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Arachnoid Cyst of the Velum Interpositum

S. M. Spiegel," B. Nixon,? K. TerBrugge,' M. C. Chiu," and H. Schutz®

Arachnoid cysts are thin-walled fluid-filled cavities that are
uncommon causes of intracranial mass lesions [1, 2]. These
lesions have been found in various locations, both supraten-
torial and infratentorial [1, 3-7]. This report describes a case
in which the arachnoid cyst arose from the tela choroidea and
occupied the cistern of the velum interpositum. The cyst
caused symptoms similar to those seen with a third ventricular
mass [8, 9]. To our knowledge, this is the first report of an
arachnoid cyst in this location.

Case Report

A 43-year-old woman was admitted to the hospital because of two
episodes of sudden loss of consciousness within a period of a few
months. The patient stated that after regaining consciousness she
immediately felt dizzy, disoriented, and confused. However, she was
able to get up almost immediately after regaining consciousness.
After awakening from the first of these episodes, the patient also had
blurred vision, which persisted for 24 hr and then resolved. She
reported no seizure activity or incontinence. On further questioning,
the patient stated there had been other episodes of loss of conscious-
ness and several episodes of headache over many years.

Cranial CT with IV contrast demonstrated a lesion of CSF density
lying between the third and lateral ventricles posteriorly (Fig. 1). The
wall of the lesion demonstrated mild enhancement. There was asym-
metric enlargement of the bodies of the lateral ventricles, with the
right lateral ventricle larger than the left.

The next day, via lumbar puncture, 5 ml of Omnipaque (180 mg/
ml) was injected intrathecally to determine if the cystic lesion com-
municated with the subarachnoid space [2-5]. CT scans of the head
were obtained 1 hr and 8 hr after the instillation of contrast material
(Fig. 2). On the first CT scan, contrast was noted in the basal cisterns,
the third ventricle, and the fourth ventricle. No contrast was seen in
the lateral ventricles. The cystic structure between the third and
lateral ventricles demonstrated a small amount of contrast within it.
On examination 8 hr after the intrathecal injection, the contrast was
no longer seen in the third or fourth ventricles. The contrast within
the subarachnoid space was of decreased attenuation relative to the
previous scan. The cystic structure previously noted had the same
attenuation as the subarachnoid space. Thus, this cyst had a partial
communication with the subarachnoid space and filled slowly.

Axial, coronal, and sagittal MR images were obtained (Fig. 3). A
cystic lesion was noted in the velum interpositum, extending poste-
riorly toward the quadrigeminal plate cistern without reaching the
level of the quadrigeminal plate.

The lesion was assumed to be an arachnoid cyst and surgery was
planned for decompression. By way of a right parietal craniotomy, an
interhemispheric transcallosal approach was used to expose the cyst.
After the cyst was punctured, the roof was removed and tissue was
submitted for pathologic study. The fluid within the cyst proved to be
identical to CSF. The cyst was then marsupialized to the third
ventricle.

The sample received for pathologic study consisted of a moder-
ately cellular, collagenous tissue with a small amount of brain paren-
chyma. The lining of the tissue consisted of flattened cells. The
appearance was typical of the wall of an arachnoid cyst.

After surgery, the patient had no further episodes of loss of
consciousness or headache.

Discussion

The tela choroidea is vascular connective tissue lying in the
triangular space between the lateral and third ventricles. The
components of the boundaries are the fornices, the corpus
callosum that forms the roof, and the roof of the third ventricle
that forms its floor [10]. The tissue of the tela choroidea is
continuous with the vascular core of the choroid plexuses of
the lateral ventricles under the fornices [10]. Embryologically,
the tela choroidea develops as the fusion of two layers of pia
arachnoid, between the roof of the third ventricle and the
under-surface of the corpus callosum [8, 11]. The cistern of
the velum interpositum represents a potential space between
the tela choroidea below and the columns of the fornices
above [6, 11]. This potential space is actually a forward
extension of the quadrigeminal plate cistern [6]. As arachnoid
cysts have been shown to arise between the layers of the
arachnoid tissue [1, 3-7], this arachnoid cyst probably arose
from the tela choroidea and bulged upward into the space of
the cistern of the velum interpositum.

The location of this cyst is unusual. Supratentorially, arach-
noid cysts are most commonly situated in the middle cranial
fossa [5-7]. Other locations are over the convexity of the
brain parasagittally, with less frequent locations being the
suprasellar region and the interhemispheric fissure [2, 3, 5-
7]. Arachnoid cysts lying in the posterior fossa are more
commonly noted behind the cerebellum in the midline and in
the cerebellopontine angles [3]. Less likely locations are lat-
erally about the cerebellar hemispheres, behind the clivus,
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and in the quadrigeminal plate cistern [3, 4]. To our knowl-
edge, there has been no report in the literature describing an
arachnoid cyst in the velum interpositum. In the present case,
the arachnoid cyst extended posteriorly from the cistern of
the velum interpositum toward the quadrigeminal plate cis-
tern, but was not visualized at the level of the quadrigeminal
plate. Twenty-nine cases of arachnoid cysts in the quadrigem-
inal plate cistern have been described since 1940 [3].

In none of the published reports was there extension into
the velum interpositum. Furthermore, these cysts are usually
seen in a younger age group, although six of the cases have
been reported in adults [3, 4]. Because of their location,
arachnoid cysts in the quadrigeminal plate cistern cause
enlargement of the lateral and third ventricles by compression
of the aqueduct of Sylvius [3, 4, 6, 7].
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Fig. 1.—CT scan shows cyst in velum inter-
positum (arrows) at level of lateral ventricle
bodies.

Fig. 2.—CT scan 8 hr after intrathecal injec-
tion of contrast material shows moderately
dense contrast within cyst (arrows), while a CT
scan (not shown) done only 1 hr after this injec-
tion showed uptake within subarachnoid space
but not yet within cyst.

Fig. 3.—A, Sagittal T1-weighted MR image
shows cyst in velum interpositum (arrows) and
extending posteriorly.

B, Coronal MR image shows cystic structure
(arrows) between lateral ventricles.

A variety of supratentorial neuroepithelial cysts has also
been previously described [5, 6, 12-15]. An interhemispheric
location is unusual and is always associated with partial or
total agenesis of the corpus callosum [6, 12]. Histologically,
these cysts are quite variable, with components of the re-
ported cysts including arachnoid, glial tissue, choroid plexus
epithelium, and ependyma [6, 12-15]. The interhemispheric
cysts arise in the midline above the third ventricle and extend
superiorly into the interhemispheric fissure [12]. In one such
case reported, there was contiguity of the cystic lesion with
the roof of the lateral ventricles. In that case, the posterior
portion of the corpus callosum was absent [12]. In the present
case, the corpus callosum was intact and the arachnoid cyst
extended posteriorly rather than superiorly.

Other cystic and cystlike structures can occur in this region.
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A cavum velum interpositum or interventricular cavum could
give a similar appearance on cranial CT; however, there
should be free communication with the basal cisterns [7]. A
cavum vergae is often present in a similar location, but it
communicates with the lateral and third ventricles. Colloid
cysts are encountered mainly in the third ventricle, but they
can also be found in the cerebral parenchyma and in the
meningeal spaces [5]. The usuaiappearance of a colioid cyst
on cranial CT is an increased attenuation lesion. Epidermoid
cysts may develop in the diploe, perisellar area, other lepto-
meningeal spaces, or in the posterior fossa [5]. These have
ill-defined irregular borders and their cystic spaces may not
communicate with the subarachnoid space. This would be a
very rare location for an epidermoid cyst.

The patient’s symptoms were compatible with a mass in
the region of the tela choroidea [8]. In a previous case report
of ameningioma in the tela choroidea, the patient’s symptoms
were headache, blurred vision, and atonic seizures [8], some-
what similar to the symptoms noted in our case.

The precise mechanism whereby a lesion in the tela cho-
roidea may produce these symptoms is unclear [8, 9]. The
arachnoid cyst in the present case extended anteriorly to just
behind the foramen of Monro. Intermittent obstruction to the
normal flow of CSF at the level of the foramina of Monro has
been proposed as a mechanism of production of these clinical
symptoms [9]. Other investigators have suggested that ob-
struction of the thalamostriate vein complex at the level of
the foramina of Monro by an adjacent mass lesion may cause
symptoms related to retrograde congestion in this venous
system [16]. Intermittent symptoms could be caused by the
valvelike mechanism that is presumed to exist in arachnoid
cysts, allowing fluid to enter but not to exit at the same speed
[1,5,7].

In conclusion, we have reported a rare case of an arachnoid
cyst arising from the tela choroidea of the third ventricle, in
which the patient presented with headache, episodes of loss
of consciousness, and transient blurred vision, and in whom
these clinical symptoms disappeared after surgical treatment
of the lesion.
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