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Arachnoid Cyst Haemorrhage: A Serious Complication Of 
Minor Head Trauma 
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Arachnoid cysts are benign developmental cavities 
of the subarachnoid space, containing a fluid close 
in composition to that of CSF and lined by a 

membrane of true arachnoid cells [1]. Arachnoid cysts 
are relatively rare, comprising only 1 % of all intracranial 
mass lesions, with an estimated incidence of 0.5% to 
1.6% [2]. Symptoms of arachnoid cyst are related to cyst 
size and location. Asymptomatic arachnoid cysts are quite 
rare. We present here an asymptomatic patient who 
became acutely symptomatic after minor head trauma 
due to intracystic haemorrhage. 

Fig.1: Plain CT Head showing cystic mass in the left 
temporo-parietal region having a hyperdense area inside it. 

Case report: 

A 25 year old man presented in emergency with the minor 
head injury and recent onset of seizures and headache. 
CT head of the patient was done. On plain CT, there was 
a CSF density mass in the left temporo-parietal region 
adjoining the left sylvian fissure with mass effect on the 
adjoining brain. There was a hyperdense area within the 
cyst having a CT density of 50-55 HU. There was no 
surrounding edema (Fig.1). On contrast enhanced CT, 
no enhancement of the cystic mass was seen (Fig. 2). 
On bone window, minor scalloping of inner table of skull 
was seen (Fig. 3). Diagnosis of arachnoid cyst of the left 
Sylvian fissure with secondary haemorrhage was made. 

Fig. 2: Contrast CT Head showing no enhancement after i.v. 
contrast. 
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Fig. 3: Bone window showing scalloping of the inner table of 
temporal bone. 

Discussion: 

Arachnoid cysts are benign, congenital, intra-arachnoidal 
space occupying lesions that are filled with clear CSF
like fluid [3]. The precise etiology of arachnoid cysts is 
poorly understood and remains controversial [4]. 
Mechanisms proposed for their origin and development 
have recently focused on meningeal maldevelopment. 
Arachnoid cysts are derived from the meninx primitiva 
which forms a perimedullary mesh around the developing 
CNS. With the accumulation of subarachnoid CSF, the 
meninx cavitates. During this process it is believed that 
the developing arachnoid membrane may split. With time, 
arachnoid cells secrete fluid into the resultant cleft and 
depending upon the degree of communication with the 
true subarachnoid space, the cleft enlarges to become a 
cavity and, ultimately, an arachnoid cyst [5]. 

Majority of the arachnoid cysts are symptomatic. However 
asymptomatic arachnoid cysts may become acutely 
symptomatic after minor head trauma. Consequent to 
trauma the cyst may rupture or bleeding may occur into 
the cyst cavity resulting in mass effect and onset of 
symptoms [6]. 

CT scan and MRI are diagnostic in majority of cases, 
alleviating the need for histopathological examination. On 
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CT, arachnoid cysts are isodense to CSF and have non
enhancing borders. The subjacent brain shows mass 
effect. On bone window, erosion of inner table of skull 
may be evident. Arachnoid cysts seldom calcify. On MRI, 
arachnoid cysts are non-enhancing intracranial masses 
that are isointense to CSF on all sequences. Diagnostic 
confusion occasionally may arise between arachnoid cyst 
and epidermoid tumours. FLAIR and diffusion weighted 
images (DWIs) make the differentiation between two 
masses easier. With these sequences, arachnoid cysts 
follow CSF signal and have very low signal on FLAIR 
imaging and have a high ADC, whereas epidermoids show 
high signal on FLAIR compared with CSF and have a 
decreased ADC [7]. 

Haemorrhage into a pre-existing arachnoid cyst may 
render an asymptomatic cyst symptomatic. Signs and 
symptoms are non-specific so, diagnosis is made only 
on CT or MRI. The treatment of arachnoid cyst with 
intracystic haematoma is surgical decompression and 
marsupilisation [6]. 
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