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Eight-year chronic wound caused by Tarlov’s cyst
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Short report

A 10-year-old girl presented with eight-year history of chron-
ic osteomyelitis. She could walk without assistance until two
years old and was found to fall over easily until now. She was
seemed to be not sensitive to pain. Since one and a half years
old, she started to suffer from recurrent toes cellulitis and was
refractory to antibiotics treatment even with afebrile condition,
slightly elevated white cell counts and erythrocyte sedimenta-
tion rate. Furthermore, she received five times of sequestrecto-
my at two, three, five, seven and nine years old, respectively. As
a result, her big toes were amputated due to persistent chronic
osteomyelitis (Figure 1). Nevertheless, the immune function
tests were all normal. Neurological examination revealed that
she has blunt sensation in L4 and L5 dermatome, especially at
bilateral forefoot area and diminished L4 deep tendon reflex.
She also presented slapping gait pattern owing to inadequate
muscle power of tibialis anterior which was innervated by deep
peroneal nerve coming from posterior tibia part of sciatic nerve
(L4-S3). Magnetic Resonance Imaging (MRI) demonstrated a
lobulated cyst at the right aspect of the S1-S3 canal about 1.8
c¢cm x 0.5 cm in size and no nerve root was contained within the

cyst (Figure 2A). Tethered conus syndrome (Figure 2B) along
with neurogenic bladder is highly suspected. Urodynamic study
confirmed the diagnosis of neurogenic bladder. Finally, she re-
ceived Laminectomy of L5 and S1-S2 which led to the diagnosis
of right S1-S3 epidural cyst. The tethering effect of S1-3 epi-
dural cyst which contributed to slapping gait is compatible to
innervation of posterior tibia part of sciatic nerve (L4-S3). The
final diagnosis from the histopathological examination was right
S1-3 Tarlov’s cyst (Figure 3). The clinical condition of diminished
sensation and gait pattern had much improved after successful
surgical treatment.

Tarlov’s cyst, also known as perineural cyst, is cerebrospinal-
fluid-filled sacs. It usually forms on the extradural component
of sacrococcygeal nerve roots at the junction of dorsal root gan-
glion and posterior nerve roots [1]. It often locates at the S1 to
S5 nerve root area which caused corresponding radiculopathy,
paresthesia and muscular weakness. Most of Tarlov’s cysts are
asymptomatic until it become larger enough to cause stretching
or compression effect to the nerve root, which is mostly known
as tethered conus syndrome [2,3]. Therefore, perineural cyst is
often underdiagnosed since it is difficult to identify without im-
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age assistance. Among the two types of Tarlov’s cyst, the one
located next to the nerve tissue often causes less symptoms in
early life, compared with the cyst located posterior to the root
ganglion with nerve fibers inside. The difference course of dis-
ease progress is due to the extent of compression to the nerve
root [4]. Besides, some studies found out that neuropathic an-
esthesia in the lower limbs are caused by spinal cord compres-
sion associated with spinal bony defect [5]. As in our case, the
type of cyst which no nerve root was containing inside caused
longer period to make the correct diagnosis. Considering the
difficulty to make timely diagnosis, careful review of imaging
study which revealed symptomatic cyst is crucial for timely di-
agnosis.

In children who present recalcitrant chronic wound accom-
panied with slapping gait pattern and foot hypoesthesia to pain,
aggressive image examination such as spine MRI should be ar-
ranged for further evaluation especially when the children are
immunocompetent. Early detection and diagnosis of symptom-
atic Tarlov’s cyst with tethered conus syndrome assist the child
to preserve neurologic function and life quality.

Figure 1: Right forefoot chronic wound 1.5 cm x 0.3 cm.

Figure 2A: This T2 spine MRI demonstrated S1-3 perineural cyst
about 1.8 cm in length and 0.5 cm in diameter and no nerve root

was containing within the cyst.
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Figure 2B: The T2 lumbar spine MRI revealed low lying conus at

L3-L4 interspace with stretching of the filum terminale to the pos-
terior dura wall at S1-S2 level.

brous walled cystic lesion with focal meningothelial cell lining
which highlighted by EMA immune-stain. No nerve fiber is identi-
fied.

Supplement 1: Thoracolumbar scoliosis. Butterfly vertebra of T8.
Height decrease in T5 to T9 vertebral bodies.

Supplement 2: Hypoplasia of posterior elements in L3 to L5 ver-
tebrae.
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