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Case RepoRt
A 30-year-old female presented with complaints of headache and 
generalized seizures from one month. Headache was waxing and 
waning type, more so during night.  She had no complaints of 
nausea, vomiting or altered mental status. On presentation, vital 
signs were normal. No focal neurological deficits were identified. 
The complete blood count, serum biochemistry and electrolytes 
were within normal limits. The CT scan revealed a supratentorial 
hypodense lesion in the left sylvian fissure with marginal calcification 
[Table/Fig-1]. MRI showed a heterogeneously hyperintense SOL in 
the left sylvian fissure on T1WI and T2WI [Table/Fig-2,3]. Post contrast 
images showed mild peripheral enhancement. The possibility of 
epidermoid cyst was given. Patient was taken up for surgery. Left 
pterional craniotomy with transsylvian removal of the mass was 
done. Dura was elevated, thick yellowish fluid came out. Cheesy 
material with hair was seen in between. Postoperatively, patient 
had one episode of seizure. Patient was given dexamethsone and 
antiepileptics. Patient recovered and was discharged in satisfactory 
condition [Table/Fig-4]. One year follow up showed no deficit. 
Histopathological findings were consistent with Dermoid cyst.

DisCussion
Dermiod cysts are rare benign tumours, accounting for less than 
1% of all intracranial tumours. They are non neoplastic, congenital 
ectodermal inclusion cysts that contain varying amount of 
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ectodermal derivatives to include apocrine, sweat and sebaceous 
cysts as well as hair follicles, squamous epithelium and teeth [1]. 
They may be detected incidentally on brain CT or MRI for unrelated 
clinical complaints or during imaging investigation of unexplained 
headache, seizures or olfactory delusions. They may be intact or 
ruptured on presentation. Unruptured dermoid cysts usually present 
with focal mass effect, hydrocephalus or elevated intracranial 
pressure. By contrast ruptured dermoid may cause seizures, 
aseptic meningitis, acute or chronic obstructive hydrocephalus or 
cerebral ischemia [2]. The peak incidence is between 3rd and 5th 
decade [3].They are most often found in the sellar and parasellar 
region, frontonasal region and reside  near the skull base. In the 
posterior fossa they are found in close proximity to the  4th ventricle. 
The sylvian fissure is a rare site as dermoid cysts usually occur in 
the midline. It is a hypovascular tumor  and sylvian fissure has rich 
vascularity, so surgical removal and complete resection can lead 
to excessive bleeding or intratumoral  haemorrhage. Dermoid cyst  
is a  well defined lobulated pearly mass of variable size. Capsule 
is thick and may contain plaques of calcification.The cyst contains 
disagreeable foul smelling, yellowish material and desquamated 
epithelium. Growth can lead to rupture of cyst contents, causing 
chemical meningitis that may lead to vasospam, infarction and even 
death. Malignant transformation into squamous cell carcinoma has 
also been described. The symptoms of intracranial dermoid cyst 
depend upon site, size and depth of the tumour and whether it is 

Sylvian Fissure Dermoid Cyst 
- A Rare case

aBstRaCt
Intracranial dermoid cysts are rare tumours which usually occur in the midline. Sylvian fissure is a very unusual site for this lesion. This case 
presents a patient with unruptured dermoid cyst in the left sylvian fissure who was operated successfully without any residual deficit.

[table/Fig-1]: Axial CT Image of the patient showing a hypodense SOL showing fat attenuation with few internal hypodensities in the left fronto-temporal region.
Marginal calcification is seen posteriorly.No surrounding edema is seen
[table/Fig-2]: Axial T2-Weighted image showing heterogeneously hyperintense SOL in left temporal with extension into frontal region. No surrounding edema is seen
[table/Fig-3]: Post contrast axial T1WI showing SOL with heterogenous signal intensity
[table/Fig-4]: Post-operative image of the patient showing parenchymal defect in left temporal region.  No abnormal enhancement is seen
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ruptured or unruptured. Common clinical presentation of patients 
with intact dermiod cysts include headache, visual defects and 
seizures [1]. Ruptured dermoid cysts may present with meningitis, 
acute hemiparesis, cherio oral syndrome, ventriculitis, hydrocephalus 
and cerebral ischemia [1] . Our patient manifested with off and on 
headache for which she was investigated radiologically. Imaging 
characteristics of dermoid cysts depend on the contents of the 
lesion. On CT scan unruptured dermoid cysts are demonstrated 
as homogenous unilocular hypodense SOL with attenuation value 
between 0-150HU. Calcification is common; contrast enhancement  
and edema is not seen. Small mass effect may be seen [4]. On 
MRI, dermoid cysts are markedly hyperintense on T1WI due to fat 
content which consist of triglyceride and unsaturated fatty acids. 
Hypointensity of the mass on T2WI may be throughout or within 
one or more loculations within the lesion. Other portions of the 
lesion demonstrate heterogenous  hyperintensity due to its mixed 
composition [5]. FLAIR images help in differentiating fat from fliud 
which appears bright on background of suppressed fluid signal (dark).
Chemical shift selective fat-water-imaging also helps in identification 
of lipid content in which the signal of water is suppressed and fat 
signal is selectively enhanced. A 3-D chemical shift selective gradient 
imaging demonstrates excellent contrast between fat, brain tissue 
and CSF with added advantage of demonstration of small amounts 
of free lipid in CSF [6]. In our patient the lesion was hypodense 
on CT scan with marginal calcification. On MRI, the lesion was 
heterogeously hyperintense on T1 and T2WI. Post contrast images 
showed mild peripheral enhancement. The cyst may rupture into 
subarachnoid space which demonstrates droplets and streaks 
of high intensity in subarachnoid cisterns about the tumour and 
more distally. Rupture within the ventricles is seen as a fat fluid 
level that develops in the anteriosuperior portions. Extensive pial 
enhancement can be seen due to chemical meningitis. Chemical 
meningitis is a rare complication of ruptured dermoid and occurs in 
approximately 7% of cases. It may elicit transient cerebral ischemia 
secondary to vasospasm with complicating infarction leading to 

death [1]. Differential diagnosis includes epidermoid cyst, arachnoid 
cyst and cystic cranoipharyngiomas. Epidermoid cysts have more 
variable location than dermoid cysts and show greater deviation 
from midline.  Following complete or near total excision of dermoid 
cyst, recurrence is rare as compared to epidermoid cyst which tends 
to recur. Radical resection is not advised if critical neurovascular 
structures are involved [7]. Cystic craniopharyngiomas and 
arachnoid cysts can be differentiated from dermoids by presence 
of fat in dermoids and using FLAIR sequences [6]. Despite good 
availability of routine MR imaging, the diagnosis of dermoid cysts 
still remain a challenge, probably due to low incidence [8].

ConClusion
Although benign but this rare entity of sylvian fissure dermoid 
cyst can lead to complications if unrecognized or not operated in 
time. This case highlights the importance of early diagnosis and 
intervention in these rare tumours.
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