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This is a case of a 30-year-old right-handed male patient
who presented to the hospital in 2014 after hitting his head on
the mat during a wrestling match followed by headache and
temporary peripheral vision limitation. The patient’s past
medical history was unremarkable. On physical examination,
Glasgow Coma Scale was 15 with no focal neurological
deficits. Unenhanced head computed tomography (CT) and
enhanced brain magnetic resonance imaging (MRI) were
performed (Figure 1). The patient was managed conservative-
ly, and follow-up CT and MRI in 2015 (Figure 2) demonstrated
significant decrease in size of the previously seen right fron-
toparietal lesion with also changes in its radiological features.
The patient remained asymptomatic for about 3 years when in
2018 he presented to the Emergency Department with increas-
ing headaches and peripheral vision loss. MRI demonstrated
an increase in the right frontal lesion size (Figure 3). He
underwent surgical resection of the lesion.

Neurenteric cysts (NC), also called enterogenous cysts, are
rare benign developmental cysts of endodermal origin that
may affect the central nervous system.1,2 They are most
commonly located along the spinal canal as intradural extra-
medullary cysts. Intracranial occurrences are uncommon and
are mostly found in the posterior fossa located near the
midline with only fewer than 50 cases reported in the supra-
tentorial compartment.3,4 Among the supratentorial cases,
there is a predilection for the frontoparietal region and the
majority of the reported cases were extra-axial.4,5 They are
found as large lesions in patients aged between 20 and 50
years, who usually present with headaches, seizures, and
motor deficit.2,4

The diagnosis of supratentorial NC is challenging due to
the broad imaging spectrum correlating with the presence of
mucin-producing cells in the lesion.2 The differential diagno-
sis includes arachnoid cyst, epidermoid cyst, dermoid cyst,
cystic neoplasms, brain abscess, and parasitic or larval cyst.2,6

On imaging, a large hyperdense/isodense cyst on CT, outside
of the midline, and the presence of lobulations and septa may
aid in formulating a correct diagnosis. This cyst content does
not follow the cerebrospinal fluid (CSF) signal intensity on
MRI and demonstrates hyperintensity on FLAIR sequence,
which is an important feature to distinguish it from an

arachnoid cyst, which typically follows the CSF signal inten-
sity on all sequences.7 The cystic mass does not restrict
diffusion and usually does not present calcifications or fat.
The presence of intracystic hemorrhage was indeed a con-
founding effect and to the best of our knowledge, this is the
first case reported in the literature of traumatic hemorrhage
involving a supratentorial NC. Traumatic intracystic hemorr-
hage of arachnoid cysts has been reported occasionally and
may complicate the MR appearance.8 The absence of any
solid-enhancing component and the presence of only mild rim
enhancement at the site of attachment to the brain parenchyma
can generally exclude entities such as neoplasms or infectious
cysts.2
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Figure 1: Unenhanced computed tomography (CT) axial (A) and sagittal (B) performed in 2014 revealed
a large extra-axial frontoparietal lobulated cystic mass. Magnetic resonance imaging (MRI) axial
T2-weighted image (C) showed hyperintense cystic lesion causing mass effect over the brain parenchyma.
On fluid-attenuated inversion recovery (FLAIR) (D), the lesion presented higher signal in relation to the
cerebrospinal fluid (CSF). Sagittal T1-weighted image (E) showed isointense central content with a focus
of hyperintensity in the posterior aspect of the cystic mass. Gradient echo (GRE) images (F) showed
blooming artifacts confirming the presence of blood products. No abnormal enhancement or restricted
diffusion was seen (not shown).

Figure 2: Follow-up CT and MRI after 1 year: Axial CT (A) and MRI sagittal T1-weighted images (B)
demonstrated a decrease in size and changes in the internal content of the cystic lesion, which became
completely hyperdense on CT and hyperintense on MRI T1-weighted images. Axial susceptibility-weighted
imaging (SWI) demonstrated a rim of blooming artifact in the periphery of the lesion, likely secondary to
previous hemorrhage (C).

Figure 3: Follow-up MRI after 3 years when the patient became symptomatic: Axial FLAIR (A)
demonstrates an increase in size of the cystic lesion. On sagittal T1-weighted images (B), the content
of lesion became hypointense with some remaining areas of increased signal in the periphery of the lesion.
Axial T1 postcontrast showed areas of minimal linear enhancement (C).
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