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The differences in clinical, radiological and
treatment modalities of cervical intramedullary
arachnoid cysts and cervical syringomyelia -

report of 12 cases

Rozdily v klinickych, radiologickych

a lecebnych modalitach intramedularnich
arachnoidalnich cyst a syringomyelie v oblasti
kréni patefe — 12 pfipadd

Abstract

Background: Intramedullary arachnoid cysts are rare cystic masses that are usually mixed up with
syringomyelia. It is not necessarily a complication of any pathologic condition in the spine and/or
brain but the etiology and management of this entity remains unclear. Syringomyelia is a disorder
that is related to an abnormality of the brain and in most cases, occurs as a complication of other
pathologies. The aim of this study was to establish the clinical and radiological characteristics of
this intramedullary arachnoid cyst and discuss the differences between intramedullary arachnoid
cyst and the syringomyelia. Patients and methods: A total of 77 patients with intramedullary cystic
masses were retrospectively assessed between 2002 and 2012 and 12 of them with intramedullary
arachnoid cyst were analysed statistically. All patients had initial scans and followed up with clinical
examinations and MRIimages and neuro-electrophysiological tests. Results: The average follow-up
duration was 50 months (range 18-120 months). The mean axial intramedullary arachnoid cyst size
was 13.26 + 476 mm and the mean sagittal size was 23.29 + 795 mm. Neurological examinations
were normal in all except one patient who had minor sensory loss due to recent cervical trauma.
There were no motor neurological deficits, and all patients remained asymptomatic or stable.
The intramedullary arachnoid cyst size and shape remained unchanged radiologically, motor
evoked potentials and somatosensory evoked potentials studies revealed normal median and
tibial responses initially and at the end of the follow-up in all patients. Conclusion: It is probable
that intramedullary arachnoid cyst has different radiologic findings and clinical signs/symptoms
from syringomyelia that are associated with different primary causes. And also, the treatment and
follow-up modalities are different in intramedullary arachnoid cyst.
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CERVICAL INTRAMEDULLARY ARACHNOID CYSTS AND CERVICAL SYRINGOMYELIA

Souhrn

Uvod: Intrameduldrni arachnoidalni cysty jsou vzacné cystické Utvary, které jsou ¢asto zaménovéany za syringomyelii. Nemusf nutné predstavovat
komplikaci patologického stavu v patefi a/nebo mozku. Etiologie a I1é¢ba tohoto stavu viak zUstavaji nejasné. Syringomyelie je spojena s abnormalitou
mozku a ve vétsiné pfipadl se objevuje jako komplikace jinych patologif. Cilem této studie bylo urcit klinické a radiologické charakteristiky
intrameduldrni arachnoiddIni cysty a diskutovat rozdily mezi intrameduldrni arachnoidalni cystou a syringomyelii. Soubor pacientt a metodika: Od roku
2002 do roku 2012 bylo retrospektivné hodnoceno celkem 77 pacientl s intrameduldrnimi cystickymi Gtvary, z toho 12 s intramedularni arachnoidalnf
cystou bylo vyhodnoceno statisticky. Vsichni pacienti méli vstupni snimky a v rdmci sledovani byli klinicky vysetfovani a podstupovali MR vysetfeni
a neuroelektrofyziologické testy. Vysledky: Primérnd doba sledovani byla 50 meésicl (rozmezi 18-120 mésicd). Stfedni rozmér intramedularni
arachnoidalnf cysty v axidIni roviné byl 13,26 + 4,76 mm a stfedni rozmér v sagitaIni roviné byl 23,29 + 795 mm. Neurologické vysetfeni bylo normalnf
uvsech pacientl kromé jednoho, u kterého se po nedavném traumatu v cervikdlnf oblasti objevila drobnd ztrata citi. U pacientd nebyly nalezeny zadné
motorické neurologické deficity a pacienti zGstali asymptomaticti nebo stabilni. Velikost a tvar intrameduldrni arachnoidalnf cysty byly radiologicky
nemeénné, vysetreni motorickymi evokovanymi potencidly a somatosenzorickymi evokovanymi potenciély na zacatku studie a na konci sledovénf
pacientl ukdzala normalni odpovédi nervus medianus a nervus tibialis. Zdvér: Je pravdépodobné, Ze radiologické nalezy a klinické znamky/pfiznaky
intramedularni arachnoidalni cysty se lisi od téch spojenych se syringomyelii, nebot se lisi primarni pricinou. Déle se u intrameduldrni arachnoidalnf
cysty lisi [écebné modality a modality ndsledného sledovant.

Introduction

Spinal arachnoid cysts are very rare
nonspecific and usually asymptomatic
benign lesions. The incidence of spinal
arachnoid cysts is low, with most of the
cases having an incidental diagnosis by
MRI [1-2]. Several classification systems
have been designed for description of
the spinal arachnoid cysts based on
anatomical locations and characteristics
of the lesions [3-4]. But the last clas-
sification system was reported by Qi et al,
as intramedullary, subdural extramedul-
lary, subdural/epidural, intraspinal epidural,
or intraspinal/extraspinal, based on the
anatomical location and abnormalities
observed by MR, in order to evaluate a large
case series and long follow-up [5].

Many authors put forward several theories,
such as congenital,idiopathic,and secondary
to bleeding, inflammation, infections, or
puncture-related traumas [6-7]. Especially
the main theory for formation of intramedul-
lary arachnoid cyst is the misplaced cellular
remnants that compose the cyst [8]. But the
certain etiology of spinal arachnoid cysts is
unclear yet.

MRI is the excellent imaging modality
for evaluating and delineating these le-
sions [5,9-11]. On conventional T1-weighted
and T2-weighted images, intramedul-
lary arachnid cysts can have generally
similar characteristics as syringomyelia and
rarely epidermoid tumours [12-14]. The
intramedullary arachnoid cysts are mostly
reported as syringomyelia.

In many cases, follow-up with MRI and
examination is enough. Spinal arachnoid
cysts are only treated when symptoms
emerge. Intramedullary arachnoid cysts

are very rare and only 31 cases have been
reported and 10 of them were localized in
cervical region [5,8,15-17]. Literature review
shows that these lesions are commonly seen
in the paediatric population more commonly
in the first decade. They are more com-
mon in females as compared to males and
are located more commonly in the thoracic
region than in the cervical region.

Causes of formation, shapes and radio-
logic, clinical findings and treatment stra-
tegy of the intramedullary arachnoid cysts
and the syringomyelia are different. Our
experience with intramedullary arachnoid
cysts defined as such in a retrospective
case series is presented in association
with a comprehensive review. Differences
between these two conditions are discus-
sed with the current base of evidence.

Patients and methods

A total of 77 patients with cervical intramed-

ullary cysts were retrospectively analysed

between 2002 and 2012. Clinically; patient’s
symptoms, neurologic signs, neuro-electro-
physiological tests, underlying etiologies
were assessed. Radiologically; the shape,
location, size, signal intensities on T1-weighted
and T2-weighted images were evaluated.

Intramedullary arachnoid cyst was de-
fined as follows:

a) A well-defined, ovoid, cystic lesion, which
is isointense to CSF without contrast en-
hancement and without any associated
septae, nodularity or signal intensity
changes in adjacent spinal cord.

b) No additional pathology, for example,
Chiari malformation, spinal cord tumours,
any compressive lesions, vascular mal-
formations, a tethered cord or any other

congenital spinal disraphysm, any history
of central nervous system infection, any
history of spinal cord trauma (vertebral
fracture, penetrating injury), hydrocepha-
lus, or previous spinal surgery.

¢) Normal neuro-electrophysiological tests
(tibial and median nerve somatosensory
evoked potentials [SSEP] and motor
evoked potentials [MEP]) at the time of
the first diagnosis and in their follow-up
studies.

d) No clinical or radiologic progression in at
least their three follow-up examinations
in a frequency of six months.

All medical records of these patients
were reviewed and confirmed by two
neurosurgeons who have 20 years and
19 years of experience regarding the spine.
Changes in clinical symptoms, physical
exams and neuro-electrophysiological tests
were identified and documented.

MRI was performed using a 1.5 T MRI
system (Gyroscan Intera, Philips Medical
Systems, Best, The Netherlands). MRI
sequences and parameters were sagittal T1-
-weighted TSE (FOV: 180, slice thickness [STI:
3mm, TR: 400 ms, TE: 7.4 ms, ACQ matrix:
196 x 145, FA: 90), sagittal T2-weighted TSE
(FOV: 180, ST: 3mm, TR: 3,500 ms, TE: 120 ms,
ACQ matrix: 196 x 140, FA: 90), axial T2-
-weighted TSE (FOV: 150, ST: 4 mm, TR: 5,200,
TE: 120, ACQ matrix: 176 x 120, FA: 90), sagittal
T2-weighted TSE SPAIR (FOV: 180, ST: 3mm,
TR: 3,700 ms, TE: 120 ms, ACQ matrix:
184 x 136, FA: 90, fat suppression +) and axial
T1-weighted TSE SPIR (FOV: 180, ST, 3mm,
TR: 2,154 ms, TE: 7.8 ms, ACQ matrix: 176 x 121,
FA: 90, fat suppression +), sagittal T1-weighted
TSE SPIR (FOV: 180, ST: 3mm, TR: 400 ms,
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Tab. 1. Summary of the patients with cervical intramedullary arachnoid cyst.
Initial -end of the follow-up (unchanged)
Age,  Follow-up . S Tibialand  Size changes . .
gender (months) Symptoms 2222?2;:;1?1 median SSEP in follow-up Ioi:ﬁzlgtt?tlan S:r?;ttzl
P and MEP MRI P

43 F 18 incidental chronic neck pain no neurologic deficits normal no change 4,C5 ovoid

neck pain (MRI was per-
21 M 36 incidental  formed immediately after no neurologic deficits normal no change 2 ovoid

mild cervical trauma)

29F 78 incidental neck and shoulder pain no neurologic deficits normal no change (@) ovoid

neck and shoulder pain,  defined sensory loss at

numbness at finger (MRI right C6 dermatome
35F 24 incidental was performed imme- (no neurologic defi- normal no change C5,C6 ovoid

diately after mild cervical ~ cits at the end of the

trauma) follow-up)

27 F 60 incidental neck and thoracic pain no neurologic deficits normal no change (@) ovoid
33 M 42 incidental chronic neck pain no neurologic deficits normal no change 4,C5 ovoid
31F 42 incidental neck and shoulder pain no neurologic deficits normal no change 4 ovoid
41F 36 incidental e ISRl ) no neurologic deficits normal no change C5,C6 ovoid

numbness at her finger
39F 66 incidental neck pain no neurologic deficits normal no change C3,¢4 ovoid
45F 30 incidental neck and shoulder pain  no neurologic deficits normal no change c2 ovoid
25M 48 incidental neck and shoulder pain  no neurologic deficits normal no change c5 ovoid
33 M 120 incidental chronic neck pain no neurologic deficits normal nochange C3,(4,C5  ovoid

F — female; M — male; MEP — motor evoked potentials; SSEP — somatosensory evoked potentials

TE: 74 ms, ACQ matrix: 196 x 145, FA: 90, fat
suppression +) after gadolinium injection.
Two radiologists in consensus who have
17 years and 6 years of experience in diag-
nostic imaging assessed all the MRI images
including the follow-up images. Synapse
(PACS) Workstation, Version 4.4 (Fujifilm
Medical Systems, Stamford, USA) was used
in the assessment of MRI images.

Intramedullary arachnoid cysts were
defined as a well-demarcated, non-enhanc-
ing cavity within the spinal cord that had
the same signal intensity with CSF on T1-
-weighted and T2-weighted images without
any septa, nodule and/or abnormal signal
intensity in the adjacent cord.

Changes in the shape of the intramedul-
lary arachnoid cyst, size of the intramedullary
arachnoid cyst in millimetres in the axial and
sagittal planes and the number of cervical
vertebral levels involved in the sagittal plane
were assessed and recorded from the MRI
studies at presentation and follow-up. Axial
and sagittal T2-weighted images were used
to determine the maximum dimensions of
intramedullary arachnoid cyst.

The first three MRI scans and the last one
(a total of four MRI scans for each patients)
were included in the statistical analyses. An
increase of 20% in the axial and/or sagittal
maximum diameter of intramedullary
arachnoid cyst in any time was accepted
as a progressive disease. Statistical analysis
was performed using SPSS statistics 21 for
Windows (SPSS, Chicago, IL, USA). Descriptive
analyses were presented as proportions
for count data and as means with standard
deviations (SD) for continuous data and the
one-way Anova test was used to compare
the means of three or more independent
samples. A p value less than 0.05 was
considered statistically significant.

Neurologic examinations, imaging studies
and neuro-electrophysiological tests were
performed at regular intervals (ranging from
6 months to 1 year for MRl and neurological
examinations, and 1 year for neuro-electro-
physiological tests).

Results
A total of 77 patients were included in the
study. Thirty-four (44%) of them were Chiari

malformations type 1 or 2, 6 (7.7%) of them
were posttraumatic, 7 (9%) of them were
tumours (1 of them subependymoma,
3 of them ependymomas and 5 of them
were astrocytomas), 8 (10%) of them
were secondary to scoliosis and kyphosis,
3 (3.8%) were due to severe intervertebral
disc herniation, 3 (3.8%) were due to severe
cervical spinal stenosis, 2 (2.5%) were due
to post-meningitis arachnoiditis, 1 (1.2%)
were due to arachnoid cyst in posterior
fossa, 1 (1.2%) were due to rheumatoid
pannus.

Twelve (15.5%) of them were defined
as intramedullary arachnoid cyst accord-
ing to the inclusion criterion and they were
analysed statistically. The patients’ ages
ranged between 21 and 45 years with an
average of 33.5 years. Four were males, and
8 were females. The most common present-
ing symptom was neck pain. Neurological
examinations were normal but one patient
who described sensory loss at the right
C6 dermatome after recent minor cervical
trauma. At the end of the follow-up, there
were no neurological abnormalities in any
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Tab. 2. The results of intramedullary arachnoid cysts size in axial and sagittal MRI
images during follow-ups.
1 2 3 4 total
Axial size in follow-up imaging (one-way ANOVA test)
N 12 12 12 12 48
>X 161.62 157.87 159.62 157.65 636.76
mean 134683 13.1558 13.3017 13.1375 13.2658
YX? 2,445.5974 2,325.5049 2,393.1974 2,348.7231 9,513.0228
SD 4.9437 4.7539 49542 5.0235 4.7622
p-value 0.998239 >0.05
Sagittal size in follow-up imaging (one-way ANOVA test)
>X 28198 281 278.6 276.78 1,118.36
mean 234983 234167 23.2167 23.065 23.2992
>X? 7,385.566 7341.2 7,196.58 7104.8364 29,028.1824
SD 8.3094 8.3182 81375 8.0955 79511
p-value 0.999213 > 0.05
SD - standard deviation

patient but the pain without any significant
changes continued even though a variety
of conservative interventions including
medications, counselling, physiotherapy and
exercises. MEP and SSEP studies revealed

normal median and tibial responses initially
and at the end of the follow-up in all patients
(Tab. 1). The follow-up period ranged from
18 to 120 months (with a mean + SD of
50 + 28.06 months).

The first MRI revealed a mean + SD axial
diameter of 13.46 £4.94 (range 5.32-21.0) mm
and a mean + SD sagittal diameter of
2349 + 8.30 (range 13.30-39.20) mm. The
second MRI revealed a mean + SD axial
diameterof 13.15+4.75 (range 5.32-22.4) mm
and a mean + SD sagittal diameter of 23.41
+ 841 (range 13.40-39.80) mm. The third
MRI revealed a mean =+ SD axial diameter
of 13.30 + 4.95 (range 5.32-23.0) mm
and a mean + SD sagittal diameter of
23.21+ 813 (range 13.1-38.7) mm. The last
MRI revealed that a mean + SD axial diame-
ter of 13.13 + 5.02 (range 5.32-23.0) mm
and a mean + SD sagittal diameter of
23.06+ 8.09 (range 13-38.0) mm (Tab. 2).
There were not any significant differences
of the axial and sagittal diameters between
MRI studies (p = 0.99, > 0.05).

Discussion

The pathophysiology of the syringomyelia
remains controversial. In general, all theories
focused on three mechanisms:

1. CSF entrance from the 4™ ventricle;

2. CSF entrance from the subarachnoid space;
3. extracellular fluid accumulation [18,19].

The exact mechanism however, is still deba-
ted. Syringomyelia may herald the presence

Fig. 1. An ovoid shaped C2 level intramedullary arachnoid cyst is demonstrated on T2-weighted sagittal (A), T1-weighted sagittal (B)

and T2-weighted axial (C) MRl images.

Obr. 1. Intramedularni arachnoidalni cysta ovoidniho tvaru v Urovni C2 je prokdzand v T2 vaZzeném obraze v sagitalni roviné (A), T1 va-

Zeném obraze v sagitélni roviné (B) a v T2 vdZzeném obraze v axialni roviné (C) pomoci MR.

430

Cesk Slov Neurol N 2018; 81/114(4): 427-434




CERVICAL INTRAMEDULLARY ARACHNOID CYSTS AND CERVICAL SYRINGOMYELIA

of several primary conditions such as Chiari
malformations, spinal cord compression and
tethering due to previous spinal trauma, infec-
tions, spinal cord tumours and vascular mal-
formations. If the syringo-myelia is secondary
to a cause, treatment of the underlying disor-
der is principal. Successful treatment of the
primary problem will often reduce or resolve
the syringomyelia. The embryogenetic mod-
el of syringomyelia postulates patholo-
gic alterations in neurogenesis as the basis
of the structural abnormalities that lead to
syringomyelia.

Syringomyelia is widely used as a term
describing the presence of a fluid-fil-
led cavity oriented in a rostral-caudal axis
within the tissue of the spinal cord. This cyst
expands and elongates over time, destroying
a portion of the spinal cord at its centre and
it expands outwardly. The inner floor of the
syringomyelia is covered with ependymal
or glial cells and is presumed to be filled
with a derivative of CSF [20]. Syringomyelia
is located at the centre of the spinal cord
probably in connection with the central
canal that has an ependymal wall [21].

The origin of intramedullary arachnoid
cysts is not yet well defined. Aithala et al
described the first intramedullary arachnoid
cyst [22]. The relations with dysraphic
anomalies of spinal cord with arachnoid
cysts were defined later [23]. Gelabert et al
described the occurrence of intramedul-
lary cyst without neural tube defects [24].
According to the hypothesis of Fortua and
Mercuri, the intramedullary arachnoid cysts
arise as secondary cystic development
of the atypical intramedullary arachnoid
granulations [25]. The other alternative
hypothesis postulated describes the anatom-
ical communication between the cyst and
subarachnoid space as a one-way valve al-
lowing the CSF to seep into the cyst and
cause the consequent expansion of the
cyst [24]. There was no obvious com-
munication between the cyst and the spinal
canal that was evident due to no CSF leak on
Valsalva manoeuvre in our cases.

Syringomyelia is associated with symp-
toms and findings such as cervical pain, stiff-
ness in the back, shoulders, arms, or legs;
arm and/or leg weakness, headaches, and
a loss of the ability to feel extremes of hot
or cold [26]. Postural changes or Valsalva-
like manoeuvres may exacerbate symp-
toms, a phenomenon that is consistent with
the hydrodynamic theories of the genesis
of syringomyelia. These symptoms may

-
2013-02-28

Fig. 2. MRI scan demonstrating the intramedullary arachnoid cyst extending from C3 to C5.
T2-weighted image (A - sagittal view, C - axial view), T1-weighted image (B - sagittal view,

D - axial view).

Obr. 2. MR snimek ukazujici intramedulérni arachnoidalni cystu sahajici od C3 k C5.
T2 vazeny obraz (A - sagitdlni rovina, C - axidlni rovina), T1 vazeny obraz (B - sagitalni

rovina, D - axialni rovina).

vary with the extent and the location of the
syringomyelia within the spinal cord and are
progressive.

On the other hand, all cases of intramedul-
lary arachnoid cysts are recognized
incidentally. They are usually asymptomatic,
but rarely become symptomatic once the
cyst starts compressing the cord or nerve
roots. The most common presenting symp-
tom is slowly progressive weakness in the
limbs because of gradual and continuous
enlargement of the cyst. If it becomes

symptomatic, several surgical techniques
were described such as decompressive
laminectomy, percutaneous drainage,
shunting procedures, communicating the
cyst to the subarachnoid space, myelotomy
and partial or total cyst wall excision for
intramedullary arachnoid cyst [59-11,27].
Neck pain was the most common and
usually the only presenting symptom in our
cases. In almost all cases, the cause of this
neck and shoulder pain is myofascial pain
syndrome, which is amenable to treatment

Cesk Slov Neurol N 2018; 81/114(4): 427-434
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Fig. 3. MRI scan demonstrating the syringomyelia extending from C5 to C7. T2-weighted
image (A - sagittal view, C — axial view), T1-weighted image (B - sagittal view, D - axial

view).

Obr. 3. MR snimek ukazujici syringomyelii sahajici od C5 k C7. T2 vazeny obraz (A - sagi-
talni rovina, C — axidlni rovina), T1 vazeny obraz (B - sagitalni rovina, D — axidlni rovina).

with physiotherapy and exercises. We did
not perform any surgery for intramedullary
arachnoid cyst in our cases.

The syringomyelia is frequently found
in the cervical region at the vertebral
column, but sometimes it can extend to the
thoracic spine, however, the intramedullary
arachnoid cysts are frequently limited to
only the cervical spine.

MRl is an excellent modality for identi-
fication of the syringomyelia and accom-
panying pathologies [28]. MRI allows the
demonstration of any cystic lesion in
anormal or atrophic spinal cord. Additionally,
it permits determination of the lower and
upper borders of the cyst, determination of
any septainthe cysts, detection of associated

disorders such as cysts in the posterior fos-
sa, tethered cord, Chiari malformation etc,,
detection the complications of treatments
and trauma, studying the fluid circulation
within the subarachnoid space and in the
cyst by using flow imaging techniques [29].
T1 and T2 relaxation characteristics of the
syringomyelia suggest a non-enhancing
CSF-like fluid [30]. Syringomyelia usually
extends to more than two or three levels,
whereas intramedullary arachnoid cysts are
almost usually limited in three or less cervical
vertebrae levels on the sagittal images.
Syringomyelia was recognized as a lopsided
round or fusiform shape [30] in contrast to
the intramedullary arachnoid cyst, which
has an ovoid shape like an American football

ball (Fig. 1). The shape of the syringomyelia
may be complex with septations (unlike the
syrinx) and generally involves a portion of
the central canal at some level. It has been
reported recently that unenhanced MRI
including sagittal and axial T2-weighted
imaging has been demonstrated to dif-
ferentiate syringomyelia from intramedul-
lary arachnoid cyst associated mass with
a 100% sensitivity and negative predictive
value by using imaging features such as
nodularity, septations, a spinal cord signal
intensity abnormality or a mass adjacent to
the intramedullary arachnoid cyst [31]. None
of these MRI features were recognized in
our patients with intramedullary arachnoid
cyst and this also supports our consideration
that the intramedullary arachnoid cyst and
syringomyelia are different entities (Fig. 2, 3).

An intramedullary arachnoid cyst is
usually a stagnant pathology, whereas
syringomyelia is a dynamic pathology
that progresses over time and can be as-
sociated with T2-weighted hyperintensity
within the adjacent cord tissue, which is
probably due to myelin degeneration,
edema or gliosis [29]. The size of the sy-
ringomyelia usually increases in the sagittal
and axial planes unless surgical intervention
is performed [20,21]. Increasing widespread
use of Cine-MR flow studies provide
additional information about CSF flow
velocity and patterns [32,33]. Application
of other techniques, such as diffusion-
-weighted imaging and diffusion tensor
imaging, may eventually provide useful
additional data on the intrinsic properties of
the neuroaxis.

Electrodiagnostic findings associated with
syringomyelia may play an important role
in the quantification of deficits induced by
the spinal cord cavity and they are essential
components of clinical diagnostics [34].
SSEPs and MEPs obtained after non-invasive
electrical or magnetic stimulation of the
motor cortex are sensitive tools for the
detection of morphological and functional
lesions of the spinal cord pathways [35,36].
SSEP sensitivity for centromedullary
symptoms such as hypalgesia or hypesthe-
sia is reported to be 54% and 81%, resp. [37].
MEP recordings have been shown to have
good correlation with motor deficits [38].
In spite of all these SSEP and MEP ab-
normalities described in patients with
syringomyelia [36,37,39], there were no
abnormalities of the SSEP and MEP records
at the time of presentation and during the
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Intramedullary arachnoid cyst

Tab. 3. The differences between the intramedullary arachnoid cyst and syringomyelia.

Syringomyelia

etiology idiopathic

vertebral levels

shape ovoid shape

MRI

jacent spinal cord

electrophysiological

CSF - cerebrospinal fluid

one or two segments

location: intradural-intramedullary, and limited in one
or two cervical level

signal intensity: isointense to CSF without any septae,
nodularity and associated signal intensity changes ad-

follow-up: usually no changes in the size and the
shape of the syrinx
enhancement: never

commonly electrophysiological tests are normal at the
present time and during the follow-up

tests
symptoms usually asymptomatic
signs usually no neurological deficits

due to foramen magnum or spinal pathologies thatimpede

CSF flow

narrow ellipsoid shape becoming slenderer to the end

spinal cord

follow-up

commonly more than two segments

location: intradural-intramedullary, and not limited in one
or two cervical level

signal intensity: isointense to CSF with or not
septae/nodularity/signal intensity changes adjacent

follow-up: frequently increasing in size during
enhancement: some cases (regarding to the etiology)

there are usually abnormality in electrophysiological tests

mostly symptomatic

radiculopathic and myelopathic signs

follow-up in our cases with intramedullary
arachnoid cyst.

Also, the mean limitation that the small
sample size which is limited to only twelve
intramedullary arachnoid cyst cases, should
be taken into account when interpret-
ing the results of this study. Despite the
limitations mentioned, the strengths of this
study included a relatively long duration of
follow-up.

The etiological causes were different
between syringomyelia and idiopathic
intramedullary arachnoid cysts. The sy-
ringomyelia occurs secondary to a primary
pathology, butthe etiology of intramedullary
arachnoid cyst is unknown. Also, the clinical
signs and symptoms are different in these
two conditions. The syringomyelia usually
has progressive clinical symptoms and signs
whereas the intramedullary arachnoid cyst is
recognized incidentally without any related
symptom. The intramedullary arachnoid
cyst has well-defined borders within
homogeneous internal signal intensity on
MRI'images. The intramedullary arachnoid
cyst shows no progression in size or signal
intensity changes over time in contrast with
the dynamic mechanism of syringomyelia
of which progression is demonstrated in
most cases due to myelin degeneration
with accompanying gliosis. We created
a summary table according to the results
of our study to help the understanding

of this topic by showing the differences
between intramedullary arachnoid cyst and
syringomyelia (Tab. 3).

Conclusion

[tis very important to be able to differentiate
between the intramedullary arachnoid cyst
and syringomyelia during MRI reporting
because cases of intramedullary arachnoid
cyst can be managed successfully without
surgery by using conservative approaches.
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