaging. ES is also multifo-
cal; hence skeletal scintigraphy is an important tool
to exclude other foci and also used for follow-up

treatment
13

. Chronic infective pathologies (pyo-
genic or tubercular) can be well differentiated from
malignancy on MRI.

Histological features of ES are clusters of
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Figure IV: Multiple hyperintense lesions in bilateral
lung parenchyma on contrast enhanced T1W axial
MR image of chest.

Figure 5: Contrast enhanced T1W sagittal MR image
of head showing a well defined peripherally enhanc-
ing lesion in the scalp tissue in temporo-parietal
region.



monomorphic tumor cells with round vesicular
nuclei and dissociated anucleated cells. The differ-
ential diagnosis of small round cell tumor includes
ES, neuroblastoma, primitive neuroectodermal
tumor (PNET), lymphoma and rhabdomyosarco-
ma. Light microscopic, ultrastructural and
immunohistochemical features differentiate ES

from other tumors
14

. It is difficult to differentiate
ES from other tumors on histologically alone, but
in our case the histologic criteria was sufficient to
diagnose ES.

Multimodality treatment approach i.e. surgery,
chemotherapy and radiotherapy is required for
long-term outcome. Prognosis of patients with
metastatic disease is poor. Predictors of poor out-
come in metastatic disease are age more than 14

years, volume tumor more than 200 ml, more than
one site of bony metastasis, bone marrow metas-

tases and additional lung metastases
15-16

.

Conclusion:
This case report concludes that extraosseous
Ewing’s sarcoma with disseminated metastases
may masquerades as chronic infection.  Patient in
first two decades of life presenting with severe
local pain and tenderness not relieved by bed rest,
the clinicians should evaluate for the possibility of
underlying malignancy, even if plain radiograph is
normal. Multimodality treatment approach with
strict follow-up is essential for successful manage-
ment of Ewing’s sarcoma but the prognosis still
remains poor. 
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