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An arachnoid cyst presenting as an intramedullary
tumour
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Abstract
A case of thoracic intradural extramedul-
lary arachnoid cyst is presented in which
an intramedullary low grade glioma was
suspected preoperatively. The cyst was
widely fenestrated and postoperatively, the
patient experienced considerable improve-
ment in her symptoms. As postoperative
MRI studies also showed resolution of the
intramedullary changes we regard the
intramedullary changes as a result of the
cyst, without the existence of primary
medullary pathology. To our knowledge an
arachnoid cyst, to date, has not been
described as the cause of syringomyelia. As
radiological findings can be misleading,
extramedullary pathology, located more
cranially, should be ruled out when treating
cystic medullary changes.
(J Neurol Neurosurg Psychiatry 2000;68:508–510)
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Arachnoid cysts are a rare cause of spinal cord
compression,1 2 although they are often en-
countered as incidental asymptomatic findings
in examinations performed for other reasons.2

Although their radiological features have been
well described,2–4 they may be underrecognised
due to incomplete diagnostic programmes.2 5

We report on a patient with a symptomatic
intradural arachnoid cyst, located on the dorsal
aspect of the thoracic spinal cord, presenting
with unusual and misleading radiological
findings, delaying correct diagnosis until the
operation.

Case report
A 50 year old woman was admitted to our hos-
pital with a progressive walking disorder. Since
1985 she experienced loss of control over her
legs, predominantly on the right side. The
upper limbs were not involved. Micturition and
defecation were undisturbed. There was no
relevant medical history besides an ankle frac-
ture in 1977.

Figure 1 (A) Preoperative sagittal MRI of the thoracic
spinal cord after Gd-DTPA administration, showing
enlargement of the cord, without pathological enhancement.
(B) Preoperative transverse MRI of the thoracic spinal cord,
just above the enlargement of the spinal cord. Left anterior
displacement and compression of the cord is suggested.
Retrospectively, this is most likely due to the arachnoid cyst.
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When first seen by a neurologist in May
1985, a spastic paraparesis was diagnosed, pre-
dominantly on the right side, with intact sensi-
bility. No abnormalities were present in brain-
stem evoked potential, visual evoked potential
and electric nystagmography. Investigation of
the CSF showed two bands with normal IgG
index. When repeated in 1987, the CSF was
normal. A tentative diagnosis of “spastic spinal
paralysis” was made. A conservative policy was
followed, without further neuroradiological
follow up.

After years of slow progression of her symp-
toms there was a sudden deterioration in her
condition in 1996. Then, for the first time,
MRI of the spine was made. Under suspicion

of an intramedullary tumour the patient was
referred to our hospital.

EXAMINATION

On neurological examination muscle strength
of the right leg was proximally MRC grade 4+
and distally MRC grade 4. Sense of pain was
diminished bilaterally from level Th7–8. Other
sensory modalities were undisturbed. The
coordination of her right leg was severely
disturbed. Deep tendon reflexes of both legs
were increased, on the right side more
pronounced than on the left, with subclonic
Achilles tendon reflexes and bilateral patho-
logical plantar responses.

Repeat MRI of the thoracic spine showed a
cystic enlargement of the thoracic spinal cord
from T6 to T9, with no enhancement after
intravenous administration of contrast medium
(fig 1). An intramedullary cystic astrocytoma
was suspected.

OPERATION

After laminectomy from T5–7, transdural
ultrasound clearly showed the sudden change
in spinal cord diameter at level T6. The dura
was opened in the midline and, surprisingly, a
more or less transparent extramedullary cystic
lesion was encountered, just cranial to the
swollen spinal cord (fig 2), obviously com-
pressing the cord on the right. Suspicion arose
that the medullary changes were the result of
this cystic lesion, without the existence of pri-
mary medullary pathology. The cyst was
partially resected and widely fenestrated.
Histological examination of the resected cyst
wall confirmed the diagnosis of an arachnoid
cyst.

POSTOPERATIVE COURSE

Postoperatively a remarkable improvement in
neurological performance was noted, and an

Figure 2 Intraoperative photograph (after laminectomy and opening and tenting of the dura) clearly showing the
arachnoid cyst (arrow) cranial to a pathologically swollen spinal cord with distorted blood vessels.

Figure 3 Postoperative sagittal MRI of the thoracic spinal
cord. The intramedullary changes have almost disappeared.
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MRI study of the thoracic spine 9 days postop-
eratively showed a clear improvement in the
spinal cord. On the 10th day postoperatively,
the patient was discharged. An MRI 3 months
later showed further resolution of the medul-
lary abnormalities (fig 3).

Discussion
Spinal arachnoid cysts are a rare cause of spinal
cord compression and generally assumed to be
congenital in origin.1 2 5 6 It has been postulated
that proliferation of arachnoid trabeculae is
responsible for their occurrence. They are most
commonly situated dorsal to the thoracic
spinal cord, more often extradurally than intra-
durally. Their clinical course may extend over
several years with fluctuation of symptoms, as
in our patient, possibly due to emptying and
refilling of the cyst.1 2 6 The neurological symp-
toms and signs in our patient at the moment of
referral were attributed to the intramedullary
changes seen on the MRI. However, the
presence of a more cranially located space
occupying arachnoid cyst could also explain
the clinical picture. Therefore, on clinical
grounds, the arachnoid cyst was indistinguish-
able from an intramedullary lesion.

Previously, arachnoid cysts have been re-
ported to exist in association with a syringeal
cavity; however, not until after spinal trauma or
surgery.7 Although the aetiology of both
conditions—that is, cyst and syrinx— is still
incompletely understood, trauma was sus-
pected to be the common cause of both
findings in these patients. A causal relation
between the two has, to date, not been
described.

Whereas conventional myelography or CT
myelography can demonstrate contrast filling
of a communicating arachnoid cyst, or a
contrast defect in the case of a non-
communicating cyst,2 3 5 MRI can distinguish
an extradural cyst from surrounding fat. In the
case of an intradural cyst it is sometimes diY-
cult to identify its borders,3 as was the case in
our patient, although medullary compression
and dislocation may show its location and
extension. Cine mode MRI has recently been
shown to be more sensitive than MRI in
detecting the septation of the subarachnoid
space.3 Thus typical radiological findings can
assist in ruling out arachnoid cysts.

Earlier suggestions for syrinx formation
include post-traumatic conditions,4 hydrody-
namic changes associated with arachnoiditis,8

or developmental abnormalities and spinal
cord compression resulting in spinal cord
ischaemia (myelomalacia).9 Although in-
tramedullary tumours are often associated with
a syringeal cavity (25%–60%), extramedullary
tumours rarely cause syrinx formation.10 In our
patient the syrinx was located caudally to the
level of the arachnoid cyst, suggesting cyst
induced hydrodynamic changes involving in-
terstitial CSF backflow,8 rather than a direct
eVect of spinal cord compression. Arachnoid
cysts have been reported in association with a
more cranial syrinx,11 12 suggesting either an-
other pathophysiological mechanism or a mere
coincidental finding.

Conclusion
Resolution of a syrinx established by MRI after
arachnoid cyst marsupialisation, where the syr-
inx is located caudally to the cyst, has not been
reported before. The improvement in the
neurological condition of our patient postop-
eratively, strongly suggests a causal relation
between the two findings. Consequently, ex-
tramedullary pathology, including arachnoid
cysts, should be ruled out when intramedullary
pathology suggesting syrinx formation is
found.13
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