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Tarlov Cysts
Incidental Finding during Subarachnoid Drain Placement
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n 82-yr-old woman with Marfan syndrome presented for a
thoracic aortic aneurysm repair. On review of radiological imaging, before lumbar subarachnoid drain placement, incidental cystic
lesions were noted in the sacrum (fig. A and B). These were identified
as perineural or Tarlov cysts (TCs). Subarachnoid drain placement was
uneventful, clear cerebrospinal fluid (CSF) was drained throughout
the perioperative period, and the patient made an uneventful recovery.
First described by Tarlov in 1938 as incidental autopsy findings,
TCs are CSF-filled cavities that develop on the extradural components
of spinal nerves between the endoneurium and the perineurium in
close proximity to the dorsal root ganglion. The reported incidence
of TCs is 1 to 5%, and TCs are usually noted in the sacrum although
they have been described along the entire spinal column.1 The etiology
of TCs remains unclear, but most likely they arise from microcommunications within the subarachnoid space at the level of the dural cuff.
This may function as a one-way valve causing CSF influx, cyst formation, and expansion.2 TCs are mostly asymptomatic, but depending
on size, location, and number, they can cause nerve root compression,
pelvic/perineal pain, bowel/bladder, or sexual dysfunction.2 TCs are
seen on both magnetic resonance imaging (fig. A, white arrow: sagittal
T1-weighted magnetic resonance image showing CSF density of cystic
lesions in the sacrum) and computed tomography (fig. B, black arrow: axial computed tomography showing bilateral sacral
cystic lesions with foraminal widening) as CSF intensity, simple or loculated, cysts with occasional widening of the spinal
foramina (fig. B). They must be differentiated from other cystic lesions, including intradural ectasias, subarachnoid cysts, and
meningeal diverticula. In general, TCs do not require treatment, but if they are symptomatic, shunting, aspiration-injection
with fibrin glue, and excision have been attempted with varying results.2
Anesthetic considerations include inadvertent puncture during caudal block, failed spinal (needle penetration in a cyst
preventing intrathecal spread), and cauda equina syndrome.3 With the increased use of radiological imaging, anesthesiologists
should be familiar with these characteristically benign lesions. They should not preclude neuroaxial anesthesia or subarachnoid
drain placement; however, they may warrant careful consideration of such techniques.
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