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ABSTRACT 

Arachnoidocele in its sellar location is not common. The variability of its clinical signs and the lack of standard 

treatment make the management complex. The authors report a clinical case through which therapeutic 

modalities will be discussed. We report a case of a 42-year-old patient who complained of intermittent 

headaches of progressively increasing intensity over the past 2 years. The persistence of the headaches 

despite analgesic treatment had motivated the performance of a brain CT scan and then an MRI which had 

objectified the presence of an intrastellararachnoidocele. The endocrine laboratory function was normal. 

Short-term treatment with morphine and corticosteroids had achieved a rapid and long-lasting course after a 

2-year follow-up. Endoscopic surgery is a treatment option for sellar arachnoidocele. The indication must take 

into account the clinical and radiological elements because some sellar arachnoidocele evolve favorably under 

drug treatment. 
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INTRODUCTION 

The sellar arachnoidocele is a collection of 

cerebrospinal fluid contained in the arachnoid 

leaflet at the level of the turcic saddle. It is one of 

the arachnoid cysts which are malformations 

related to a developmental abnormality in which 

splitting or duplication of the primary arachnoid 

leads to an intraarachnoid collection of 

cerebrospinal fluid.1 Arachnoidocele was first 
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described by BRIGHT in 1831.2 Intrasellar 

arachnoidocele is an extremely rare condition.3 

Through clinical observation and data from the 

literature, the authors will discuss the different 

clinical presentations and discuss the therapeutic 

modalities of the sellar arachnoidocele. 

 
CASE REPORT 

The observation concerns a 42-year-old patient, 

an accounting officer, married and mother of two 

children. Her history includes an appendectomy 

15 years ago; It has no connection to its current 

history. The patient complained of headaches that 

had been progressing for 2 years and gradually 

increasing in intensity. These headaches 

prompted the use of Dihydroergotamine. This 

painful symptomatology was associated with hot 

flashes without any particular schedule. There was 

no visual impairment or vomiting. Faced with 

these symptoms, she consulted a physician. After 

a normal clinical evaluation and laboratory 

assessment (complete blood count, C -reactive 

protein, blood glucose, urea, and creatinine), she 

was prescribed an analgesic treatment based on 

Tramadol. With this headache, she consults an 

endocrinologist doctor where a brain-computed 

tomography (CT-scan) has been ordered. This 

revealed the presence of hypodensity similar to 

that of the cerebrospinal fluid which was located 

inside the turcic saddle. There were no bone wall 

abnormalities or other associated intracranial 

lesions (Figure 1A, 1B). 

 Brain magnetic resonance imaging (MRI) 

(Figure 2C, 2D) confirmed the intrasellar lesion 

that was hypointense in the T1 sequence without 

gadolinium and hyperintense in the T2 sequence. 

The diagnosis of arachnoidocele of the Turcic 

Saddle has been suggested. 

 The endocrine assessment carried out showed 

in the blood the prolactin (17 ng/mL); growth 

hormone (2.3 ng/mL); gonadotropic 

 
 

Figure 1:  Brain CT-Scan without injection, the red arrow 

shows the sellar arachnoidocele. 

A. Sagittal reconstruction, intrasellar hypodensity. 

B. Coronal Reconstruction, Visualization of Sellar 

Hypodensity. 

 

 
 

Figure 2: Brain MRI, T2 sequence, the red arrow shows the 

sellar arachnoidocele. 

C. Sagittal section, intrasellar hypersignal lesion. 

D. Coronal cut, saddle hypersignal collection. 

 
hormones (LH: 6.3IU/L; FSH: 5.9IU/L); thyroid 

hormone (ultrasensitive TSH 2.7 mIU/L) and in the 

urine, the urinary free cortisol 29ug/24h. This 

assessment has been interpreted without 

particularity. The patient was referred for 

neurosurgery. The presence of these headaches 

not relieved by level 1 and 2 analgesics with a 

strictly normal clinical examination required the 

initiation of morphine-based treatment 10 mg 

extended-release every 12 hours for 5 days 

combined with short-term corticosteroid therapy 

on 7 days with Methylprednisolone at a dose of 

0.5 mg/kg administered in the morning.  The 

course was marked by the regression of 

headaches and medication was given only in 

times of painful crisis. These seizures occurred 

once every 3 to 4 months but were controlled by 
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the analgesic. Clinical monitoring was proposed 

with MRI in case of persistence or worsening of 

the symptom. After two years of follow-up, the 

headache attacks were spaced 6 to 8 months 

apart and the patient had resumed her activities. 

 
DISCUSSION 

Arachnoidocele is a herniated meninges 

containing cerebrospinal fluid (CSF). The 

intrasellar localization of this anomaly is very rare, 

in the order of 3%.4 It was first described in 1831 

by BRIGHT. It corresponds to a hernia of the 

optochiasmatic cistern through a dehiscence of 

the saddle diaphragm resulting in an empty turcic 

saddle.3 Articles on this pathology are clinical 

cases or series of cases reported in the literature 

due to its rarity. As in our observation, this 

pathology is more reported in women.3,4,5,6,7,8 

Exceptionally, intrasellar arachnoidocele can be 

seen in children during radiological assessment 

for another disease, as was the case of the 12-

year-old patient in Silvia's series.9 This condition is 

thought to be related to a developmental 

abnormality in which splitting or duplication of 

the primary arachnoid leads to an intraarachnoid 

collection of cerebrospinal fluid.1 The presence of 

a large opening of the sellar diaphragm or the 

absence of a diaphragm, and the difference 

between the volume of the pituitary gland and 

the turcic saddle are factors that favor the 

penetration of the arachnoid into the turcic 

saddle.10 It has been shown that the subarachnoid 

space can penetrate the saddle under normal 

conditions.11 The mechanism of cyst extension is 

not known.12 The clinical presentation is variable. 

As in our observation, headache is the main and 

earliest symptom. It is very frequently associated 

with visual disturbances.2,13,14 These, as well as the 

signs of endocrine damage that can be seen in 

the lesions in the saddle and the sellar region, 

were absent in our patient. When they are 

present, endocrine signs are mostly manifested 

by disorders of the gonadotropic axis. These 

include menstrual cycle irregularities, infertility, 

and decreased libido.4 We think that the 

headache could be due to the distension of the 

sellar dura mater under the pressure of the cyst 

inside the turcic saddle. Weber et al, asserted a 

lack of a link between headache and the presence 

of cysts in some cases, arguing that some cases of 

arachnoidocele were incidentally discovered.15 In 

its intrasellar location, the cyst may extend above 

the pituitary fossa and manifest as optochiasmatic 

compression, a decrease in the function of the 

anterior pituitary gland associated with 

headache.4 Several clinical varieties exist. A case 

of arachnoidocele revealed by Sheehan’s 

syndrome with adrenocorticotropic and 

thyrotropic insufficiency has recently been 

reported.6 While in the vast majority of the cases 

described, the disease occurs alone; In very rare 

cases, it can be associated with other pathologies. 

This complicates management as in the case 

described by Cherkaoui and al.16 The diagnosis of 

arachnoidocele is radiological. Brain MRI is the 

gold standard. It makes it possible to evoke it 

formally, by specifying the density of the cyst's 

contents and the presence or absence of 

peripheral contrast.15,17 The diagnosis is evoked in 

the presence of any cystic formation whose 

densities and signals appear, at all points, 

identical to those of the cerebrospinal fluid.18 

Sometimes, there may be a contrast at the level 

of the cyst wall. This may be related to 

compression of the pituitary shaft and 

displacement of the normal pituitary gland, which 

may be elevated.18 In our observation, a brain CT 

scan was the first-line examination. In the 

presence of headaches without neurological signs 

of focus, CT is warranted. Also, because of its 

availability and accessibility, CT-scan is a good 

unscrambling test. In the presence of diagnostic 

doubt, as was the case in our observation, an MRI 

will be necessary. From a therapeutic point of 

view, because of the variability of clinical signs, 

management remains a matter of school. 

Conservative treatment is not codified. The 
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gradual use of analgesics in stages is difficult to 

apply in this context. Conservative treatment 

becomes complex in cases of endocrine 

disruption associated with the clinical signs. 

Under these conditions, management will 

become multidisciplinary involving 

endocrinologists. As for surgical treatment, 

according to some authors, it should be indicated 

in symptomatic patients or when the cyst is 

progressing.4 From our point of view, surgery 

should be performed in patients who have not 

been improved by drug treatment and/or when 

there are signs of radiological evolution of the 

lesion. Patients may respond favorably to 

conservative treatment. This was the case in our 

observation. There were two opposing tendencies 

in the realization of fenestration by the 

rhinoseptal route. These were the microsurgical 

approach and the endoscopic surgery. If surgeons 

of a certain era opted for microsurgery, it was 

mostly related to their habits. Nowadays, the 

endoscopic surgical approach is the most 

practiced because of its simplicity, its speed of 

performance, and the low morbidity associated 

with it. The current trend for the surgical 

treatment of lesions of the sellar region is the 

endoscopic rhinoseptal technique. Guinto et al, 

had used the endoscopy route for the surgical 

treatment of 3 patients. They proceeded with the 

bone remodeling technique of the Turcic Saddle 

with very good results.7 According to Raffael and 

al, there are no reports defining the best surgical 

treatment in terms of outcomes.19 A meta-

analysis may remove any doubt about the best 

therapeutic choice to offer patients in terms of 

good outcomes. The subfrontal, pterional, 

transventricular, or transcallous upper approach 

would be relatively invasive; due to the depth of 

the cyst.4 It should certainly address the 

voluminous cyst with suprasellar extension. This 

procedure will be supplanted shortly by minimally 

invasive surgery by endoscopic approach. 

 

CONCLUSION 

Sellar arachnoidocele is a benign condition whose 

management is uncodified. Surgery is reserved 

for cases not improved by conservative treatment. 

The addition of endoscopy has reduced surgery-

related morbidity and length of hospital stay. 

 
REFERENCES 

1. Wang X, Chen JX, You C, Jiang S. CT 

cisternography in intracranial symptomatic 

arachnoid cysts: Classification and treatment. J 

Neurol Sci. 2012;318(1-2):125-30. 

2. Murakami M, Okumura H, Kakita K. Recurrent 

intrasellar arachnoid cyst. Neurol Med Chir 

(Tokyo). 2003;43(6):312-5. 

3. Khelifi D, Debbabi W, Kharrat I, Samet S. 

Arachnoïdocèle intrasellaire primitive. Annales 

d'Endocrinologie. 2020;81(4):301. 

4. MbayeM, Sylla N, Thioub M, Sy ECN, Faye M, 

Thiam AB, BaMC, Badiane SB.Mise au point sur le 

kyste arachnoïdien intrasellaire: à propos d’un 

cas.Pan Afr Med J.2019;34:55. 

5. Smouni M, Failali HE, Bernichi O, Benkacem M. 

Arachnoïdocèle intrasellaire idiopathique: à propos 

d’un cas. Annales d’Endocrinologie.2021;82(5):382-

383. 

6. Ikrame Q, Lamya E, Hasna O, Zainab E, Kaoutar R, 

Iraqi H and al. Sheehan’s syndrome presenting as 

post-partum depression: a case report. Endocrine 

Abstracts. 2023; 90 EP841. 

7. Guinto G, Nettel B, Hernández E, Gallardo D, 

Aréchiga N, Mercado M. Osseous Remodeling 

Technique of the Sella Turcica: A New Surgical 

Option for Primary Empty Sella Syndrome. World 

Neurosurgery. 2019;126:e953-e958 

8. Oumbiche H, Daoudi A, Chafai K, Remache A, 

GhedadaY,  Ourrad M and al. Découverte d’une 

arachnoïdocèle révélée par une asthénie 

inexpliquée. Annales d'Endocrinologie. 

2021;82(5)373. 

9. Silva AM, Méndez J, Toma M, González A, Bois F. 

Pseudotumorcerebralasociado a hipovitaminosis A, 

B6 y D. A propósito de dos casos. Arch. argent. 

pediatr.2018;116(3). 



Diallo Moussa, et al: Management of Intrasellar Arachnoidocele 

 

  486        Pak. J. of Neurol. Surg. – 2023 – 27 (4): 482-487.        http//www.pakjns.org 
 

10. Dubuisson AS, Stevenaert A, Martin DH, Flandroy 

PP. Intrasellar arachnoid cysts. Neurosurgery. 

2007;61(3):505-13. 

11. Rengachary SS, Watanabe I. Ultrastructure and 

pathogenesis of intracranial arachnoid cysts. J 

Neuropathol Exp Neurol. 1981;40(1):61-83. 

12. Schroeder HW, Gaab MR. Endoscopic observation 

of a slit-valve mechanism in a suprasellar 

prepontine arachnoid cyst: case report. 

Neurosurgery. 1997;40(1):198-200. 

13. Nomura M, Tachibana O, Hasegawa M, Kohda Y, 

Nakada M, Yamashima T, Yamashita J, Suzuki M. 

Contrast-enhanced MRI of intrasellar arachnoid 

cysts: relationship between the pituitary gland ant 

cyst. Neuroradiology. 1996;38(6):566-8. 

14. Tamburrini G, D'Angelo L, Paternoster G, Massimi 

L, Caldarelli M, Di Rocco C. Endoscopic 

management of intra and paraventricular CSF 

cysts. Childs Nerv Syst. 2007;23(6):645-51. 

15. Weber F, Knopf H. Incidental findings in magnetic

resonance imaging of the brains of healthy young 

men. J Neurol Sci. 2006;240(1-2):81-4. 

16. Cherkaoui J, Amrani C, Mahi M, Bouknani N. Rare 

association of central pontine myelinolysis with 

intrasellar arachnoidocele – casual or correlated? 

Radiology Case Reports. 2022 ;17(10) :3616-3619 

17. Eskandary H, Sabba M, Khajehpour F, Eskandari M. 

Incidental findings in brain computed tomography 

scans of 3000 head trauma patients. Surg Neurol. 

2005;63(6):550-3. 

18. Dietemann JL, Guessoum M, Schultz A, Zöllner G, 

Sanoussi S, Maitrot D, Buchheit F. Kystes 

arachnoïdiens intrasellaires: scanographie et IRM, à 

propos de deux observations. J Neuroradiologie. 

1997;24168-73 

19. Raffael C, McComb JG. To shunt or to fenestrate: 

Which is the best surgical treatment for arachnoid 

cysts in paediatric patients? Neurosurgery. 

1988;23(3):338-42. 

 

 

 

Additional Information 

Disclosures:  Authors report no conflict of interest. 

Ethical review board approval:  The study conformed to the ethical review board requirements. 

Human subjects:  Consent was obtained from the patient in this study. 

Conflicts of Interest:  In compliance with the ICMJE uniform disclosure form, all authors declare the following: 

Financial relationships:  All authors have declared that they have no financial relationships at present or within 

the previous three years with any organizations that might have an interest in the submitted work. 

Other relationships:  All authors have declared that there are no other relationships or activities that could 

appear to have influenced the submitted work. 

 

 

 

  



Diallo Moussa, et al: Management of Intrasellar Arachnoidocele 

 

http//www.pakjns.org         Pak. J. of Neurol. Surg. – 2023 – 27 (4): 482-487.        487   
 

AUTHORS CONTRIBUTIONS 
 

Sr.# Author’s Full Name Intellectual Contribution to Paper in Terms of: 

1. Diallo Moussa 1. Study design and methodology. 

2. Diallo Moussa 2. Paper writing. 

3. Traoré Youssouf 3. Data collection and calculations. 

4. Tokpa André Valentin 4. Analysis of data and interpretation of results. 

5. Koumaré I Blaise 5. Literature review and referencing. 

6. Kanikomo Drissa 6. Editing and quality insurer. 

7. Sogoba Youssouf 7. Read and correction. 

8. Sogoba Boubacar 8. Read and correction. 

9. Diallo Oumar 9. Read and correction. 

 

 

 


