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A previously healthy 72-year-old woman pre-
sented to the emergency department after 
awakening from sleep with several minutes of 

impaired responsiveness, lip smacking and complex 
motor movements of her limbs. Subsequently, she had 
multiple brief episodes of altered level of conscious-
ness and leftward eye deviation. In retrospect, she re-
called occasional transient spells of colourful visual 
phenomena in recent years, but the rest of her history 
was unremarkable. Her vital signs were normal. The 
patient had a normal Glasgow Coma Scale score of 15, 
and neurologic examination showed an upgoing plan-
tar response on the left side but was otherwise normal.

Computed tomography (CT) of the head showed a 
large arachnoid cyst overlying the right hemi sphere, 
with radiographic features suggesting a chronic 
 lesion (i.e., thinning of the overlying bone and lack of 
substantial midline shift) (Figure  1). Magnetic reso-
nance imaging (MRI) features supported the diagno-
sis of an arachnoid cyst (Appendix  1, available at 
www.cmaj.ca/lookup/suppl/doi:10.1503/ cmaj.160423/-/DC1).

Although this patient’s clinical history and imaging abnormality 
immediately raised suspicion of seizure onset in the right hemi-
sphere, electroencephalography showed focal slowing of the 
structurally normal left hemisphere. This suggested a complex 
cause that may, for instance, involve bilateral abnormalities predis-
posing this patient to seizures. Neurosurgery was consulted for an 
opinion and recommended conservative management. The pa-
tient was treated with lamotrigine, which was well tolerated, and 
had no recurrent spells at follow-up after 6 months.

Arachnoid cysts are collections of cerebro spinal fluid con-
tained between layers of arachnoid membrane that result from 
congenital developmental defects or trauma. They are found in all 
age groups and account for about 1% of intracranial mass lesions.1 
Only a few patients will be symptomatic; symptoms vary with cyst 
location and can include headache, seizure, ataxia, dizziness, 
visual changes and nausea.2

Management of these cases is controversial because arachnoid 
cysts are often incidental findings that correlate poorly with specific 
seizure type and electroencephalogram focus.3 It is prudent to con-
sider alternative causes of seizure. 

Symptomatic patients may be candidates for surgery; operative 
management may improve symptoms such as headache or dizzi-

ness in some patients.4 However, most lesions are considered inci-
dental and can be treated conservatively.1,2
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Figure 1: Computed tomography of the head of a 72-year-old woman with adult onset 
epilepsy. Coronal (A) and axial (B) views showing a large arachnoid cyst in the right 
hemisphere, with typical findings (i.e., fluid collection isodense to cerebrospinal fluid, 
thinning of the bony calvarium, absence of septations and lack of communication with 
the ventricular system). There is no appreciable sulcal effacement or midline shift sec-
ondary to the large arachnoid cyst.
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