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Dear editorial offi   ce,

arachnoid cysts (AC) are congenital benign 

col lections of cerebrospinal fl uid (CSF) en-

closed within arachnoid membranes of the 

meninges. These entities constitute up to 

1% of intracranial lesions and their preva-

lence in the paediatric population is esti-

mated at 2.6% [1]. The Sylvian fi s sure is the 

most frequent location for ACs, represent -

ing up approxi mately one-half of all paediat-

ric ACs [1]. The majority of ACs are clinical ly 

silent and static in nature, whereas others 

undergo dynamic changes such as expan-

sion, rupture or spontaneous disappearance. 

A minority of ACs are clinical ly symp tomatic, 

due to increased intracranial pres sure, 

compres sion of neighbour  ing structures or 

changes within the cyst such as intracystic or 

extracystic haemor rhage. A therapeutic al-

gorithm for symp tomatic ruptured AC is not 

set, however, surveys have shown preference 

for surgical treatment among surgeons [2]. 

There is a general consensus that large ACs 

which are clinical ly symp tomatic should be 

treated surgical ly [3]. The fol low  ing case re-

port depicts the case of a 15-year-old boy 

with a Galas si Type III AC, with two episodes 

of transient focal neurological symp toms fol-

low  ing cyst rupture. Later, the cyst sponta-

neously resolved without requir  ing surgical 

intervention. 

A male patient underwent a dia gnostic 

algorithm for epidermal nevus syn-

drome at the age of 6, includ  ing a brain 

MRI. The MRI revealed a large Galas si III AC 

8.5 × 3.0 × 9.0 cm in the left frontotempo-

ral region (Fig. 1a). It showed slight protru-

sion of the overly  ing bone with compres-

sion of the underly  ing brain tissue. However, 

due to the lack of clinical symp toms, a con-

servative approach consist  ing of regular fol-

low-ups was agreed upon with the patient`s 

parents. At age 15, a routine MRI showed 

subtle signs of intracystic haemor rhage (Fig. 

1b). Nevertheless, the patient was asymp-

tomatic, thus, no surgical or pharmaceuti-

cal action was taken. One month later, the 

patient was admitted fol low  ing a sponta-

neous episode of transient aphasia, right-

sided facial nerve lesion and arm paresis. 

A CT was performed and showed a stable 

AC with signs of older bleed  ing, but with-

out signs of acute haemor rhage, AC expan-

sion or other intracranial pathologies (Fig. 

1c). Even so, the patient was admitted to 

the paediatric ward for observation. Once 

admitted, one further identical episode 

occur red spontaneously and resolved after 

approxi mately 10 min. Fundoscopy was per-

formed without signs of increased intracra-

nial pres sure and the patient was observed 

for a total of 5 days. No further episodes of 

transient neurological defi cit occurred and 

the patient was discharged on the 5th day 

with a planned follow-up visit at the neu-

rosurgical outpatient clinic. Sixth months 

later, a follow-up brain MRI was performed 

and showed almost complete resolution 

of the entire AC (Fig. 1d). Another MRI was 

performed 1 year later and showed a stable 

AC remnant. The patient remained symp-

tom-free throughout the entire follow-up 

period.

Treatment algorithms of ACs in the pae-

diatric population remain a controver-

sial is sue, with several treatment strategies 

proposed throughout literature. General 

management of these lesions can be di-

vided into two categories –  cases of asymp-

tomatic and stable ACs and cases of ACs ac-

companied by clinical symp toms and/ or 

dynamic changes such as cyst growth, rup-

ture or haemor rhage. 

In cases of asymp tomatic ACs, there is 

ongo  ing debate whether to treat these le-

sions conservatively or surgical ly. The main 

argument for prophylactic surgery is fear of 

complications such as cyst rupture, which 

can lead to the formation of subdural hae-

matomas or hygromas [2]. A recent article by 

Cress et al showed that the risk factors for cyst 

rupture or haemor rhage included cyst size 

of more than 5 cm and head trauma within 

the previous 30 days, thus support  ing an ac-

tive approach in these cases [4]. On the other 

hand, other papers state that approximately 

8– 27% of ACs are complicated by delayed 

subdural or intracerebral haematomas fol-

low  ing minor head injury, most of which are 

proLékaře.cz | 25.4.2024



696

CONSERVATIVE MANAGEMENT OF A RUPTURED GALAS SI III MIDDLE FOS SA ARACHNOID CYST  

Cesk Slov Ne urol N 2019; 82/ 115(6): 695– 696

overlooked and resolve spontaneously [5]. 

Furthermore, haemor rhage can result in the 

spontaneous resolution of ACs, due to the 

spil l  ing of its contents into the subarach-

noid or subdural space [6]. Consequently, the 

fi nal decision on whether to treat an asymp-

tomatic AC conservatively or surgical ly is 

based largely on surgeon and patient pref-

erence. Initial ly, our case presented as an 

asymp tomatic Galas si III cyst with a diameter 

of more than 5 cm, with no history of head 

trauma. Although we believe some surgeons 

would choose surgical treatment based on 

the cyst size and Galas si III status, we opted 

for a conservative approach. The decision 

was based on the asymp tomatic course of 

the lesion as well as a thorough consulta-

tion with the patient`s parents, who prefer red 

conservative treatment. 

For cases of symp tomatic ACs, there is 

a general consensus that surgical treat-

ment is indicated in cases when the clinical 

symp toms are directly related to the cyst it-

self [7,8]. Data concern  ing treatment guide-

lines of ACs complicated by expansion, rup-

ture or haemor rhage are limited to case 

reports [9,10]. Even so, there is a dominat -

ing tendency to treat these cases via sur-

gical intervention, as demonstrated by re-

cent reviews of literature [5]. However, in our 

opinion, it is neces sary to diff  erentiate be-

tween mild, transient clinical symp toms and 

severe permanent neurological defi cit with 

intracranial hypertension, hydrocephalus or 

seizures. In our case, we opted for a conser-

vative approach for the fol low  ing reasons. 

Firstly, when the cyst rupture occur red, it 

was asymp tomatic and randomly observed 

on a fol low-up MRI, with no signs of intrac-

ranial hypertension or focal neurolo gical 

defi cit. Secondly, the patient afterwards ex-

perienced only transient focal neurolo-

gical defi cit, which resolved spontaneously 

with no radiological signs of cyst expan-

sion or haematoma formation. Final ly, after 

a thorough consultation, the patient’s par-

ents prefer red a conservative approach. The 

patient remained symp tom-free throughout 

fol low-up and a control MRI showed near-to-

tal resolution of the cyst, which we consider 

a satisfactory clinical and imaging result.

The therapeutic management of ACs re-

mains a controversial topic, with most sur-

geons prefer r  ing surgical management of 

symp tomatic cases. Although we believe 

this is the cor rect approach in the majority of 

cases, our case demonstrates that patients 

present  ing with mild, transient or vague clin-

ical symp toms and stable dia gnostic imag -

ing may benefit from a conservative ap-

proach. Additional studies are required to 

support this approach further. 
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Fig. 1. (a) A Galassi III middle fossa cyst diagnosed at the age of 6. (b) Signs of older 
intrac ystic hemorrhage into the patient`s arachnoid cyst on a routine MRI follow-up at 
age 15. (c) Patient`s CT scan at admission showing a stable arachnoid cyst at the age of 
15. (d) Near-total resolution of the arachnoid cyst on a 6-month follow-up MRI. 
Obr. 1. (a) Cysta Galassi III střední jámy lební diagnostikována v 6 letech. (b) Známky star-
šího krvácení do arachnoideální cysty zobrazeném na rutinní kontrolní MR v 15 letech. 
(c) Pacientova vstupní CT mozku zobrazující stabilní arachnoideální cystu v 15 letech. 
(d) Významná regrese arachnoideální cysty zobrazené na kontrolní MR po 6 měsících.
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