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SPONTANEOUS ACUTE SUBDURAL HEMATOMA 
CONTRALATERAL TO AN ARACHNOID CYST
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ABSTRACT - Arachnoid cysts (AC) are extra-cerebral cerebrospinal fluid collections of unknown origin. They 
correspond to 1% of all intracranial nontraumatic space-occupying lesions and appear more frequently in the 
middle fossa (50%). More than 25% of these cysts are incidental findings and the majority of patients are as-
ymptomatic. Seizures, intracranial hypertension signs, neurological deficits, macrocrania, developmental de-
lay and bulging of the skull are the main signs and symptoms of the lesion. AC rupture and bleeding are rare, 
usually occurring in young adults and associated with trauma. The risk of hemorrhage does not exceed 0.04% 
/ year. We describe the case of a ten-year-old boy who presented with acute signs of intracranial hyperten-
sion secondary to a spontaneous acute subdural hematoma, contralateral to an AC of the middle fossa. Three 
factors were significant in this case: signs and symptoms occurred spontaneously; the presence of an acute 
subdural hematoma exclusively contralateral to the AC; successful outcome of the conservative treatment.
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Hematoma subdural agudo espontâneo contralateral a cisto aracnóideo

RESUMO - Os cistos aracnóideos (CA) são coleções liquóricas extra-cerebrais e intra-aracnóideas de origem 
desconhecida. Correspondem a 1% de todas as lesões expansivas intracranianas não traumáticas e têm ní-
tido predomínio na fossa média (50%). Até 25% destes cistos são achados incidentais sendo que a maioria 
dos pacientes é assintomática. Crises epilépticas, sinais de hipertensão intracraniana, déficits neurológicos 
focais, macrocrania, atraso no desenvolvimento e abaulamento da calota craniana são os principais sinais e 
sintomas da lesão. A ruptura dos CA, assim como seu sangramento, são situações raras, geralmente associa-
das a traumas e acometem adultos jovens. O risco de hemorragia em pacientes com CA não excede 0,04% 
ao ano. É descrito caso de paciente de dez anos de idade que subitamente apresentou sinais de hipertensão 
intracraniana secundários a hematoma subdural agudo espontâneo, contralateral a volumoso CA de fossa 
média. Três fatores foram de relevância neste paciente: a ocorrência de sinais e sintomas espontaneamen-
te, especialmente em um menino; presença de hematoma subdural agudo exclusivamente contralateral ao 
CA; e a boa evolução com o tratamento conservador.

PALAVRAS-CHAVE: cisto aracnóideo, hematoma subdural, neurocirurgia pediátrica.
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Arachnoid cysts (AC) are extra-cerebral, intra-
arachnoidal cerebrospinal fl uid (CSF) collections of 
unknown origin. They correspond to 1% of all intrac-
ranial nontraumatic space-occupying lesions1 and ap-
pear more frequently in the middle fossa (50%)2-4. Up 
to 25% of these cysts are incidental fi ndings and the 
majority of patients are asymptomatic5,6. Rarely they 
can become symptomatic due to cyst enlargement or 
hemorrhage, often after head trauma1.

We report a case of a ten-year-old child who had 

acute signs of intracranial hypertension secondary to 
a spontaneous acute subdural hematoma, contralat-
eral to a large AC of the middle fossa. Aspects of the 
treatment and possible causes of the subdural hema-
toma are discussed.

CASE
A ten-year-old boy, resident at a country area, was 

awaken at night with an abrupt intense headache, accom-
panied by vomiting and ocular deviation. The mother in-



Arq Neuropsiquiatr 2007;65(4-A)

 1035

Subdural hematoma: contralateral arachnoid cyst
Henriques et al.

formed that the pain persisted for one week and resolved 
spontaneously. Because of the distant country location, 
where the family lives, medical assistance was very diffi cult. 
The ocular deviation persisted and the patient was taken to 
an ophthalmologic consultation. At examination, conver-
gent strabismus on the right side and bilateral papilledema 
were observed. The patient was sent to a pediatric neurolo-
gist and a computed tomography (CT) scan showed a lesion 
suggestive of a left temporal AC with signs of a subdural hy-
groma adjacent to the cyst. There was also a fronto-parietal 
acute subdural hematoma contralateral to the cyst, with 
slight mass effect (Fig 1A). There was no sign of an acute 
hematoma ipsilateral to the cyst. A neurosurgical consulta-
tion was possible one month after the beginning of symp-
toms. At that moment, there were no complaints of head-
aches or diplopia and physical examination demonstrated 
only mild papilledema. Parents and the patient denied any 
type of previous trauma or other disease and confi rmed the 
acute onset of the symptoms. Magnetic resonance imaging 
(MRI) of the brain (Fig 1B) confi rmed the fi ndings of the CT 
scan and the absence of vascular abnormalities on MR an-
giography (Fig 2). As the headache and strabismus had dis-
appeared and the papilledema was regressing, conservative 
treatment was chosen. The patient remained hospitalized 
for one week. A new CT scan showed regression of the he-
matoma. Another CT scan was ordered eight months after 
the bleeding and demonstrated complete resolution of the 
hematoma and an unchanged AC (Fig 3).

DISCUSSION

Most of AC are asymptomatic7,8. Seizures, signs 
of intracranial hypertension, focal neurological defi -
cits, macrocrania, developmental delay and bulging 
of the skull at a site corresponding to the cyst are 
the main signs and symptoms of the lesion8,9. In the 
case reported here, the patient did not present any 
sign or symptom of an AC until the occurrence of the 
subdural hematoma. Rupture of the AC, and also its 
bleeding, are rare, usually associated with trauma in 
young adults1,4,9. The risk of bleeding of AC is 0.04% 

Fig 1. (A) CT scan and (B) MRI  showing left temporal arachnoid 

cyst with subdural hygroma adjacent to the cyst associated to 

an acute subdural hematoma contralateral to the cyst.

Fig 2. MRI angiography showing no vascular abnormality.

Fig 3. CT scan eight 

moths after the be-

ginning of symp-

toms showing com-

plete resolution of 

subdural hematoma 

and arachnoid cyst 

without changes.

/ year4. Iaconetta published a review of 37 cases re-
ported which had AC associated with intracystic hem-
orrhage and subdural hematomas1. The subdural he-
matoma was ipsilateral to the AC in 21 patients. There 
were bilateral hematomas in two patients. There was 
no report of an exclusively contralateral hematoma.

Two hypotheses could explain the occurrence of 
exclusively contralateral hematomas: the hematoma 
may be the result of a spontaneous rupture of an 
AC that also presents a hygroma which could have 
reached the contralateral subdural space. At that 
point the hygroma may have caused the rupture of 
a vessel resulting in bleeding at the opposite side of 
the AC. The spontaneous rupture of AC has been re-
ported in the literature and can occur as the result of 
continuing CSF production by its walls, however, the 
occurrence of an exclusively contralateral hematoma 
is extremely rare,3,4,7. 

Another hypothesis for the contralateral hemato-
ma is that the subdural bleeding might have occurred 
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initially on both sides and they would be at different 
stages of resolution on CT scan: in a chronic stage on 
the left and still on an acute stage on the right. This 
latter hypothesis seems to be the least probable one, 
due to the intense signal difference of the lesions on 
the initial CT scan. 

Other hypotheses were considered. The associa-
tion of AC and arteriovenous malformations has been 
described10. Thus, an MR angiography was requested 
and demonstrated no vascular abnormalities. The 
possibility of head trauma also was investigated but 
the patient and his parents strongly denied it and, 
in the first examination by the local doctor, when 
the symptoms started, there were no signs of head 
trauma that could justify the hematoma. Trivial trau-
mas could caused intracystic bleeding by rupture of 
vessels inside the cyst itself, since these vessels do not 
have parenchymal support11, but it would not justify 
the contralateral bleeding.

The ideal treatment of asymptomatic AC of the 
middle fossa remains undefi ned. Some authors rec-
ommend prophylactic surgery but this is not the ap-
proach generally used9. By the time our patient came 
for a neurosurgical consultation, more than 30 days 
had passed from the beginning of symptoms. There-
fore a conservative approach was chosen. Had he 
been evaluated at the beginning of his symptoms, sur-
gical treatment would have been indicated. If surgical 
treatment was necessary late in the course of the dis-
ease, pre-operative intracranial pressure monitoring 
could have been useful12 in order to defi ne intracrani-
al hypertension. The conservative treatment was also 
reported by Parsch in two patients with an AC and as-
sociated hematomas that presented mild symptoms. 
Both had favorable outcomes4. When emergency sur-
gery is necessary for patients with AC and subdural 
hematomas the direct approach to the AC is usually 
not necessary, because the cyst frequently decreases 
or disappears after the evacuation of the hematoma 
or hygroma4,13,14. This is the expected outcome for in-
tracystic or ipsilateral hematomas, which are differ-
ent of the contralateral hematoma of our patient. 

Despite the good outcome and resolution of the 
subdural hematoma, the AC remains unchanged as 
seen on follow-up imaging exams (Fig 3). An enlarge-
ment of the AC is seldom noted; conversely its sponta-

neous disappearance is more frequently described15,16. 
Besides, surgical approach of the AC after evacuation 
or spontaneous resolution of the hematoma should 
only be undertaken if the pre-operative symptoms 
persist4.

The present case illustrates an unusual occurrence 
of AC associated with contralateral subdural hema-
toma. This case allowed to know a little more about 
the presentation and natural history of the AC. Three 
factors were signifi cant: the spontaneous occurrence 
of signs and symptoms not related to trauma, espe-
cially in a child; the presence of a contralateral sub-
dural hematoma associated to an AC; the successful 
outcome after a conservative treatment. 
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