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Intraspinal enterogenous cyst
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Figure 1
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postoperative pathological diagnosis was intraspinal enterogenous cyst.
hypointense lesion which intensity was higher than CSF located in the ventral subdural space through Cs level. The long axis of lesion
Sagittal T.WI showed a subdural hyperintensity lesion with "spinal cord
Axial ToWI demonstrated a cystic hyperintensity appearing located in the ventral
subdural space of spine cord and spine cord was compressed backwards obviously (arrow indicates, Panel 1c). Axial enhancement T/WI
showed no enhancement within the lesion (arrow indicates, Panel 1d).

was parallel with the spine (arrow indicates, Panel la).
embedded syndrome" (arrow indicates, Panel 1b).

lesion (arrow indicates, Panel le).
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A 29 -year-old male was admitted to our hospital to investigate one month history of shoulder pain.
intradural extramedullary occupied lesion located in cervical spinal canal.

Sagittal enhancement T\WI showed no enhancement within the
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MRI showed an
Then an exploratory craniotomy was performed and
Sagittal T\WI indicated an intradural extramedullary cystic

U958 A 190 5 e 5 T A 190 L 20 M R 5 S A1 A5 D 5 0 A 00

i VR A B i S e R 2 L B A VR )2 R RS AR DG B 8, R AL AN L 20 JE R K B A 3 B e 2 A S IR ) g T
ik, B B T M R U 25 S IR Z LR S B REE G HURNOR o SF R T A4, B B 3 2 2, ZHORE THIP &AL, LUSUHE I
I 5 5000 22 DL, BB 20 DL, P S SRR R IR TE (A A 2R L MM A B TR 5 L A R L T AL R 2 D RO
T RS RTINS R ARAE R 5 R A WA AT O, 2 B TR0 SRR R T S T B A IR R B B i T
TRAL P 22 MR , RIS B IRERT o CT L2 A A PN B A0 [RJE 2 B B T /KR 24 S0 AR 3 58 5 B 52 TR 78 i o MIRT 738 9 78 30 2500
AR S AT B RN SR 2] T WL R A S R TINS5 (18 1a) , 45 BN & A7 02 4 B R TP o, D) 52
SRR T ToWT 5 A5 IR T A W AS 5, RE I S A2 TR AR TR B 43 AT B 1 S bR A L R N PR R e AR
(B 1b, 1), BB 2 m] D4 i 40 1903458 1A 5 96 s 4 18 22 T B o AL (18 1d, 1e) , RO BE R 2R i Ak, 2 55 BUIEBDIR 1 K2 Ak
AR BHEAE SV AR 5G o A SR g A S0 P 07 1 R R ol R R (B0 i 2R 2T AR R TR 3R B R TR | AR D R IR R

(ORI B0 B [ o 222 S5 80 o 12 A3 )



