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Spontaneous Subdural Haematoma
Developing Secondary to Arachnoid
Cyst Rupture
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ABSTRACT

Arachnoid cysts are congenital, benign, non-neoplastic, extra-axial intra-arachnoidal lesions. Arachnoid cysts rarely become symptomatic,
with bleeding. Intracranial haemorrhage as a complication of arachnoid cyst is a very rare condition. It is well-known that mid-cranial fossa
cysts might cause intracerebral haemorrhage or subdural haematoma secondary to traumas. However, the occurrence of spontaneous
subdural haematoma secondary to arachnoid cysts, developing without any trauma, is even rarer. A 17-year-old boy presenting with
diplopia and headache, with no history of trauma, was diagnosed with left temporal lobe arachnoid cyst and left fronto-parietal subdural
haematoma. He was operated on, solely for his haematoma, with no intervention performed for the arachnoid cyst. Authors suggest
that it is sufficient to perform an operation for the haematoma only -without arachnoid cyst resection- if there is no clinical presentation

specific to the arachnoid cyst itself.
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CASE REPORT

A 17-year-old boy had been admitted to the outpatient clinic of
eye diseases, with the complaints of intensifying headache and
double vision for the previous 10 days. Papilloedema had been
detected in his fundoscopic examination and the patient had
been referred to the Department of Neurosurgery, after eliminating
possible ophthalmological pathologies. His physical examination
was unremarkable. The neurological examination revealed only
painless restriction of his eye movement in left lateral gaze. He
had no history of trauma. Cranial CT (Computed Tomography)
and MRI (Magnetic Resonance Imaging) revealed a left temporal
arachnoid cyst and a left frontoparietal subdural haematoma 2.5
cm in thickness causing an 11mm midline shift [Table/Fig-1a&b].
Subdural haematoma was evacuated via a left fronto-parietal
craniotomy. No intervention was performed for the arachnoid
cyst since the haematoma was not intracystic. Post-operative CT
scan revealed that the subdural haematoma had been evacuated
successfully [Table/Fig-2]. No perioperative or post-operative
complication was encountered. The patient was discharged from
hospital on the 5" day of operation, with no neurological deficit.
One-year follow-up MRI of the patient revealed no recurrence of
haematoma and no significant change in pre-existing arachnoid
cyst [Table/Fig-3].

[Table/Fig-1a,b]: 1a: Axial cranial CT image taken on admission, showing a left
fronto-parietal subdural haematoma compressing the left cerebral hemisphere and
resulting in an 11 mm midline shift.

1b: T-1 weighted coronal cranial MR image showing a left fronto-parietal subdural
haematoma and its communication with left temporal arachnoid cyst.

Journal of Clinical and Diagnostic Research. 2016 Oct, Vol-10(10): PD05-PD06

DISCUSSION

Arachnoid cysts are extra-axial cystic cavities filled with Cerebro-
Spinal Fluid (CSF) or with a fluid resembling CSF. Arachnoid cysts
might be primary or congenital and may develop secondary to
pathologies such as extra-axial haematoma, trauma, tumour or
infection [1,2]. Arachnoid cysts, which are benign, congenital, non-
neoplastic extra-axial masses, account for only 1% of the lesions
that occupy intracranial space [1]. Although they might develop
in all age groups, 75% of them develop until childhood age and
majority of them are discovered incidentally [2,3].

Although the findings vary according to the localization of the cysts,
majority of them progress in an asymptomatic manner throughout
life [3,4]. Slyvian fissure-localized cysts generally appear with the
findings of raised intracranial pressure. Although the most frequent
symptomis convulsionin supra-tentorial arachnoid cysts, cerebellar
findings are in the front line in posterior fossa cysts [5,6].

The natural course of arachnoid cysts is not fully understood. Most
of them progress silently, while some others might be complicated
with the development of subdural effusion, subdural haematoma,
and intracerebral or intracystic haemorrhage [4,5]. Intracranial
haemorrhages associated with arachnoid cysts usually occur
secondary to minor head traumas and spontaneous bleedings
are observed extremely rarely [6,7]. It is postulated that head

[Table/Fig-2]: Post-operative axial cranial CT image showing the successful
evacuation of left fronto-parietal subdural haematoma via a left fronto-parietal
craniotomy and disappearance of the midline shift.

[Table/Fig-3]: T-2 weighted coronal cranial MRI at 1-year follow-up showing no
recurrence of haematoma and no significant change in pre-existing arachnoid cyst.
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trauma causes CSF entering the cystic cavity, increasing the
intracystic pressure which eventually leads to the rupture of the
vessels located in the CSF-filled cystic cavity [7,8]. It has also been
reported that the rupture of weak leptomeningeal veins located
in the cyst wall may lead to subdural haematoma. Membranous
adhesions and decreased compliance are considered the most
important predisposing factors [8].

Haematomas secondary to the rupture of arachnoid cysts
spontaneously or due to traumas should be treated in an individual-
based manner that is specific to each case, either conservatively
or surgically [9,10]. Clinical assessment is the most important
guide in deciding whether to wait for the spontaneous resolution of
haematoma or to evacuate it surgically. Intracranial haemorrhages
seen as complications of arachnoid cysts generally require surgical
intervention. [8,10]. On the other hand, spontaneous resolution of
haematoma has also been reported in the literature [9,11,12]. In
our case, surgical intervention was required, because the patient
had an approximately 11mm midline shift and findings of increased
intracranial pressure.

In our case report, no intervention was required for the arachnoid
cyst. Surgical interventions like cysto-peritoneal shunt, ventriculo-
peritoneal shunt or fenestration between cyst, cisternae and
ventricles (with endoscopy or craniotomy) have also been reported
in the literature [6,10]. These interventions might be required when
the arachnoid cyst becomes symptomatic or causes hydrocephalus
and in case of any seizure confirmed with electroencephalogram
[11,12]. However, if these symptoms do not exist, we believe that
there is no need for any intervention to the cyst. By doing so,
additional perioperative and post-operative complications resulting
from cyst resection or shunting procedure will be avoided [1,6]. In
the series including 16 cases, Parsch et al., [8] did not consider it
necessary to perform any intervention for previously asymptomatic
arachnoid cysts. Consequently, as long as the arachnoid cyst itself
is not symptomatic and when there is no intracystic haemorrhage,
there is no need for cyst resection since there is no data in the
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literature claiming increased risk of re-bleeding of an arachnoid
cyst which has previously bled once [3,8].

CONCLUSION

Spontaneous subdural haematomas that develop as complications
of arachnoid cysts are extremely rare. In these cases, it is sufficient
to perform operation solely for the haematoma without arachnoid
cyst resection if there is no clinical presentation proved to be
associated with arachnoid cyst itself.
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