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Pineal cyst apoplexy: report of an unusual case managed conservatively

Krwotok do torbieli szyszynki: opis nietypowego przypadku leczonego zachowawczo

Selim Ayhan', Ercan Bal', Selcuk Palaoglu’, Aysenur Cila®

1Department of Neurosurgery, Hacettepe University School of Medicine, Ankara, Turkey
2Department of Radiology, Hacettepe University School of Medicine, Ankara, Turkey

Neurologia i Neurochirurgia Polska 2011; 45, 6: 604-607

Abstract

Pineal cyst apoplexy is a very rare entity with previously re-
ported symptoms of severe frontal or occipital headache, gaze
paresis and visual field defects, nausea or vomiting, syncope,
ataxia, hearing loss and sudden death. The treatment options
for symptomatic pineal cysts are observation, shunting, aspi-
ration via stereotactic guidance or endoscopy, third ventricu-
lostomy, ventriculocysternostomy, and/or surgical resection by
craniotomy and microsurgery.

Here, the authors report an unusual case of a 28-year-old male
patient with pineal cyst apoplexy, presenting with headache,
insomnia, and sexual dysfunction symptoms who is being ma-
naged conservatively and observed for two years by an acade-
mic tertiary care unit.
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Introduction

Pineal cysts are benign intracranial lesions. They may
be congenital, degenerative in nature or may represent
a normal anatomical variant. Its prevalence in magnetic
resonance imaging (MRI) studies is reported to range
from 1.1% to 4.3%, and they can be found in up to 40%
of individuals on autopsy studies [1-5].

Streszczenie

Krwotok do torbieli szyszynki jest bardzo rzadki. Wystepujace
wezes$niej objawy to silny bél glowy okolicy czotowej lub po-
tylicznej, porazenie spojrzenia 1 ubytki pél widzenia, nudno-
$ci lub wymioty, omdlenie, ataksja, niedostuch lub nagly zgon.
Mozliwosci leczenia objawowe; torbieli szyszynki obejmuja ob-
serwacje, wszczepienie drenu, aspiracj¢ metoda endoskopowa
lub stereotaktyczna, wentrykulostomi¢ komory trzeciej oraz
wentrykulocysternostomie i/lub wyciecie chirurgiczne przez
kraniotomi¢ i metodg mikrochirurgiczna.

W pracy opisano nietypowy przypadek 28-letniego mezczy-
zny z krwotokiem do torbieli szyszynki, u ktérego objawy
obejmowaly bol glowy, bezsennos¢ i zaburzenia czynnosci sek-
sualnych. Pacjent jest leczony zachowawczo 1 obserwowany
od 2 lat w specjalistycznym osrodku akademickim.

Stowa kluczowe: udar krwotoczny, melatonina, obserwacja,
torbiel szyszynki, szyszynka.

Although almost asymptomatic, these cysts rarely
cause symptoms as a result of increased intracranial pres-
sure and/or compression of the tectal plate [2]. According
to Wisoff and Epstein, paroxysmal headache with gaze
paresis, chronic headache, gaze paresis, papilloedema and
hydrocephalus, and pineal apoplexy with acute hydro-
cephalus can occur [6]. Of note, pineal apoplexy, first
reported as haemorrhage into a pineal cyst by Apuzzo
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et al. in 1976, is the least common but most dangerous
symptom, which could be a medical emergency [2,3,7].
Here, the authors report an unusual case of a patient with
pineal cyst apoplexy, presenting with headache, insom-
nia, and sexual dysfunction who is being managed con-
servatively and followed up for two years by an acade-
mic tertiary care unit.

Case report

A previously healthy 28-year-old male patient was ad-
mitted with complaints of worsening of ongoing headache
which had been increased over a period of a month, in-
somnia and sexual dysfunction. Neurological examina-
tion revealed no focal abnormality and laboratory in-
vestigations were within normal limits. Cranial MRI
showed an ovoid-shaped cystic lesion in the pineal region,
measuring 16 mm x 12 mm, without compression of the
aqueduct (Fig. 1A). There was a fluid-fluid level inside
the cyst which was an indicator of acute haemorrhage
(Figs. 1B-D). Gadolinium-enhanced studies demonstrat-

Pineal cyst apoplexy

ed contrast enhancement of the cyst wall. There was not
any abnormal vessel around the lesion. Upon the MRI
findings, the diagnosis was consistent with pineal cyst
apoplexy. Because of lack of any evidence of hydroce-
phalus, the health status of the patient (young, neuro-
logically intact, no significant medical history), and ra-
diological appearance of the cyst (intact wall, without any
vascular pathology), the decision was made to follow the
patient conservatively. Regular neurological and radio-
logical follow-up examinations using cranial MRI scans
were performed every 6 months. After 2 years, the pa-
tient was doing well without any complaint or neurological
deficit. The last MRI scans revealed stable cyst size with
resolution of the intracystic haemorrhage (Fig. 1E).

Discussion

Starting from the MRI era, the identification and
hence frequency of pineal cysts have been increasing and
the prevalence rates range from 1.1 to 4.3% [1-3]. These
lesions, however, rarely cause symptoms which require

Fig. 1. A) An ovoid-shaped cystic lesion in the pineal region without compression of the aqueduct on T1-weighted sagittal MRI scans. B) Fluid-fluid level inside the
ayst on T2-weighted axial MRI scans, which is known as a hallmark of pineal apoplexy. C, D) FLAIR and gradient echo sequences show attenuation of the cyst fluid
and haemorrhage, respectively. ) Resolution of the intracystic haemorthage on T2-weighted axial MRI scans at two-year follow-up time. The lesion is indicated by
arrow in each figure
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neurosurgical evaluation. Three clinical presentations —
paroxysmal headache with gaze paresis; chronic headache,
gaze paresis, papilloedema and hydrocephalus; and
pineal apoplexy with acute hydrocephalus — all due to
increased intracranial pressure and/or compression of the
tectal midbrain, have been identified previously [2,3,6,8].
Of these clinical entities, pineal apoplexy — ill-defined
symptoms resulting from sudden haemorrhage into a nor-
mal structure (pineal gland) or into a lesion (pineal cyst
or a mass lesion in the pineal region) — is the least com-
mon and the most dangerous form, which could result
in sudden death [2,3, 9-11]. We would like to note that
we have used the term “pineal apoplexy” for intracystic
haemorrhage, as was reported by some of the authors in
the literature [2,3]. According to the English literature,
30 cases of pineal cyst apoplexy have been reported
and reviewed previously [2,3]. These studies show that
women are affected up to 3 times more often than men,
with peak occurrence in the third decade of life in females.
However, there is no significant age-related distribution
in males [2,3]. The patients known to have a pineal cyst,
who receive anticoagulant therapy and who have a vas-
cular malformation in the wall of the cyst, are at increased
risk of bleeding [2,3,7,12].

The symptoms of pineal apoplexy can be classified as
paroxysmal or chronic, ranging from a few days to months
or even years [2,3]. The most frequent symptoms are
severe frontal or occipital headache, gaze paresis and
visual field defects, nausea or vomiting, syncope and ata-
xia, which are due to accompanying hydrocephalus [2,3].
Hearing loss or sudden death have also been reported
[13,14].

Radiological appearance requires a fluid-fluid level
on the MRI scan, representing the layering of blood pro-
ducts caused by acute haemorrhage, which is known
as a hallmark of pineal cyst apoplexy with intracystic bleed-
ing [2,3]. Especially after intracystic haemorrhage or in
the occurrence of obstructive hydrocephalus, the radio-
logical diagnosis of the pineal cysts get more complicated
and one should differentiate these lesions from pineal re-
gion tumours, such as pineoblastomas, teratomas or pi-
locytic astrocytomas, which could also present as large
cysts [3,15]. It was shown that a thin, smooth cyst wall
less than 2 mm thick was specific to pineal cyst [3,16].

The treatment options for symptomatic pineal cysts
are observation, shunting, aspiration via stereotactic guid-
ance or endoscopy, third ventriculostomy, ventriculocys-
ternostomy, and/or surgical resection by craniotomy and
microsurgery [2,3,12,17,18]. The evidence for conser-
vative management of pineal apoplexy is insufficient but
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neurologically intact patients should not be surgically treat-
ed. Possible symptoms should be explained and one
should apply to the medical specialist in the event of
development of such symptoms during the observation
period [3]. Imaging studies should be done for decision
making at admission time. An MRI scan is essential for
both diagnosis and follow-up [2]. In terms of surgical
treatment, because of the inadequate follow-up times, it
is hard to determine the best approach for managing pineal
cyst apoplexy, although it is suggested that microsurgi-
cal resection or endoscopic treatment is superior to shunt-
ing or third ventriculostomy [2,3]. Of note, close and
lengthy follow-up should be done in any case [2].

Here, the pineal cyst apoplexy case that the authors
present has two unique features: one is the accompany-
ing symptoms, i.e. insomnia and sexual dysfunction; the
second is its conservative treatment, being the third of
its kind in the literature [17,18]. Due to the lack of any
evidence of hydrocephalus in the radiological work-up,
the authors considered the headache to be the result of
the apoplectic event. However, the other accompanying
symptoms, insomnia and sexual dysfunction, have not
been previously reported along with pineal cyst apoplexy.
This may be due to either the camouflage of the symp-
toms by acute hydrocephalus, removal of the symptoms
by emergency surgery, or other reasons yet to be identi-
fied. Hypothetically, the aforementioned symptoms
could be because of pineal gland dysfunction due to the
apoplectic event, resembling endogenous melatonin
level decline. Melatonin is known as one of the poten-
tial substances affecting initiation and maintenance of
sleep [19]. Although there are several ways to determine
the endogenous melatonin level, the authors were not able
to measure it in this patient due to technical insufficiency
at the time of diagnosis. Secondly, this is the third case
in the English literature which was managed conserva-
tively without any neurosurgical interventional procedure
[17,18]. Because of the patient’s characteristics, symp-
tomatology and the radiological appearance of the cyst,
the decision was made to follow up the patient conser-
vatively instead of taking the risk of a major neurosur-
gical procedure [20].

In conclusion, although pineal cysts are quite com-
monly encountered lesions, pineal apoplexy is very rare.
The patient with pineal cyst apoplexy presented in this
report had exclusive symptoms of insomnia and sexual
dysfunction and was treated conservatively. As the
symptoms and consequences of pineal cysts vary, each pa-
tient should be assessed individually and treated ac-
cordingly.
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