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ABSTRACT

Objective: The purpose of this case report was to describe a patient presenting with back pain subsequently
diagnosed with thoracic schwannoma.
Clinical Features: A 45-year-old male presented to a chiropractic practice with mid-back, low back, and sacroiliac
pain. Orthopedic examination revealed joint dysfunction in the thoracic–sacroiliac region with normal findings on
neurologic examination. An initial diagnosis of thoracic spinal pain and sacroiliac sprain and strain was made. At
approximately 7 weeks of treatment, because of the patient’s persistent pain, chest magnetic resonance imaging (MRI)
was ordered by the chiropractic physician.
Interventions and Outcomes: The chest MRI revealed an intradural extramedullary mass at the T5 level creating a
marked compression of the spinal cord. A thoracic MRI was conducted 2 days later confirming the presence of the
tumor. The patient was successfully treated with spinal surgery to remove a schwannoma.
Conclusions: Mechanical spinal pain is a common symptom in patients presenting to chiropractic offices and may
present concurrent with other pathology. In the presence of unresolved persistent thoracic pain, clinicians should
investigate other potential causes. (J Chiropr Med 2017;xx:1-4)
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INTRODUCTION

Primary spinal tumors are rare, with an incidence of 0.74
to 0.97 per 100000 person-years, and account for
approximately 4% to 16% of all central nervous system
tumors.1-3 The most common sites are the spinal cord
(60.5%), followed by the spinal meninges (36.0%), and the
caudal equina (3.5%).1 Primary spinal tumors are divided
into 3 categories based on their anatomic location:
intramedullary, intradural extramedullary, and extradural.4

Intradural extramedullary (IE) tumors include schwanno-
mas, neurofibromas, and meningiomas.5 Schwannomas can
present with 2 main symptoms—radiculopathy and neuro-
genic claudication—as well as worsening sensorimotor loss
and back pain radiating from the tumor level.6 Patients with
unilateral localized spinal tumors are more likely to

experience localized back pain, whereas concentric growths
are associated with diffused pain and motor deficits.7

The prevalence of chronic back pain is rising and
accounts for 10% of the population, with 84% of them
seeking care from a health care provider.8 One of the
recommended treatment options for low back pain (LBP) is
spinal manipulative therapy.9,10 Chiropractors are one of
the most common health care providers that perform spinal
manipulation therapy for back pain.11

The purpose of this case report is to describe a patient
who presented for chiropractic care for back pain and was
later diagnosed with a thoracic tumor.

CASE REPORT

A 45-year-old male presented to a chiropractic practice for
the first time with acute exacerbation of chronic LBP with
sciatica and acute mid-back pain. Approximately 1 year before
presentation, the patient had injured his lower back stepping off
a curb while jogging, which had resulted in sciatic pain. An
orthopedist had ordered lumbar magnetic resonance imaging
(MRI), which revealed a small right disk extrusion at L4/L5
compressing on the descending nerve root. The patient started a
regimen of physical therapy treatments, ending with 2 steroid
injections into the lower back 8 months after initial injury, but
the sciatic pain was not resolved.
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A month later, the patient presented to a local hospital
with severe rib pain and reported that the mode of injury
was his child jumping on his back. Chest and thoracic
radiographs were ordered, and rib fracture was ruled out.
Two months later, he presented to the emergency
department (ED) with severe pain in his ribs and
mid-back, but he was released without any images taken
and was told that his injury would take time to heal.

Approximately 2 days after the ED visit, the patient
presented for chiropractic care for his back pain. He reported
right-sided pain in the mid-back and along the ribs more than
50% of the time, with a pain intensity of 4 out of 10 on a
numerical pain scale; the pain was provoked by twisting of
the spine. He also reported having chronic lower back and
sciatic pain. The patient reported that nothing seemed to
alleviate his mid-back rib and lower back pain.

Examinations with positive findings included the Gold-
thwait test, demonstrating local pain on the right side; the
Minor sign test, demonstrating sacroiliac pain; and the
Yeoman test on the right, demonstrating local pain;
however, the Valsalva test result was negative. Upper and
lower extremity muscle strength and Achilles and patellar
reflexes were normal. The patient reported no respiratory
illnesses within the prior 6 months. Palpation revealed taut
muscles and tenderness to the right lumbar extensors,
thoracic extensors, gluteus medius and minimus, ham-
strings, and piriformis. Ranges of motion of the lower spinal
region were limited in extension, flexion, bilateral flexion,
and rotation, accompanied by pain throughout all ranges of
motion. Ranges of motion of the thoracic spine were within
normal limits. On the basis of this information, the initial
diagnosis was sacroiliac sprain and strain and thoracic
spinal pain, and the patient’s prognosis for recovery was
good.

INTERVENTION AND OUTCOME

A short trial of conservative chiropractic care, including
chiropractic manipulative therapy (CMT) to the sacroiliac
joints and to the thoracolumbar spine, was recommended.
The CMT consisted of diversified techniques, administered
with the patient in the prone position; a high-velocity,
low-amplitude force was delivered either by an Activator
instrument (not according to Activator protocol; Activator
Methods, Phoenix, AZ) or by hand directed to his
mid-thoracic and side posture for his lumbar spine.

During re-examination after 3 weeks and 8 treatment
visits, the patient reported pain down his leg, mid-back rib
pain, and lower back pain. The patient reported that all 3
symptoms were improving with the chiropractic treatments.
After the re-evaluation, the assessment was that the
condition was improving as expected. Along with chiro-
practic treatments, McKenzie back exercises were also
initiated at this visit.

At 4 weeks of treatment, the patient returned to the ED
with severe pain in the chest and ribs. A chest computed
tomography (CT) scan showed negative findings. The next
day, ultrasonography was ordered for his abdomen, and
findings were negative again.

The patient continued with his chiropractic visits. After 7
weeks and 20 treatment visits, pain in the right-sided rib
region persisted, but the pain in the lumbar spine and the
sciatica continued to improve. Because of the persistent rib
pain, the chiropractor referred the patient for MRI of the
chest. The MRI report revealed a “2.2 × 1.5 cm mass within
the central spinal canal in the mid- to upper thoracic region,”
and MRI of the thoracic spine was then recommended. The
MRI report was as follows: “An intradural extramedullary
mass at the T5 level creating marked compression of the
spinal cord,” and a surgical consult was recommended.
The chiropractor explained the MRI reports along with the
MRI (Figs 1 and 2) to the patient and immediately referred the
patient to a neurosurgeon.

Four days later, the patient underwent surgery to remove
the spinal tumor, and the preoperative and postoperative
diagnosis was IE spinal tumor (schwannoma) and thoracic
stenosis. A laminectomy with allography was performed
from T4 to T6 for the thoracic stenosis. On that same day,
the patient also underwent an L4 and L5 partial right
laminotomy and discectomy for the L4/L5 disk extrusion.

The patient followed up with the neurosurgeon for
periodic MRI checkups. At his 2-year postoperative
follow-up, all examinations by MRI showed absence of
any residual tumor or regrowth and no cord pressure. The
patient has received physical therapy treatments to regain
muscle strength and for the most part remains asymptom-
atic. The patient gave consent for his information to be
presented in this case report.

DISCUSSION

This case is unusual in that there were several
complicating factors in the clinical presentation. The patient
had a history of trauma occurring close to the time of onset
of the back pain, which led his health care providers to think
that the pain was caused by musculoskeletal injuries. The
initial examination by his chiropractor supported a
diagnosis of thoracic spinal misalignment, with pinching
of the local thoracic nerves and pain radiating to the
intercostal nerves. Although spinal tumors are rare, they are
encountered by health care practitioners and mimic
mechanical spinal pain.

Other case studies have reported similar findings. Cox
et al.12 reported the case of a 30-year-old man presenting
with lower right back and abdominal pain provoked by a
jarring motion. Magnetic resonance imaging was ordered,
and an IE tumor, specifically a schwannoma at the T10
vertebral level, was discovered. The patient underwent full
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