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Magnetic Resonance Imaging of syrinx cavity
—differentiation between syrinx with spinal cord tumor
and without tumor—
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Syrinx cavity may result from a number of intramedullary tumors or non-neoplastic condi-
tions such as Chiari malformation, trauma and meningitis. The surgical procedure to repair the
syrinx is quite different between the cases with spinal cord tumor and without turnor. Therefore,
it is important to determine whether syrinx is associated with tumor or not before surgery. We
reviewed MR images of 26 cases with syrinx cavity; 20 of which were not associated with tumor
(12 Chiari malformation, 5 trauma, 1 meningitis, 1 hydrocephalus, 1 idiopathic) and 6 of which
were associated with intramedullary tumor (3 ependymoma, 2 astrocytoma, 1 hemangioendoth-
elioma).

The syrinx showed low signal in all 26 cases on T1 weighted images (SE 600/40). All 6 cases
with syrinx associated with intramedullary tumor showed high intensity on T2 weighted images
(SE 2000/120). On the other hand, the syrinx of 19 of 20 cases with no tumor condition showed
reduced intensity on T2 weighted images. Only one post-traumatic small syrinx showed high
signal. This was quite different between the cases with spinal cord tumor and without tumor.
Therefore, when the syrinx cavity shows high signal on T2 weighted images, an intramedullary
tumor is strongly suggested.
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Table 1 Signal intensity of syrinx cavity on T, and T, weighted image

intramedullary tumor n=6

Chiari malformation

trauma  tuberculous hyprocephalus idiopathic

intensity (e " e
s pendymoma 3, astrocytoma 2 meningitis
of syrinx hemangioendothelioma 1) n=12 n=5 n=1 n=1 n=1
T, ](iw 6 5 1 1 1
high
low 4 1 1 1
high 6 1

Fig. 1B

Fig. 1 20-year-old man with hemangioen-

dothelioma. A) T1 weighted sagittal
image (SE 600/40). B) T2 weighted
sagittal image (SE 20000,/120)
Syrinx cavity is demonstrated as beaded
shape from the medulla to the level of
Th8 on the T1 weighted image (A).
Syrinx shows increased signal on the T2
weighted image (B). Although faint low
intensity rim is visualized at the level of
Th3 on both the T1 and the T2 weighted
images (--), it is difficult to point out an
intramedullary tumor. By surgery
hemangioendothelioma at the level of
Th3 was removed. Foredescribed low
intensity rim was found to be abnormal
vessels.
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Fig. 2 18-year-old man with syrinx

caused by tuberculous meningitis. A) T1
weighted sagittal image (SE 600/40). B)
T2 weighted sagittal image (SE 20000/
120).
Syrinx cavity is demonstrated as beaded
shape in cervical to thoracic spinal cord.
Signal intensity of syrinx is low on both
T1 (A) and T2 weighted image (B).
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