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Arachnoid cysts are considered a rare neurological tumor, few of which exhibit any symptomatology. A 38-year-old Haitian
American female with no past psychiatric history presented with rapid onset of psychosis. Workup for medical etiology proved
to be within normal limits, with the exception of a left temporal lobe arachnoid cyst. The purpose of this paper is to add to a
number of existing case reports that suggest a relationship between such lesions and psychiatric illness.

1. Introduction

Arachnoid cysts are considered to be a relatively rare neu-
rological tumor, accounting for roughly 1% of intracranial
space occupying lesions [1]. Of patients undergoing a brain
MR, only 1.4% are identified to have an arachnoid cyst. Most
of these (34%) are found to be in the mid cranial fossa, the
majority (70%) being left sided. Even more rare are patients
who become symptomatic (5%); among the most common
complaints are headache, ataxia, seizures, dizziness, and
visual changes [2].

Numerous articles have also reported patients with intra-
cranial arachnoid cysts presenting with psychiatric illness as
their main symptom [3-5]. Although no clear-cut mecha-
nism has yet been identified, there are copious instances of
patients being cured of their psychiatric symptoms following
neurosurgical intervention [6-9]. Meanwhile, the remainder
of patients were managed medically.

We would like to present a case in which a middle aged
female develops rapid onset psychosis and delirium. After
extensive medical workup for the etiology of her condition,
there were no abnormalities to be found, with the exception
of a left temporal lobe arachnoid cyst.

2. Case Presentation

Mrs. G is a 38-year-old Haitian American female brought into
the emergency department by her family due to a sudden
onset of psychotic behavior and delirium. She has no past
psychiatric history and her unusual behavior started roughly
one week prior to admission. The patient takes no home
medications and has no family history of psychiatric illness.
She works as a nurse in a nearby hospital, takes care of
two children, and lives in the same apartment building as
her mother, who was the original witness to the patient’s
change in behavior. Her symptoms included religious and
persecutory delusions as well as delusions of control. Also,
she has had zero to little sleep over the past week. The
patient was alert and oriented to person, place, and time.
She remained cooperative during her interview, however
she became irritable upon questioning of her delusions.
Her thought process was linear, logical, and goal directed.
Judgment was intact, except when related to her delusions.
Furthermore, she portrayed poor insight into her medical
condition, symptoms, and need for treatment. The patient
was placed on 1:1 observation as a precaution due to a desire
to escape to home, deemed incapacitated to leave against



medical advice, and started on risperidone 0.5mg PO BID.
Additionally, she received haloperidol 5mg and lorazepam
2mg IM PRN multiple times throughout her admission for
agitation control.

After the initial psychiatric consultation, she was admit-
ted to the medicine service to rule out any medical eti-
ology of her psychiatric symptoms. The medical workup
included screening for electrolyte abnormalities, urine tox-
icology, ethyl alcohol, cannabinoids, acetaminophen, salicy-
late, serum glucose, thyroid function, cobalamin, folate, rapid
plasma reagin, and borrelia burgdorferi, all of which came
back within normal limits. Neurology consultation revealed
no focal neurological deficits and recommended electroen-
cephalography (EEG) and lumbar puncture (LP). EEG
showed no signs of seizure activity. However, there was inter-
mittent polymorphic slowing over both temporal regions,
which is indicative of mild cerebral dysfunction. Cerebrospi-
nal fluid analysis obtained from LP was within normal limits,
negative for bacterial antigen agglutination, and cultures had
no growth. Lastly, a CT and MRI of the head revealed a cystic
lesion within the anterior aspect of the left middle cranial
fossa which demonstrated mass effect on the left temporal
lobe and was compatible with an arachnoid cyst. The lesion
measured 3.7 x 3.1 x 3 cm (see Figures 1 and 2).

Neurological surgery was promptly consulted; however,
due to the lack of neurological symptoms; the surgeons rec-
ommended against any neurosurgical intervention and opted
for medical management.

After four days of hospitalization and an extensive work-
up, a clear etiology for Mrs. G’s rapid onset delirium and psy-
chosis was not identified. Nevertheless, she showed marked
improvement with her medication regimen. Prior to dis-
charge, the patient’s delusions could not be elicited, there was
improved insight, and she was no longer a danger to herself
and others. Still, she was refusing further workup of her cyst
and did not accept the suggestion that it may be related to
her psychiatric symptoms. Arrangements were made for both
neurologic and psychiatric follow-up as an outpatient.

3. Discussion

This patient’s clinical presentation is a characteristic of a rapid
onset psychotic disorder accompanied by delirium. Follow-
ing thorough evaluation, medical causes for her presentation
were ruled out, except for a left temporal lobe arachnoid cyst
being the only aberrant finding. A review of the literature
revealed numerous cases in which patients with psychiatric
symptoms are discovered to have an arachnoid cyst.

More specifically, there has been evidence to suggest a link
between structural abnormalities of the left temporal lobe and
schizophrenia [10]. Patients undergoing right temporal lobec-
tomy for chronic localized epilepsy have also been shown to
develop new onset psychiatric illness following the procedure
[11]. In addition to schizophrenia [6, 10] and schizophreni-
form disorder [8], a multitude of other symptoms have been
reported. Auditory hallucinations, delusions of persecution
[3, 4, 9], delusions of hypochondria [4], and conversion
disorder [6] have all been documented in association with
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F1GUre I: Cranial CT without contrast in the horizontal plane, show-
ing an arachnoid cyst in the region of the left temporal lobe.
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FIGURE 2: Cranial MRI without contrast in the horizontal plane,
demonstrating the mass effect on the left temporal lobe by the arach-
noid cyst.

arachnoid cysts. Aggressive behavior [4] and uncharacteristic
violent behavior [12] have also been noted.

Patients who experienced a resolution of symptoms fol-
lowing neurosurgical intervention provide evidence that
arachnoid cysts may be the underlying etiology to their psy-
chiatric manifestations. Surgical techniques used include
craniotomy alone [6], excision [6, 8], and drainage [9]. In
another incidence, a patient presenting with depression
and schizophrenia-like symptoms was found to have an
intraventricular ependymal cyst. The lesion was resected
through craniectomy and endoscopy, with subsequent remis-
sion of symptoms [7].
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Despite the reported success of neurological surgery, it is
still considered a very high risk treatment option with no uni-
form and established guidelines. Progressive hydrocephaly
and intracranial hypertension seem to be the only situations
mandating surgery [1]. Also, the majority (96.8%) of arach-
noid cysts show no change in size over a mean of 3.8-year
follow-up period [2]. Hence, conservative medical manage-
ment seems to be the preferred approach for the majority of
cases [1].

In the case we present, the patient was discharged in stable
condition on risperidone 0.5 mg PO BID and given follow-up
instructions. Four months later, she presented to our psychi-
atric emergency room with a relapse of psychosis attributed
to medication nonadherence for an unspecified time period.
Her symptoms fully resolved after restarting risperidone 1 mg
PO QPM. Arrangements were again made for outpatient
follow-up, this time involving the patient’s mother with the
supervision of treatment.

4. Conclusion

The association between arachnoid cysts and psychiatric ill-
ness remains a controversial and frequently overlooked phe-
nomenon. Despite this, there are a growing number of case
reports that suggest this combination of findings is not simply
a coincidence. For this reason, it may be worthwhile to take
cranial imaging into consideration when establishing a diag-
nosis and treatment plan. Rapid resolution of symptoms fol-
lowing neurosurgical intervention perhaps provides the most
convincing evidence of a linkage between the two. Further
studies are warranted to provide better evidence and confir-
mation of this relationship.

Conflict of Interests

The authors declare that there is no conflict of interests
regarding the publication of this paper.

References

[1] J. A. Gosalakkal, “Intracranial arachnoid cysts in children: a
review of pathogenesis, clinical features, and management,”
Pediatric Neurology, vol. 26, no. 2, pp. 93-98, 2002.

[2] W. N. Al-Holou, S. Terman, C. Kilburg, H. J. Garton, K. M.
Muraszko, and C. O. Maher, “Prevalence and natural history of
arachnoid cysts in adults,” Journal of Neurosurgery, vol. 118, no.
2, pp. 222-231, 2013.

[3] W.-M. Bahk, C.-U. Pae, J.-H. Chae, T.-Y. Jun, and K.-S. Kim,
“A case of brief psychosis associated with an arachnoid cyst;’
Psychiatry and Clinical Neurosciences, vol. 56, no. 2, pp. 203-205,
2002.

[4] J. A. da Silva, A. Alves, M. Talina, S. Carreiro, J. Guimaraes,
and M. Xavier, “Arachnoid cyst in a patient with psychosis: case
report,” Annals of General Psychiatry, vol. 6, article 16, 2007.

[5] M. Kuloglu, A. Caykoylu, E. Yilmaz, and O. Ekinci, “A left tem-
poral lobe arachnoid cyst in a patient with schizophrenia-like
psychosis: a case report,” Progress in Neuro-Psychopharmacology
and Biological Psychiatry, vol. 32, no. 5, pp. 1353-1354, 2008.

[6] R. Kohn, R. B. Lilly, M. S. Sokol, and P. E Malloy, “Psychiatric
presentations of intracranial cysts,” Journal of Neuropsychiatry
and Clinical Neurosciences, vol. 1, no. 1, pp. 60-66, 1989.

[7] B. Pant, T. Uozumi, T. Hirohata et al., “Endoscopic resection of
intraventricular ependymal cyst presenting with psychosis,”
Surgical Neurology, vol. 46, no. 6, pp. 573-578, 1996.

[8] E. J. Kuhnley, D. H. White, and A. L. Granoff, “Psychiatric
presentation of an arachnoid cyst,” Journal of Clinical Psychiatry,
vol. 42, no. 4, pp. 167-168, 1981.

[9] C.-W. Wong, S.-E Ko, Y.-Y. Wai, M. B. Camins, and S. S.
Rengachary, “Arachnoid cyst of the lateral ventricle manifesting
positional psychosis,” Neurosurgery, vol. 32, no. 5, pp. 841-843,
1993.

[10] M. E. Shenton, R. Kikinis, F. A. Jolesz et al., “Abnormalities of
the left temporal lobe and thought disorder in schizophrenia—
a quantitative magnetic resonance imaging study;” The New
England Journal of Medicine, vol. 327, no. 9, pp. 604-612, 1992.

[11] C.J. Mace and M. R. Trimble, “Psychosis following temporal
lobe surgery: a report of six cases,” Journal of Neurology
Neurosurgery and Psychiatry, vol. 54, no. 7, pp. 639-644, 1991.

[12] C.M. Paradis, L. Horn, R. M. Lazar, and D. W. Schwartz, “Brain
dysfunction and violent behavior in a man with a congenital
subarachnoid cyst,” Hospital and Community Psychiatry, vol. 45,
no. 7, pp. 714-715, 1994.



MEDIATORS

INFLAMMATION

The Scientific Gastroenterology Fou Journal of .
World Journal Research and Practice Diabetes Research Disease Markers

et
International Journal of

Endocrinology

Journal of
Immunology Research

Hindawi

Submit your manuscripts at
http://www.hindawi.com

BioMed
PPAR Research Research International

Journal u,f
Obesity

Evidence-Based p : _ {:

Journal of Stem Ce”S Complementary and 8 ' 1 3 Journal of
Ophthalmology International Alternative Medicine < ) Oncology

Parkinson’s
BINEENE

Computational and . z
Mathematical Methods Behavioural AI DS C dicine and

in Medicine Neurology Research and Treatment



