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Third ventricular colloid
cyst and chronic mania
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To the Editor

Colloid cyst of the third ventricle may
present with a variety of psychiatric
symptoms. Chronic mania is defined
as persistence of manic symptoms for
more than 2years without remission
(Malhi et al., 2001). Here, we report a
case of chronic mania in a patient with
colloid cyst of the third ventricle,
which has hitherto not been reported.

A 46-year-old male was seen at an
inpatient facility for homeless persons
ran by a non-profit organization in
South India during regular weekly psy-
chiatric service in 2016 with com-
plaints of increased talkativeness,
grandiose ideas and reduced sleep.
There was no significant psychomotor
agitation. He was brought by police
from the street, and there was no
contact address available to clarify
past psychiatric history. When he was

asked about his address and occupa-
tion, he said that he was an Australian
resident working in film industry.
There were no medical comorbidi-
ties. He was diagnosed provisionally
with bipolar affective disorder, cur-
rent episode manic with psychotic
symptoms. He was treated with
sodium valproate [500mg/day and
olanzapine up to 20mg/day. He
reported improvements in biological
functions. However, grandiose ideas
and constant euphoria persisted.
Considering absence of significant agi-
tation and no significant problems
with other inmates, he was maintained
on the same dose. He started to have
significant sedation and recurrent falls
in early 2019. The dose of olanzapine
was reduced, but he continued to fall.
A computed tomography (CT) scan of
the brain was done, and the result
showed a well-defined round hyper-
dense lesion (colloid cyst) in third
ventricle without any obstructive
features.

Colloid cyst of the third ventricle
has been reported to be associated
with depression, delusion, hypersom-
nia, memory lapses, anxiety attacks,
hallucinations and Korsakoff's syn-
drome. To the best of our knowledge,
there are only two published reports
of manic symptoms in patients with
colloid cyst of the third ventricle till
date. Javed and Dutta reported the
case of a 57-year-old male presenting
initially with persecutory delusions,
who later developed a hypomanic
state. A CT brain revealed colloidal
cyst of the anterior third ventricle

without hydrocephalus, which was
treated by decompression and marsu-
pialisation, leading to complete reso-
lution of symptoms (Javed and Dutta,
2014). Bhatia et al. (2013) reported
another case of a 24-year-old female
with recurrent mania in association
with third ventricle colloid cyst, which
remitted after surgical intervention.
We report this case to add to the lit-
erature that colloid cyst of the third
ventricle may rarely be associated
with chronic mania.
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To the Editor

Narcolepsy, characterized by exces-
sive daytime sleepiness (EDS), frag-
mented sleep, hypnagogic hallucinations
and cataplexy, is often accompanied
by metabolic and neuropsychiatric
comorbidities. Starting mostly before

the age of l6years, diagnosis can be
difficult when typical symptoms are
lacking or obscured (Reading, 2019).
We present a patient with narcolepsy
and attention-deficit hyperactivity dis-
order (ADHD) being correctly diag-
nosed 40years after initial onset.

The 46-year-old Ms A was admitted
due to fatigue. On admission, the main
symptom was EDS. This symptom
along with disturbed attention first
occurred at the age of 6 years when the
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patient used to go to bed immediately
after school, sleeping up to 14 hours/
day. Since the age of 19 years, she has
been experiencing recurrent action
and speech arrests (1-2 minutes, being
fully conscious), considered ‘dissocia-
tive’.Aged 16 years, Ms A was sexually
abused and developed post-traumatic
stress disorder (PTSD), including sev-
eral flashbacks/year that fully remitted
after a trauma therapy at the age of 42
years.Aged 25 years,ADHD was diag-
nosed and Methylphenidate initiated,
significantly improving attention but
not EDS. Aged 30 years, Ms A gained
40 kg within 12 months with no dis-
cernible cause. Six months later, she
developed depressive symptoms and
predominantly visual pseudohallucina-
tions, recognizing the unreality. A
schizoaffective disorder was diag-
nosed and treated with antipsychotics
and antidepressants. While ‘schizoaf-
fective symptoms’ remitted, weight
increased by further 40 kg, both not
changing after discontinuation of
these drugs 6 years ago. Because of an
unremarkable multiple sleep latency
test (MSLT), the diagnosis of a narco-
lepsy was excluded 3 years ago with-
out determining hypocretin.

On admission, body mass index
was 53kg/m2. EDS was objectified
using actigraphy, revealing an in-bed-
time of 13 hours/day. The diagnosis of
narcolepsy was confirmed by reduced
cerebrospinal fluid (CSF) hypocretin
levels (85pg/mL; normal range
>110pg/mL). To pre-existing methyl-
phenidate (30 mg twice/day), modafinil
(400 mg once/day) was added, causing
an almost complete remission of EDS.
Therefore, both Ms A’s activity and
quality of life dramatically improved.

There are several learnings from
this case: first, psychiatric illnesses do
not preclude neurological illnesses, yet
impede their diagnosis. Here, for exam-
ple, cataplexy (speech arrest) of this
‘psychiatric patient’ was misdiagnosed
as ‘dissociation’ over decades. Second,
an unexplained extreme weight gain,
here secondary to narcolepsy, probably
points to an organic cause. Third, the
MSLT should be interpreted cautiously
having an imperfect sensitivity in the
diagnosis of narcolepsy (Trotti et al.,
2013). Fourth, the combination of the
psychostimulants methylphenidate and
modafinil appears to be a useful option
in the treatment of comorbid narco-
lepsy and ADHD.
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