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ABSTRACT
Background: Spinal extradural arachnoid cysts (SEDACs) are rare and are variously attributed to congenital,
traumatic, or inflammatory etiologies. Here, we report a 70-year-old male who presented with a T11-T12 SEDAC
and an incidental craniovertebral junction (CVJ) meningioma.
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Case Description: A 70-year-old male presented with progressive bilateral lower limb weakness and paresthesias.
The thoracic MRI identified an extradural arachnoid cystic lesion at the T11-T12 level. In addition, the brain/
cervical MR documented an incidental meningioma at the CVJ. The patient underwent T11-T12 laminectomy
for fenestration/removal of the extradural arachnoid cyst resulting in immediate cord decompression and
neurological recovery. The histologic examination was consistent with a SEDAC who underwent successful
resection of the SEDAC that resulted in symptom resolution.
Conclusion: We presented a 71-year-old male with a thoracic SEDAC and an incidental CVJ meningioma, where
resection of the SEDAC resulted in symptom resolution.
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INTRODUCTION
Spinal extradural arachnoid cysts (SEDACs) account for <1% of all spinal lesions. They are classified
as a subtype of spinal arachnoid cysts that most frequently occur in the mid-to-lower thoracic
levels.[8] They typically develop when the arachnoid membrane herniates through the dura.
Neurological symptoms of SEDACs that range from radicular pain to compressive myelopathy
reflect the level, size, and location of the SEDAC.[2] Here, we report a 71-year-old male who was
treated for myelopathy attributed to a T11-T12 SEDAC; his symptoms/signs resolved following
successful resection/marsupialization of the SEDAC. Notably, the incidental craniovertebral
junction (CVJ) meningioma, unrelated to the SEDAC, was later treated with stereotactic
radiosurgery.
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showed no residual cord compression and full resolution of
the extradural arachnoid cyst [Figure 3a-c]. The incidental
meningioma was later treated with stereotactic radiosurgery.

Clinical and radiographic presentation
A 70-year-old male patient presented with 2 years but 3 weeks
of marked progression of lower limb weakness/paresthesias
associated with a paraparesis/and lower extremity sensory
changes. The thoracic MR showed a T11-T12 CSF-like
extradural compressive lesion considered to represent an
extradural arachnoid cyst [Figure 1a-d]. The brain/cervical
MRI documented an incidental CVJ meningioma.

DISCUSSION
Classification of spinal arachnoid cysts
Spinal arachnoid cysts are usually located either dorsal
or ventral to the spinal cord and are mostly observed in
adolescents and middle-aged men.[2] Nabors divided SEDACs
into three types: extradural cysts without spinal nerve root
fibers (Type I), extradural cysts with spinal nerve root fibers
(Type II), and intradural cysts (Type III). According to this
classification, our case is characterized as a Type I SEDAC.[6]
The etiology of spinal arachnoid cysts involves congenital,
traumatic, or inflammatory mechanisms.[1] The following
features likely play important roles in their progressive
enlargement; pulsatile CSF dynamics, differential osmotic
pressures between the subarachnoid space and cyst, and the
one-way valve-like mechanism that develops at the narrow
communication between the cyst and dural sac.[1,2] Symptoms
reflect the level, size, and site of cord/root compression.[2,5]
Signs may vary from radiculopathy to major myelopathy
and typically include back/leg pain, leg weakness plus
urinary incontinence, and sexual dysfunction.[4,8] Diagnostic

Surgical management/postoperative course/pathology
A T11-T12 laminectomy was performed, and the extradural
arachnoid cyst was fenestrated, marsupialized, and
removed en bloc utilizing intraoperative neurophysiological
monitoring without any changes being noted [Figure 2a].
A microsurgical repair of the left T11-T12 paramedian/
foraminal dural defect (i.e., through which the arachnoid
had extruded into the epidural space) was repaired/sutured
using nonabsorbable Prolene sutures, collagen sponge,
and dural sealant [Figure 2b and c]. The histological
examination confirmed the diagnosis of a SEDAC.
Immediately postoperatively, the patient’s gait progressively
improved. Three months later, the follow-up thoracic MRI
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Figure 1: MRI images at T2-WI sagittal (a) and axial (b) planes, sagittal STIR (c), and gadolinium-enhanced T1-WI (d) showing a CSF-like
signal at the T11-T12 levels and an altered thoracic spine signal intensity area.

a

b

c

Figure 2: Intraoperative findings after T11-T12 laminectomy: (a) identification of an extradural cystic lesion and below dural sac, (b) left
T11-T12 paramedian dural defect with extension to the neuroforamen detected after cystic fenestration and en bloc removal, (c) microsurgical
repair of the dural defect using nonabsorbable Prolene suture, collagen sponge and dural sealant have been performed.

Surgical Neurology International • 2022 • 13(55)

|

2

Marrone, et al.: Thoracic spinal extradural arachnoid cyst

a

c

b

Figure 3: Postoperative MRI images at sagittal STIR (a), and T2-WI sagittal (b) and axial (c) planes showing spinal cord decompression and
excluding further development of arachnoid cysts or CSF leaks.

neuroimaging should typically include both CT and MRI
studies to differentiate these lesions from cystic tumors
(e.g., cystic meningioma) and/or rare spinal infections.[3,7]
The treatment most often involves surgical decompression
with obliteration of the communication between the
subarachnoid space and the extradural cyst followed by cyst
resection.

CONCLUSION
Here, we presented a 71-year-old male with a T11-T12
extradural arachnoid cyst who underwent successful
occlusion of the communication between the subarachnoid
space and cyst, followed by cyst excision, and primary dural
repair without sequelae.
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