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Arachnoid Cyst as a Rare Cause of Headache in a 
Teenager: Case Report

Hakan Aka, e, Ismail Gulsena, Gokhan Evcilib, Ugur Demirc, Sercan Savas Yalcind

Abstract

Headache is a common complaint in children and adolescents. Only 
minority percentage of headaches is associated with serious caus-
ative factors such as space occupying lesion. Arachnoid cysts com-
pose less than of one percent of all intracranial lesions and they are 
mostly asymptomatic. Herein, we present a teenager with refractory 
headache diagnosed with arachnoid cyst. Cystoperitoneal shunt in-
sertion was performed and patient’s complaint totally resolved.
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Introduction

Headache is one of the most common types of recurrent pain. 
This complaint constitutes a very high percentage of atten-
dance to neurology as well as neurosurgery clinics. It is also 
common in children and it shows an increased prevalence 
during adolescence [1]. Most common causes of headache in 
children usually are not associated with serious causes such 
as space occupying lesion or life-threatening infection [2]. 
Arachnoid cysts compose only 1% of all intracranial space 
occupying lesions and most of them are asymptomatic. 
When they become symptomatic, they may create signs and 
symptoms according to their localization site [3]. Herein, we 
present a male teenager attended with only headache and 
diagnosed with arachnoid cyst. After cystoperitoneal shunt 

operation, patient’s complaint resolved in the early period.

Case Report
   

A 15-year-old male attended with only headache to our clin-
ic. Pain was left sided (hemicranial) and was worsening in 
the morning. It was increased for recent times and it become 
resistant to easily accessible drugs such as paracetamol, 
naproxen, and diclofenac. There weren’t any accompanying 
symptom like nausea, vomiting, seizure, and loss of con-
sciousness. There was no history of trauma or any infectious 
disease. Family history was unremarkable. Physical and neu-
rological examinations were normal. Because of refractory 
headache, cranial computed tomography (CT) was taken and 
it revealed a left sided space occupying lesion isodens with 
cerebrospinal fluid and it was suppressing the frontal, tem-
poral, and parietal lobes. Sulci were obscure at the left side. 
Left lateral ventricle was suppressed, and posterior horn of 
right lateral ventricle was enlarged due to probable compres-
sion of the foramen monro. Also, there was a midline shift 
(Fig. 1). This lesion was considered as an arachnoid cyst. It 
is type III arachnoid cyst according to Galasssi classification. 
Operation was planned due to suppression of neural struc-
tures, presence of midline shift, and absence of any reason 
to explain the patient’s headache. Cystoperitoneal shunt in-
sertion that can be applied in most of the health centers was 
performed. Medium pressured automated antisiphon shunt 
material was inserted. Patient’s headache disappeared after 
operation even in the early period. Patient is still under clinic 
controls without any complaint for about one year.

Discussion
  
As in adult patients, headache is also a common problem in 
children and frequency increases towards the adolescence. It 
was reported that prevalence of any type of headache range 
from 57-82% by age of 15 [1]. The most common causes of 
headache in children can be summarized as viral or upper re-
spiratory infections including ear infections, common cold, 
allergies, sinus infections, and strep throat, stress-related or 
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stress-worsened headaches including family or school prob-
lems, minor head injury, migraine or cluster headache, and 
tension. Only a small minority of children with headaches 
have a serious cause, such as a brain tumor or life-threaten-
ing infection [2]. 

The evaluation of patient with headache begins with 
thorough medical history followed by physical examination 
and complete neurological examination. Physical examina-
tion should include vital signs, particularly blood pressure, 
and neurological examination should include optic fundus 
[1]. The red flags in patients’ medical history were sum-
marized as age < 3 years, morning or nocturnal headache, 
morning or nocturnal vomiting, headache increased by Val-
sava or straining, explosive onset, progressively worsening 
over time (chronic progressive pattern), declining school 
performance or personality changes, altered mental status, 
and epilepsy [4]. The red flags in physical examination are 
hypertension, head circumference more than 95%, neurocu-
taneous markers, meningeal signs, papilledema, abnormal 
eye movements, motor asymmetry, ataxia, gait disturbance, 
and abnormal deep tendon reflexes [4]. All of the physical 
examination red flags were negative in our patient. However, 
some of red flags were positive in our patient including, pain 
worsening morning, pain progressively worsening over time.   

Although arachnoid cysts are considered as benign 
developmental malformation of the arachnoid membrane, 
it was also reported that head trauma during infancy may 
have a role in the pathogenesis [3, 5]. Arachnoid cysts are 
classified into groups according to their localizations. Most 
common localization site is the middle fossa which consti-
tutes about 65-67%. The second most common localization 
is the posterior fossa compromising about 15-17%. Other 
localizations are suprasellar, frontal, cerebral convexity, in-
terhemispheric fissure, and quadigeminal cistern. Most of 
these cysts are asymptomatic. However when these become 
symptomatic, they cause symptoms and signs generally ac-

cording to their localization sites. Middle fossa arachnoid 
cysts are mostly manifested with headache, seizure, contra-
lateral weakness, mental retardation, and behavioral disorder 
[3, 6-11]. The only complaint of our patient was headache 
worsening with over time. 

Treatment of arachoid cysts is still under debate [9]. Sur-
gical indications are increased intracranial pressure, progres-
sive hydrocephalus, presence of pressure onto neural struc-
tures, refractory epilepsy which is confirmed to be due to 
cyst, and development of intacystic and subdural hemorrhage 
[9-12]. Our surgical indications include headache which was 
considered to be due to increased intracranial pressure, and 
presence of pressure onto neural structures. Current opera-
tive techniques for arachnoid cysts are microsurgical exci-
sion, insertion of cystoperitoneal shunt, endoscopic ventric-
ulocystotomy, stereotactic cysto-venticular shunt insertion, 
and stereotactic intracavitary irradiation [13]. Each of these 
techniques has their own advantages and disadvantages. For 
example, microsurgical techniques have an advantage on 
not needing shunt during lifetime. However, this technique 
may not be always effective. Cyst may recur, and each of the 
operative morbidity such as meningitis, hemiparesis, oculo-
motor paralyse, subdural hematom, seizure, and even death 
may be seen. Cystoperitoneal shunt insertion is an easy and 
effective technique. It is the best option in infants and babies 
for complete obliteration of the larger cysts. However, shunt 
dependency, subdural hematoma, and shunt malfunction in 
the early and late period after insertion are disadvantages. 
Endoscopic procedures are also reliable. However, in these 
techniques, intra cerebral bleeding, intraventricular bleed-
ing, and ventriculitis may be seen especially in the inexpe-
rienced hands [13]. Stereotactic intracavitary irradiation has 
been reported in limited cases. Regression of the cyst with-
out any complication and symptomatic recovery has been 
reported with the use of this technique [14]. We performed 
CP shunt insertion which can be performed in most of the 

Figure 1. CT images showing the arachnoid cyst. There was midline shift and pressure on 
frontal, temporal, and parietal lobes. 
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health centers easily. We gained good result even at the early 
period after operation. Use of automated antisiphon shunt 
prevented fast drainage and ultimately development of sub-
dural hematoma.                                              

In conclusion, in teenagers with refractory headache, the 
probability of the presence of arachnoid cyst should be kept 
in mind and arachnoid cyst can reach to surgical limits with-
out any abnormal physical examination finding. We also can 
conclude that we should be careful about red flags in medical 
history and physical examination. In addition, cystoperitone-
al shunt insertion is still an effective method in the treatment 
of these cysts due to relatively easy application and being 
applicable in most of the health centers.
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