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SUMMARY :

Two cases of occult intrasacral meningocele are reported. Clinical picture, radiological findings and treatment
are discussed.

Enderle (1932) was the first to use the term “Occult intrasacral meningocele” (2). Trauma is considered as an
etiological factor, even though most of the occult intrasacral meningocels are congenital (3, 7).

The patients may be asymptomatic. The symptoms are produced as a result of compression and deteriorati-
on of the sacral roots by meningocele.
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INTRODUCTION The sacral nerve roots were extending anteriorly
to the cyst. The patient had a mild low back pain in

Case 1:
' the immediate post-operative period. Three months
A 38-year-old male was admitted to our depart- after operation, he was found completely asympto-
ment with the complaint of a sudden pain in his left matic,

leg starting 45 days previously. It was aggravated by
sneezing or coughing, He had had conservative tre-
atment before admission, but did not improve. Lum-
bar muscle spasm and weakness in dorsal flexion of
the left foot was found in the physical examination.
Straight leg raise test was positive in 40. The rest of
the neurological examination was found normal. CSF
was clear and contained 44 % protein and 4 cells. Plain
lumbosacral radiographs were evaluated as normal
at first, but afterwards a retrospective evaluation re-
vealed that the canalis sacralis was widened and the
posterior wall of the sacrum was thinned. Myelog-
raphy showed an epidural defect in the left and a
contrast-filled meningocele within the sacral canal.
(Fig.1) A computed tomography scan demonstrated
a contrast-filled cystic structure starting with a nar-
row isthmus at the level of sacral 2 and extending
into the distal part of the sacrum. (Fig.2).

At surgery, L5 disc was removed beneath the left
L5 root at first, then laminectomy of the S1-2-3 was
performed. Since the laminae were paper-thin, sac-
ral laminectomy was done easily. The wall of the cyst
was also very thin and very fragile. The stalk of the

meningocele was found and ligated, then the cyst was Flgl: C&s;;ﬁyizﬁftyﬁfﬁ;’;”?md . e?}di“':ﬁedg:;m

excised.
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Fig.2 : Case 1. Computerized tomography-myelography scan in the
axial and sagittal plane demonstrated a contrastfilled cystic
structure starting with a narrow isthmus in the level of sac-
ral 2 and extending into the distal part of the sacrum.

Case 2:

A 39-year-old male was admitted to our depart-
ment with a complaint of low back pain radiating into
both legs. The pain had started 2 years previously
and increased day by day, conservative treatment ga-
ve no benefit. Physical examination disclosed lum-
bar muscle spasm and absence of ankle reflex at the
left. Plain radiograms of the lumbosacral spine were
considered normal. Myelography revealed a contrast-
filled sac extending the inferior of S1. (Fig.3).

Fig.3 : Case 2. Computerized tomograpy-myelography scan in the
axial and sagittal plane demonstrated a welldefined, oval,
contrast-filled cyst which was starting at the level of L4-5 and
prolonging to the inferior of S1.

In the operation, total laminectomy of L4, L5, S1
was performed. The lumber laminae were normal in
thickness, but the lamina of S1 was very thin. A thin-
walled sac which had wide-based communication
with the caudal portion of the thecal sac was seen

below the laminae. It was torn easily. The sac was
excised and the opening was closed with a fascial
graft.

The patient had urinary retention and mild low
back pain in the immediate post-operative period. He
recovered full bladder control by the 4 th day. He had
intermittent low back pain one month after ope-
ration.

DISCUSSION

Occult intrasacral meningocele is a rare abnorma-
lity. Enderle described it as an abnormal dilatation
of the meninx within the spinal canal (2). Howiesen
et al. reported three cases of whan they called expan-
sion of the subarachnoid space in the lumbosacral spi-
ne (5). Joseph and McKenzie suggested that the
prolongation of the subarachnoid space beyond the
normal level may probably be better described as a
caudal diverticulum of the thecal sac (6). Nabor et al.
also considered it as diverticula and suggested a clas-
sification which divides spinal meningoceles into
three groups, and described occult intrasacral menin-
gocele as Type 1 B (7).

The most frequent symptom in this pathological
condition which may become manifest at any age, is
low back pain radiating down to the legs. An almost
equally common finding is bladder dysfunction in the
form of retention or incontinence (4, 5, 6, 8). It is pos-
sible that the clinical picture may be due to the disc
lesion while the meningocele is asymptomatic and the
meningocele may be detected acdidentally (1, 5). In our
first case, the meningocele  coincided with a in-
tervertebral discal hernia. The most characteristic and
important finding is tenderness over the lumbosacral
spine (4). Sensory deficit in the saddle are and/or on

“the legs, absence of the ankle reflex and weakness of
lower extremities maybe seen (3, 4, 5, 6, 8). Paraver-
tebral spasm and absence of the ankle reflex was fo-
und in our second case.

Common assodiated hereditary findings like sac-
ral hypertrichosis or pigmentation, subcutaneous lipo-
ma, cutaneous lesions of neurofibromatosis and
dermal sinus were not seen in our patients.

The most frequent finding in the plain radiographs
is widening of the sacral canal with thinning of its an-
terior and posterior walls. We saw this clearly in our
first case. In addition to this finding changes as hemi-
vertebra, lumbalisation of the first sacral vertebra, spi-
na bifida occulta were reported (4, 6).

Myelography is the definitive diagnostic method
which demonstrates the contrastfilled meningocele sac.
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Tomography may be helpful to show the dilata-
tion of the sacral canal, the CSFfilled sac and the com-
munication with the caudal sac.

We ligated the narrow stalk and excised the sac
easily in our first case. It also is reported that this is
frequently possible (4, 5. 6, 7). Joseph and McKenzie
suggested that decompression of the lesion by unro-
ofing the sacral canal maybe sufficient (6).
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