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CASE REpoRt
A 20-year-old male was referred to Department of Neurosurgery for 
evaluation of 3 episodes of seizure over 10 months. His neurological 
examination, fundus examination, higher mental functions, sensory 
and motor examination of limbs were normal. He was started on 
Levetiracetam drug therapy (500 mg twice a day) as a symptomatic 
measure prior to investigations.

MRI brain revealed T1 hypo and T2 hyper intense cystic lesion in 
middle cranial fossa with no enhancement on contrast administration 
[Table/Fig-1,2]. CT scan showed a cystic lesion involving greater 
wing and pterygoid plate of sphenoid on left side [Table/Fig-3]. 
CT cisternographic evaluation had shown CSF outpouching in 
the sphenoid air sinus. We were unable to determine nature of 
lesion based on preoperative scans. Provisionally, diagnosis was 
suspected to be fibrous dysplasia eroding the bone and presenting 
as meningo encephalocele. Excision of the cystic lesion was carried 
out through endoscopic trans-maxillary trans-pterygoid approach. 
Intra operatively a cystic lesion involving pterygoid and greater 
wing of sphenoid was demonstrated. Small encephalocele was 
seen in the widened Foramen Rotundum. Repair of encephalocele 
was done using fat, free fascia and vascularized naso-septal flap. 
Histopathological examination was suggestive of a simple bone cyst 
[Table/Fig-4]. Patient had made good post-operative recovery and 
had no seizure episodes during the follow up period of 12 months. 
He was asked to continue Levetiracetam in the post-operative 
period for 6 months.

DISCUSSIoN 
Simple bone cyst (Unicameral bone cyst) was first described by 
Jaffe and Lichtenstein in 1943 [1]. Simple bone cysts are typically 
benign, fluid filled cystic lesion which can virtually affect any bone. 
Typical location for simple bony cyst is proximal humerus and 
proximal femur [2]. Though literature states that simple bone cyst 
can occur in the ends of long bones, rarely, if at all, do they occur 
at skull base [2]. Mode of presentation of simple bone cyst varies 
like an incidental finding, pain and swelling at involved site, seizure 
episodes or pathological fracture of involved site [3]. Radiologically 
it appears as a radiolucent lesion at the end of long bone. Magnetic 
Resonance Imaging (MRI) could be used to diagnose simple bone 
cyst at unusual location like skull base. On MRI it may appear as a 
fluid filled lesion isointense on T1 and hyperintense on T2 weighted 
images. The alternative differential diagnosis based on clinical 
and radiological features is aneurysmal bone cyst. Based on MRI 
aneurysmal bone cysts are expansile, lytic, eccentric showing 
septations and a double density [4]. Treatment of simple bone cyst 
is not uniformly followed. Different techniques such as percutenous 
injection of steroids and autologous bone graft, open curettage and 
grafting, minimal invasive instrumentation have been studied with 
good results [5,6].

This patient presented for evaluation of seizures and MR imaging 
showed a cystic lesion at skull base involving pterygoid plate of 
sphenoid bone. Extent of this bony lesion was clearly demonstrated 
on CT scan. FLAIR MR Images showed signal intensity changes in 
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ABStRACt
Seizure is a classical feature of intra axial brain parenchymal lesion. Simple bone cyst is an unusual bony pathology at skull base 
presenting with unexpected symptoms of complex partial seizures. Skull base neuro-endoscopy has managed such lesions more 
effectively with reduced post-operative morbidity as compared to transcranial approach. This case report discusses a 20-year-old male 
who presented with 3 episodes of seizure over a time period of 10 months. MRI brain revealed T1 hypo and T2 hyper intense cystic 
lesion in middle cranial fossa with no enhancement on contrast administration. CT scan showed cystic lesion involving greater wing and 
pterygoid plate of sphenoid on left side. CT cisternographic evaluation showed CSF outpouching in the sphenoid air sinus. Excision of 
the cystic lesion was carried out through endoscopic transmaxillary transpterygoid approach. Histopathological examination showed 
the lesion to be a simple bone cyst.     

[table/Fig-1]: T2 weighted MRI image showing cystic hyper-intense lesion at skull base with no enhancement on administration of contrast.  [table/Fig-2]: FLAIR coronal image 
showing signal changes in left temporal lobe. [table/Fig-3]: Non contrast CT coronal view showing erosion of greater wing of sphenoid bone. [table/Fig-4]:Microscopic image 
showing thin fibrous cyst lining with haemosiderin pigments along the bone. (Haematoxylin-eosin stain 4X).
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medial temporal lobe adjacent to the lesion. It is uncommon for bony 
skull base lesion to present with seizures as the primary symptom. 
Cause of seizure in this patient may be attributed to erosion of bone 
at the base and herniation of brain parenchyma through a small 
encephalocele.

Extended endoscopic approach and temporal zygomatic 
craniotomy wide skull base approach were the treatment modalities 
in contention. Para-median skull base location and cystic nature 
of lesion were two important factors favouring endoscopic surgery 
rather than transcranial skull base approach. Endoscopic approach 
allows us to reduce the encephalocele, plug the dural defect and 
repair the skull bone in a single procedure without interfering with 
brain parenchyma [7]. Transnasal extended endoscopic approach 
for lesion at the ventral skull base is gaining wide acceptance in 
neurosurgery [8]. We decided to approach this lesion with transnasal 
transmaxillary transpterygoid approach rather than cranial approach 
[9] to avoid extensive skull base dissection, brain retraction and 
difficult skull base reconstruction which if failed may have led to a 
very debilitating CSF fistula.

CoNCLUSIoN 
Simple bone cyst is a rare occurrence at skull base which can be 
managed with a less invasive endoscopic procedure effectively. 
This case report stands distinct for the unusual presentation i.e. 
seizure and unusual location i.e. skull base of this pathology and the 
effectiveness of endoscopic approach in such cases.
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