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Fig. 1. Cervical 'myelography shows a smooth lobulated intradural extramedullary filling defect at the level of C2 and C3. Spinal
cord is compressed by this filling defect.

Fig. 2. Cervical CT myelography shows lobulated low density cystic mass at the level of C2 and C3(a). The mass is placed at
intradural and extramedullary portion. Spinal cord is compressed by this cystic mass. Cervical CT myelography shows dilatation
of Spinal cord and no definite mass is identified(b).

a

Fig. 3. Sagittal images of MRI shows a mass at the C2 and C3 level. In TIWI(TR/TE 600/25)(a), the signal of this mass is slight
hyperintense relative to CSF. In T2WI(TR/TE 2300/90)(b), the signal is slight low signal relative to CSF. After Gd-DTPA injection
(c), there is no evidence of signal enhancement.

—622—



T A} (Fig. 5).
o] Bl 39, 44, 5, 6W1 A 3] FF FAE

< &3

PAE o] QL= AF 9o H4E FUAT 5 AR, 53
W) o] A AR Al Ansten, o] dxe] Welsty &
Ae Zd 19 2L 27 ol oA AAABY FE
= A9 dd

W Zof A &Y =
5o %‘?}Q—‘E 15 497} $le=
J R |

9o} wh 214 ¢

RuA <]
°“=1 % "a‘ FES A2 AR A

Fig. 4. The epithelium of cyst is a non-ciliated and mucus
secreting columnar epithelium(X 400).
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Fig. 5. Sagittal images of MRI shows a
mass at the C4 and C5 level. In T1WI
(500/30)(a), the signal of mass is isodense
relative to CSF. In T2WI(2500/80)(b), the
signal is the same with CSF.
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Table 1. A Histologic Classification of Enterogenous Cyst
(Modified after Wilkins and Odom 1976)

Type | Single pseudostratified cuboidal or columnar epithelium
With or without cilia, lying on a basement membrane
Type Il Similar to Type |
With the addition of mucous glands, serous glands,
smooth muscle, fat, cartilage, bone, elastic fibers,
lymphoid tissues, or nerve ganglion.
Type Il Similar to Type Il

With the addition of ependymal or glial tissue
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Magnetic Resonance Imaging Findings of Intraspinal
Neurenteric Cyst: Case Report

Sang Wook Yoon, M.D., Choon Sik Yoon, M.D., Pyeong Ho Yoon, M.D.,
Dong Ik Kim, M.D., Tae Sub Chung, M.D.

Department of Diagnostic Radiology, Yonsei University College of Medicine

Intraspinal neurenteric cysts are rare congenital lesions that results from abnormal separation of germ layers
in the third week of embryonic development, which may cause spinal compression.

Although, the diagnosis of neurenteric cyst was very difficult prior to operation, MRI has proven to be a use-
ful imaging modality in detection, localization and characterization of intraspinal neurenteric cysts.

We recently experienced intraspinal neurenteric cyst in two patients who presented with progerssive
quadriparesis.

Myelography, CT myelography and MRI were taken and complete excision was performed.

The MRI findings are presented and the literature is reviewed.
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