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FEEREE No. 21, 1993

Lumbosacral Perineurial Cysts Caused Cauda Equina

Syndrome Which Temporarily Relieved

by Pelvic Traction — Case Report

Chui-Lee Wong, Mei-Hue Hsu

Sacral perineurial cyst is an uncommon entity. It can be the cause of a sciatica or cauda

equina syndrome. Reportd here is a case of multiple lumbosacral perineurial cysts with cauda

equina syndrome, who experienced remarkable improvement of sympioms after each course of

pelvic traction which was initially prescribed under the impression of lumbar spondylosis. Pelvic

traction may probably serve as a palliative treatment temporarily for some patients with only mild

symptoms or patients whose general condition is not suitable for surgery.
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Sacral perineurial cyst can be the cause of a

sciatica or cauda equina syndrome. For patients who
have symptoms, surgical treatment allows complete
or partial recovery [1]. Pelvic traction has not been
recommended as a conservative treatment for these
patients in the literature. This report describes the
good result of pelvic traction experienced by a case
of multiple lumbosacral perineurial cysts with canda

equina syndrome.

A 63 year-old female, who had constipation for

half a year, sustained severe pain over buttocks and
weakness of legs, which made her unable to walk
independently, after a trivial twisting of her waist,
and admitted to a hospital for continuous pelvic trac-

tion under the impression of lumbar spondylosis.

Besides, the patient felt anorectal discomfort, simi-
lar to rectal tenesmus. She obtained improvement
gradually with pelvic traction. One month later, she
was discharged, but visited our clinic and requested
for pelvic traction with the complaints of residual
mild to moderate degree of pain over buttocks with
radiation to legs, anorectal and perineal discomfort
and constipation. The pain over buttocks became
worse on sntmg Straxght leg rammg t0:90 degrees
on eaoh sxde aggravated pam over the eorrespond—
1ng buttock Ankle jerk was absent bliateraﬂy -The
clinical’ mamfestatzon suggested cauda eqmna syn-
drome whmh is unusual in uncomphcated Jummbar
spondyiosas Plam falms of }ambosaerai ste
showed iocahzed en}argement of the sacral canal
with pressure erosmn “of the adjacent bone and mild
degeneretwe bony change (Fxg ‘1)..Spinal CT re-
vealed hypodense expansﬂe eysts m the sacrai ca-
nai as’ well as erosmn of postenor sacral element
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Fig. 1. Plain film of lumbosacral spine revealing

pressure erosion {(arrowheads) of the sacrum.

(Fig. 2). Although the patient has got improvement
after pelvic traction, she was referred to the neuro-
surgical clinic for further management.

After admission to the neurosurgical ward,
paresthesia over S2 dermatome was found in addi-

tional to the physical findings noted at OPD. Met-

Fig. 2. Spinal CT showing hypodense expansile
cysts in the sacral canal with marked ero-
sion of posterior element of sacrum.
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_rizamide-myetography. demonstrated mu]tlple lum-

bosacral perineurial cysts w1th b;Iaterai S2 cysts

‘being the largest (Fig. 3). MRI revealed a 2 cm

and a 3 cm ovoid high signal cysts over the right
and the left sides of sacrum at S2 level, respectively,
and marked expansile widening of the sacral canal
on T2*W images. They connected to the thecal sac
with nerve root sheaths (Fig. 4). As the patient ¢on-
tinued to improve, surgery was not performed. The
patient was instructed to avoid prolonged sitting,
standing and walking,

Three and a half months after discharge, the
patient visited the clinic with the complaints of
constipation and bain over buttocks with radiation
to legs, and requested for pelvic traction again, It
was thought that the remarkable improvement of
symptoms noted before was mainly attributable to
the effect of pelvic traction, so pelvic traction was
prescribed, and she got improvement gradually.

. Half a year later, the patient came back agam
with mild recurrence of symptoms. After intermit-
tent pelvic traction for two and a half months, she
could walk comfortably for half an hour. She got
constipation improved and did not need Dulcolax.

In 1938, Tarlov descnbed five cases of appar-

entfy asmptomatic permeunal cysts involving the
sacrococcygeal roots during dissection of the film
terminale at autopsy. However, in 1948; he reported
a_case who demonstrated the symptoms and signs
of a ruptured lumbosacral disc, but was discovered
at operation to have a typical perineurial cyst of
the right S2 posterior nerve root. The cyst was ex-
cised and the patient experienced a rapid recovery.
Sacral perineurial cyst can be the cause of a sciat-
ica or cauda equina syndrome [1]. The dominant
syndrome was referable to the candal nerve roots
either sciatica, sacral or buttock pain, rectal pain,
urinary retention or incontinence, vaginal or penile

paresthesia, sensory disturbance on buttock, perin-



F}g 3 Metnzamxde'mye ography _evealmg multlple lumbosacral permeunal cysts (A; anteropostérior, and

B nght obhque v:ews)”

eal area and 10wer ixmb weakness of }eg or ab-:_':'._
sent ank}e Jerk The symptoms were usuaiiy ms:d;- o

ous m onset and then became progresswe but there

was antecedent trauma in some cases [1,2].
Perineurial cysts occur along the nerve roots,
at or distal to the junction of the posterior root and
the dorsal ganglion, They arise between the per-
ineurium and the endoneuvrium. The spinal nerve
root fibers either lie within the cyst wall or exist
freely, centrally, within the cyst bathed in CSF, By
Tarlov’s criteria, the cyst wall contains nerve fi-
bers and, occasionally, ganglion cells. The cysts are
usually seen on the sacral roots but they may occur
at other levels. They may attain a diameter of 3
cm, severely compressing or invading nerve roots,
or they may be small without pathological signifi-
cance. They are often multipie {1,2]. The etiology
of perineurial cysts is obscured. Degeneration, spon-

taneous or traumatic hemorrhage, preliferation of

f_farachnmd and congenital origin have been suggested
L3

“Radiographs of lumbosacral spine in patients
of periﬁeﬁrial cys.t are frequently normal, but lo-
calized enlargement of the sacral canal with pres-
sure erosion of the adjacent bone may be found in
some instances [1].

On myelography using oily contrast maierial,
perineurial cyst usually do not fill on initial
examination, but they will be visualized several
hours to more than 24 hours later on subsequent
examination [4]. Nevertheless, Shapiro reported the
pantopaque (oily contrast medium) can be visualized
passing in and out of the cyst at fluoroscopy on
myelography [5]. Since the introduction of water-
soluble contrast medium for myelography, the cysts
are usually visualized immediately. It is assumed
that the low viscosity of the water-soluble contrast

medium accounts for this finding [4]. Perineurial

187



Fig. 4. MRI sagittal scans demonstrating a large cyst in sacral canal, low signal in TIW ir;iagé (A), and
high signal in T2*W image (B); cysts with marked excavation of sacrum on axial TIW image (C);
bilateral 81 (small arrowhead) and S2 (large arrowhead) cysts on coronal T2*¥W image (D).

cysts usually communicate with the subarachnoid
space. When routine water-soluble myelography is
normal or demonstrates only an extradural defect,
but no filling of the cyst itself, computerized to-
mographic myelography usually shows the extent
of the cyst and the communication between the cyst
and the subarachnoid space [3,6].

Siqueira described the CT characteristics of
erosion of the posterior sacral element as well as
enlargement of the sacral canal. Myelography will

not be needed to confirm the diagnosis [7], espe-
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cially in asymptomatic patients or patients for whom
surgery 1s unnecessary or not suitable.

MRI has been used in the diagnosis of sacral
perineurial cysts, later confirmed at surgery [8]. On
MRI, the cysts have low signal on TIW images,
and high signal on T2W i}nages, similar to CSF
[31.

When the cyst is large with significant mass
effect, operative treatment is mandatory [4]. The
aim of surgery is to obliterate the cyst by partial

resection and oversewing the cyst wall or by total



excision of the cyst with nerve root [3]. Complete
excision of a single or two cysts'together with the
nerve roois may leave no seqgualae. When dealing
with three or more perineurial cysts arising from
major nerve roots, partial resection of the cyst wall
will probably be preferable to complete excision in
order to preserve as much function as possible [2,3].
Simple aspiration of the cysts is not recommended
and has been disappointing, since under these cir-
cumstances the cysts probably reinflate postopera-
tively [2].

Conservative treatment instead of surgery was
prescribed for elders, whose general condition was
not suitable for operation [7,9], or patient with an-
gina [9].

As sacral perineurial cyst can be a cause of a
sciatica or cauda equina syndrome, CT examina-
tion of sacrum should be performed in patients with
prolonged symptoms of a herniated disc or cauda
eqina syndrome [9].

In the patient presented, the clinical manifes-
tation, which was originally considered to be at-
tributable to lumbar spondylosis, was unusual. It
suggested cauda equina syndrome. The possibility
of usually unexpected entity prompted additional
investigation. Although there is no surgical and his-
tological verification, the diagnosis of multiple
symptomatic lnmbosacral perineurial éystg is clear
after myelographic, CT and MRI documentation.

The patient fortunately obtained marked im-
provement of symptoms after each course of pelvic
traction which was initially prescribed under the
impression of lumbar spondylosis. It is assumed that
the pressure of the intralumbosacral canal decreases
during pelvic traction, or the changing in pressure
facilitates the release of a portion of fluid from the
cyst to the subarachnoid space. The compression
on the neural contents is relieved, and thus palli-
ates the clinical symptoms.

After the symptoms were markedly relieved,
MRI was not followed to see whether the size of

the cysts was decreased because it is difficult to

expect the cysts to be decreased significantly by
the imaging study. Firstly, the MRI, which was al-
ready done nearly one and a half months after the
onset of symptoms, might not really present the size
of the cysts while the symptoms were the worst.
Secondly, MRI could show only the size but not
the tugor or tension of the cysts. However, the lat-
ter might be related to the severity of irritation or
compression on the nervous tissue as well as the
former.

With the experience of this patient, pelvic trac-
tion may probably serve as a palliative treatment
temporarily for some patients with only mild symp-
tomns or patients whose general condition is not suit-

able for surgery.
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