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Case Report

Introduction

Arachnoid cysts are benign congenital malformations along 
the craniospinal axis formed from splitting of the arachnoid 
layer with cerebrospinal fluid accumulation within the 
walls.1,2 They have a predilection for the Sylvian fissure in 
the temporal fossa but are also found in the posterior fossa 
and suprasellar region, and on the cerebral convexity.1,3,4 
They are relatively common lesions of the arachnoid, with a 
reported prevalence as high as 1.1% in the adult population.5 
They are 2–3 times more common in males than females and 
may be bilateral, multiple, or multiloculated.1,2 Arachnoid 
cysts have been documented to be associated with disorders 
such as tuberous sclerosis, autosomal dominant polycystic 
kidney disease, neurofibromatosis, Aicardi syndrome, 
and Proteus syndrome.6‑8 When symptomatic, intracranial 
arachnoid cysts present with features of space occupying 
lesions mimicking brain tumors, with the specific clinical 
features largely depending on the location and size of the 
cysts.1,2,9,10

With increasing availability of diagnostic facilities, in 
particular, magnetic resonance imaging (MRI), many arachnoid 
cysts are discovered incidentally.1,11 We hereby present in this 
brief report, the clinical and radiological findings, as well as 
the management of a 53‑year‑old sickle cell disease (SCD) 
patient with a giant arachnoid cyst of the left frontoparietal 
region that was previously misdiagnosed as cerebrovascular 
accident (CVA).

Case Report

With the assurance of confidentiality, patient gave consent for 
her case to be reported.

OA is a 53‑year‑old female known SCD patient who presented 
to our neurosurgical outpatient clinic with a 2‑year history 
of right sided weakness and gait impairment. Weakness 
was of sudden onset and progressively worsened over time. 
She had persistent dull‑aching nonradiating left hemicranial 
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headache and problems with word‑finding when talking. She 
had no vomiting, seizures, blurred vision, tremors, auditory 
deficit, memory impairment, altered sensorium, or neck pain. 
She had no history of trauma, fever, drenching night sweat, 
anorexia, or weight loss. Examination findings included 
motor aphasia, right hemiparesis and hypoesthesia, right 
supranuclear facial paresis, and right hemiplegic gait. She 
had been managed as a case of CVA but with no improvement 
before presenting to us. Brain MRI scan  [Figures 1 and 2] 
showed a massive (10 cm × 12 cm × 15 cm) left frontoparietal 
nonenhancing hypointense cystic lesion on T1‑weighted image 
with high signal intensity on T2‑weighted image, significant 
midline shift to the right, effacement of the left lateral and 
third ventricles, and mass effect on the surrounding cerebral 
tissue. A diagnosis of giant left frontoparietal arachnoid cyst 
was made. She had craniotomy and excision of the arachnoid 
cyst. She had an uneventful postoperative recovery with 
improvement in her speech and in power on the right side. 
She had sustained neurological gain at the surgical outpatient 
clinic follow‑up.

Discussion

SCD is common in malaria endemic areas and occurs when 
an individual is homozygous for the sickle hemoglobin (HbS) 
mutation or is a compound heterozygote for HbS and 
β‑thalassemia, hemoglobin C, or some less common β‑globin 
mutations.12 The disease is characterized by hemolytic anemia 
and three types of crises: Painful vaso‑occlusive, sequestration, 
and aplastic. Complications include splenic infarction, 
autosplenectomy, bone infarcts, aseptic necrosis of the femoral 
head, leg ulcers, priapism, pulmonary hypertension, and renal 
failure.13 Neurological complications such as hemorrhagic and 
ischemic CVAs  (strokes) are also seen in SCD patients.12,13 
Since vascular complications are common in these patients,13 
it is usual to think of such when they present with suggestive 
clinical features.

Ay et  al. investigated 782 patients with stroke‑like deficits 
and found 27 of them to have normal diffusion‑weighted 
MRI without imaging features of stroke. Of these 27, one 
was found to have a left temporal arachnoid cyst. He was a 
58‑year‑old man who had presented with motor aphasia.14 This 
was particularly similar to our patient who was in the same 
decade of life and also had aphasia as one of her symptoms. 
Others have reported patients who have intracranial arachnoid 
cysts presenting with headache,15 also, a major symptom our 
patient had.

Our patient’s cyst was found in the Sylvian fissure, the most 
common intracranial location of arachnoid cysts reported in 
the literature.1,3,4 Cranial imaging findings as seen in other 
case reports have also shown this predilection of intracranial 
arachnoid cysts for the middle fossa16 as well as the mass effect 
they can cause.16‑18 Arachnoid cysts presenting such as stroke 
have not been previously reported in SCD patients.

Options of treatment of symptomatic arachnoid cysts, whether 
associated with SCD or not, include resection of the cyst 
walls, endoscopic or microsurgical fenestration of the cyst to 
the subarachnoid cisterns, and shunting techniques such as 
ventriculocystostomy, cystocisternostomy, and cystoperitoneal 
and cystosubdural shunts which have all been tried with 
varying success rates.1,2,19,20

This case further emphasizes the importance of having 
imaging studies of the brain done when a diagnosis of stroke 
is entertained, even when the presence of factors such as 
SCD strongly support the diagnosis. Misdiagnosis of stroke 
has significant implication for definitive therapy. The patients 
with clinical diagnosis of stroke should, therefore, have at 
least brain computed tomography scan evaluation to ensure 
that patients who can be helped surgically are identified early 
and appropriately treated.21 The prompt and correct definitive 
diagnosis with timely adequate management will ensure a 
better outcome.

Figure 1: An axial T1-weighted image in which the cyst is seen as a 
hypointense lesion occupying the left Sylvian fissure with mass effect on 
the ipsilateral temporal and frontal lobes, insula, basal ganglia, internal 
capsule and thalamus.

Figure 2: A coronal T2-weighted image in which the cyst is now seen to be 
hyperintense with mass effects as described for Figure 1 and effacement 
of the frontal horn of the ipsilateral lateral ventricle. Both figures also show 
a midline shift to the right.
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