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Letters to the Editor

Spontaneous 
intracystic hemorrhage 
complicating an 
intracranial arachnoid 
cyst
Sir,
Chronic subdural hematoma (CSDH) generally occurs 
in elder people and is uncommon in the young. 
Arachnoid cysts are considered as a risk factor for 
CSDH in young patients.[1] Arachnoid cysts are usually 
asymptomatic, but can become symptomatic because 
of cyst enlargement or hemorrhage either following 
mild head trauma or spontaneously.[2] Association 
of arachnoid cysts with CSDH in the absence of 
head trauma is very rare and with spontaneous 
intracystic hemorrhage even rarer.[3] We report a case of 
arachnoid cyst associated with spontaneous intracystic 
hemorrhage and CSDH. A 12‑year‑old boy was admitted 
to casualty with a short duration history of a headache, 
projectile vomiting, fever, and altered sensorium. 
There was no history of trauma. On examination, he 
was febrile and drowsy with a Glasgow Coma Score of 
13/15. There were terminal neck stiffness and no focal 
neurological deficits. With a provisional diagnosis 
of meningitis/encephalitis computed tomography of 
the brain was done as a routine before attempting a 
lumbar puncture. Computed tomography showed 
left frontotemporoparietal CSDH with gross midline 
shift and few areas of contrast enhancement [Figure 1]. 
A  left frontotemporoparietal craniotomy was done 

Figure  2: Intraoperative photographs showing collected subdural 
blood after opening the duramater  (a), arachnoid cyst occupying 
the temporal pole and sylvian fissure before (b and c) and after (d) 
excision
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Figure 1: Contrast enhanced computed tomography showed left  
chronic subdural hematoma completely occupying temporal fossa 
(a and b), fronto parietal regions with gross midline shift and few areas 
of contrast enhancement (c and d)
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and on opening the dura mater, there was a subdural 
collection of blood  [Figure  2a]. After clearing the 
subdural blood, a cyst was occupying the left 
temporal pole and sylvian fissure [Figure 2b and c]. 
The cyst had hemorrhagic fluid which was evacuated, 
and the total excision of the cyst wall was done 
[Figure 2d]. The patient tolerated the procedure well 
and recovered completely. The histopathology of 
the excised cyst wall was consistent with arachnoid 
cyst [Figure 3]. Arachnoid cysts are extra cerebral and 
intra‑arachnoidal cerebrospinal fluid collections that 
comprise 1% of all nontraumatic intracranial mass 
lesions.[1] Modern imaging modalities have increased 
the detection of incidental asymptomatic arachnoid 
cysts.[2] Very rarely, such incidental asymptomatic 
cysts can become symptomatic because of cyst 
enlargement or hemorrhages.[3] Davidoff and Dyke in 
1938 reported the first association of arachnoid cyst 
with intracystic hemorrhage and CSDH.[3] Arachnoid 
cysts are sometimes associated with subdural effusions 
which may result from tearing off the outer wall of 
the cyst secondary to either trauma or spontaneous 
rupture.[2] The pathogenesis of intracystic and subdural 
hemorrhage has been attributed to rupture of bridging 
veins, unsupported blood vessels around the cyst wall, 
and leptomeningeal vessels at the base of the cyst[2] 
secondary to the cyst wall tear. Spontaneous rupture 
may result from the gradual enlargement of the cyst 
due to the production of fluid from the cyst walls.[2] 
On imaging, an intracystic hemorrhage may mask 
the presence of an arachnoid cyst making it difficult 
to distinguish an arachnoid cyst from a sub‑acute 
or chronic intracystic or subdural hemorrhage. On 
reviewing the literature, an intracystic bleeding 
complicating arachnoid cysts have been reported 



630	 Journal of Neurosciences in Rural Practice | October ‑ December 2015 | Vol 6 | Issue 4

Letters to the Editor

in less than forty cases, and spontaneous rupture 
causing hemorrhage has been reported only in nine 
cases.[3] The best modality of treatment for patients 
with an arachnoid cyst and hemorrhage is surgery 
which includes hematoma evacuation and radical 
marsupialization.[2] Surgical outcome is favorable 
with recurrence being unusual following such radical 
treatment.[3] The diagnosis of a hemorrhage superposed 
on an arachnoid cyst can be tricky. It is important 
to identify and report such rare complications and 
asymptomatic patients with an incidental arachnoid 
cyst should be counseled about such possibilities.
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Figure 3: Microphotograph, H and E stain ×10 (a) and ×40 (b) the cyst 
wall lined by flattened to cuboidal cells supported by collagen
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Bilateral Facial Palsy 
a rare presenting 
symptom of acute 
lymphoblastic leukemia 
with CNS and BM 
Relapses
Sir,
Acute lymphoblastic leukemia  (ALL) is a common 
hematological malignancy of childhood. Neurological 
deficits are common in leukemia. These complications 

commonly occur due to central nervous system (CNS) 
spread of the disease or rarely by the toxic effect of 
chemotherapeutic drugs. Facial palsy may be a presenting 
symptom of disease or relapse of disease and in the 
majority of times, it is unilateral. Here, we report a case 
of pre‑B cell who presented with bilateral lower motor 
neuron facial nerve paralysis because of meningeal spread 
of CNS relapse in a patient who had bone marrow (BM) 
and CNS relapse while on maintenance therapy.

A 15‑year‑old boy was diagnosed as pre‑B cell ALL in 
July 2012. At the time of presentation, extra‑medullary 
spread of disease was not present, computerized 
tomography  (CT) scan of the head was normal and 
cerebrospinal fluid  (CSF) analysis did not show CNS 
involvement of the disease. He obtained complete 
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