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Symptomatic intraventricular developmental cysts of neuroepithelial origin occurring 
in the lateral and fourth ventricles are extremely rare. We report the clinical, radiologic, 
and computed tomographic (CT) findings in three such cases, two occurring in the 
lateral ventricles and one in the fourth ventricle, Within the lateral ventricles, these 
cysts are distinguished from colloid cysts by their large size, more posterior locations, 
and CSF-equivalent CT attenuation of their contents. Lack of contrast enhancement on 
CT and angiographic avascularity are also features. Fenestration in two cases and 
partial cyst excision in the third case relieved the predominant symptoms, The symp­
tomatology and theories of histogenesis are reviewed and the differential diagnosis 
discussed, 

The radiologic find ings in three exceptional symptomatic intraventricular thin­
walled cysts were presented by us in 1978 [1, 2]. In two instances, the cysts 
occupied the posterior part of a lateral ventricle. One of these was proven to be 
a neuroepithelial cyst. The second, in which surgical proof was not then available, 
was presumed also to be a neuroepithelial cyst, owing to the remarkable 
resemblance of the computed tomographic (CT) appearance to that in the first 
case. The third involved the fourth ventricle, and histologic examination revealed 
a glial-ependymal cyst. Search of the literature has revealed only six reports 
describing similar cysts in the lateral ventricles . [3-6]. 

More recently, a large choroid plexus cyst (arising from the choroid plexus in 
the body of a lateral ventricle) was reported [7], and a case of arachnoid cyst 
occurring in a lateral ventricle was reported by Yeates and Enzmann [8]. The 
latter authors found no similar case in the lit~rature. The remarkable resemblance 
of the CT appearance of Yeates and Enzmann 's case to our cases and the recent 
surgical confirmation of our second lateral ventricular cyst have prompted this 
publ ication . Only five examples of symptomatic neuroepithelial cysts of the fourth 
ventricle have been found in the literature, to which we add another case. 

Case Reports 

Case 1: Lateral Ventricular Neuroepithelial Cyst 

A 32-year-old man was admitted for investigation of possible temporal lobe seizures. He 
had been observed to suffer from spells of automatic behavior, often associated with 
violence, and total amnesia for the episodes. He complained of acute paroxysmal head­
aches, some of which were said to be followed by the spells of automatism. On neurologic 
examination, he was alert, oriented, and coherent, without abnormal neurologic findings. 
Two electroencephalographic examinations, including sleep studies, were normal. A plain 
film skull examination and a technetium pertechnetate radionuclide scan were normal. 

A CT scan (EMI Mark I, 80 x 80 matrix) revealed a localized expansion of the trigone 
and body of one lateral ventricle (fig . 1 A) . The occipital and temporal horns of this ventricle 
were moderately dilated. The medial wall of the posterior part of the body of the ventricle 
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Fig . 1 .-Case 1: Lateral ventricu lar neuroepithelial cyst. A , CT scan, 80 

x 80 matrix plain scan. Body and trigone of left lateral ventric le are expanded. 
Part of membrane separating ventricle from cyst is visible anteriorly and there 
is hint of another separating membrane in reg ion of anterior part of occipital 
horn (arrows). Left occ ipital horn and , in lower sections, left temporal horn 
were en larged, whereas frontal horn and entire right lateral ventric le were of 

bulged across the midline. 
Pneumoencephalography with tomography revealed a lobulated 

mass, projecting from the floor into the body and trigone of the left 
lateral ventricle (figs. 1 Band 1 C). Transfemoral carotid and left 
vertebral angiography revealed an avascular mass in the left tha­
lamic area (fig. 1 D). 

A parietooccipital craniotomy with ventricular exploration re­
vealed a large, very thin-walled , bluish cyst almost filling the ventri­
c le in the region of the trigone and posterior body and attached to 
the ventricular floor . Clear serous fluid was aspirated. No abnormal 
vessels or solid abnormal tissue were identified and the cyst, which 
was firmly attached to the floor of the ventricle, was fenestrated . 
Histolog ic examination revealed a simple epithelial cyst. One year 
later the patient had no headaches or evidence of organic neurlogic 
disease. 

B 

D 
normal size. Attenuation within cyst was same as that of ventricular CSF. e, 
Pneumoencephalogram, lateral view in erect position . Smoothly lobulated 
mass projects upward into body and trigone of left lateral ventricle from floor . 
C, Frontal half axial view. Same findings as B. D, Vertebrobasilar angiogram, 
lateral view. Marked elevation of lateral posterior choroidal artery by avas­
cu lar mass. 

Case 2: Lateral Ventricular Neuroepithelial Cyst 

A 28-year-old woman awoke one morning with severe bifrontal 
throbbing headache and nausea. The headache was constant for 3 
days, when she then developed episodic double vision, slurred 
speech, and right arm weakness. There was also gait imbalance. 
CT suggested a cyst in the left lateral ventricle. All symptoms except 
headaches reso lved and it was elected to observe her progress. 
The episodic bifrontal headaches lasting several hours at a time 
continued. 

Repeat CT 8 months later again showed a cyst containing fluid 
of cerebrospinal fluid (CSF) density in the posterior parts of the left 
lateral ventricle (fig . 2A). Neurologic examination revealed pale 
optic discs without papilledema, gross tremor of the right hand, and 
sl ight weakness and drift of the right upper extremity. The deep 
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tendon reflexes were normal and symmetrical. The gait and the 
sensory examination were normal. 

A plain film skull examination was normal. A lumbar puncture 
revealed no increase in CSF pressure and CSF analysis was normal. 
A fractional lumbar pneumoencephalogram (figs. 2B and 2C) re­
vealed a large mass within the body of the left lateral ventricle. 
During the course of the study, a moderate amount of air entered 
the mass, confirming its thin-walled cystic nature. Transfemoral left 
internal carotid and right vertebral angiography showed a slight 
mass effect deep in the left cerebral hemisphere, resulting in minor 
depression of the posterior part of the internal cerebral vein. There 
was no neovascularity . 

c 

Fig. 2.-Case 2: Lateral ventricular neuroepithelial 
cyst. A, Contrast-enhanced CT scans. Expansion of left 
lateral ventric le extending from immediate ly posterior to 
frontal horn to OCCipital horn, in comma-shaped pattern. 
Left frontal horn not dilated, but occ ipital and temporal 
horns somewhat dilated. No definite membrane sepa­
rating cyst from occ ipital horn is apparent. Suggestion 
of separating membrane anteriorly, though this cou ld 
represent displaced choroid plexus. The septum pellu­
cidum marked ly dislocated to right, encroaching on 
body of right lateral ventricle, which is not en larged. 
Attenuation of cyst contents was same as CSF. B, 
Pneumoencephalogram, lateral view, erect position. An­
teri or margin of cyst outlined by air in anterior part of 
body of left lateral ventri cle (small arrows). At this stage 
in examination, small amount of gas had entered cyst, 
outlining its superior extent (large arrow). Body of right 
lateral ventric le is increased in height, consistent with 
compression exerted from left side. C, AP projection, 
right lateral decubitus position. Air has now entered 
expanded left trigone and posterior part of left temporal 
horn . Part of lateral wall of cyst ou tlined between this 
air and air that had entered cyst (arrows). Some air still 
trapped in left frontal horn anterior to cyst. 

A ventriculovenous shunt was performed 10 months after onset 
of symptoms. The ventricular catheter was inserted through a left 
parietal burr hole into the posterior left lateral ventricle. The symp­
toms abated , but recurred in 2 weeks. A revision of the ventricular 
shunt was performed, including insertion of a low pressure valve. 
However, headaches returned a few days after the shunt revision 
and a second revision was performed 11 days later. 

Over the next 21 months she continued to have headaches 
lasting several days at a time. An attempt to place a catheter within 
the cyst failed . A left occipital craniotomy, microsurgical drainage , 
and excision of the cyst was then performed. The posterior wall of 
the cyst was quite firm and a part was excised. The choroid plexus 
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and subependymal veins cou ld then be seen throug h the cyst wall. 
The free part of the wall was removed, leaving the part that adhered 
to the choroid plexus and ventricu lar wall. The wall was avascular. 
As the cyst was now collapsed, tubing was placed within the area 
of the cyst and brought to a reservo ir beneath the skin surface . 

Histological examination revealed fibrous connective tissue with 
focal epithelial ce lls, without evidence of neoplasia, consistent with 
a neuroepithelial cyst. The tissue fragment was too small to permit 
subclassification of the epithelium. 

Eight days after subtotal cyst excision, a CT scan revealed 
marked reduction in the displacement of the medial wall of the left 
lateral ventricle to the right, some red uction in the dilatation of the 
occipital horn of the ventricle, and less bu lging of the roof and 
lateral wall of the body of the ventricle than before surgery. One 
week after surgery she had no headache. There was min imal 
residual right upper extremity weakness and slight difficulty with 
tandem gait. Five months later she remained greatly improved, with 
no headaches or seizures, although memory remained somewhat 

Fig . 3 .-Case 3 : Fourth ventricular neuroepithelial cyst. A, Coronal and 
axial CT scans, 320 x 320 matrix, without contrast enhancement. Coronal 
scan shows rounded contour of cystic lesion and fourth ventricle. No mem­
brane separating low density cyst from remaining fourth ventricle identified 
in either plane. No abnormal enhancement evident after intravenous infusion 
of 42 g of iodine. B, Pneumoencephalogram, lateral view, erect position . 
Smooth convex cystic mass bulges into fourth ventricle from its floor. Part of 
cyst contour incompletely obstructs foramen of Magendie. Residual fourth 
ventricular cavity expanded , stretched longitudinally, and elevated . Aqueduct 
moderately enlarged in midline hypocycloidal tomographic section. C, Coro­
nal hypocycloidal tomographic section. Air in displaced and expanded fourth 
ventricle . Small amount of air outlines lateral surfaces of cyst and caudal 
surface of most posterior part of cyst. 

c 

impaired. There was also a very slight association defect and a 
slight right homonymous hemianopsia. 

Case 3: Fourth Ventricular Neuroepithelial (Glial-Ependymal) Cyst 

A 37-year-old man had a 1'12 year history of episodic dysequili­
brium and vertigo lasting a few seconds, with increasing frequency, 
and provoked by sudden head movements. Neurologic examination 
revealed nystagmus on upward, right, and left lateral gaze. A mild 
left central fac ial weakness and increased deep tendon ref lexes of 
the extremities, more on the left than the right were also present. 
Romberg 's sign was absent and tandem gait was normal. 

CT demonstrated a sharply demarcated low density mass, with 
homogeneous attenuation equal to CSF, in the area of the fourth 
ventricle and pons (figs. 3A and 38). Left vertebral angiography 
revealed an avascular mass in the reg ion of the fourth ventric le . 
Fractional pneumoencephalography with tomography revealed a 
sharply demarcated mass bulg ing into the fourth ventricle from its 
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floor (figs. 3C and 3D). The rest of the fourth ventricle was displaced 
posteriorly, enlarged, and stretched longitudinally and transversely. 
These radiologic studies suggested a nonneoplastic cyst or epider­
moid tumor. 

A suboccipital craniectomy was performed, with division of the 
vermis. The cyst wall abutted the ventricular roof and during the 
exposure was entered with release of clear watery fluid . The cyst 
then collapsed to the floor of the fourth ventricle. With microsurgical 
technique, a biopsy of the posterior cyst wall was taken and the 
cyst was marsupialized, leaving intact the part of the wall that was 
firmly attached to the floor of the fourth ventricle. There was no 
apparent neoplastic nodule. Histologic examination revealed that 
the cyst wall had an ependymal lining with a basement membrane, 
external to which there were collagenous and glial layers. 

Neurologic examination 2'/2 years after operation was almost 
normal. The fourth ventricle remained enlarged, with effacement of 
its superolateral recesses and anterior bulging of its floor, expres­
sive of atrophy of the mid-vermis and pons, sequelae of the previous 
chronic mass effect of the cyst. 

Discussion 

Pathogenesis 

In recent years several investigators have offered expla­
nations for the origin of intraventricular, intracerebral, and 
subarachnoid cysts of developmental origin, previously de­
scribed as colloid, ependymal, arachnoid, and choroid 
plexus cysts, that would accommodate their similarities of 
histologic appearance, their differences, and their diverse 
sites of occurrence through the central nervous system [9-
15]. Shuangshoti and his colleagues [1 2-1 6] emphasized 
the common origin of all such cysts from the primitive 
neuroepithelium that lines the neural tube. 

Developmental cysts lined by neuroepithelium have been 
found in extracerebral, intracerebral, and intraventricular 
locations. They may also occur along the spinal cord [1 7-
21]. Those occurring in a extracerebral position usually 
have walls formed by arachnoid [22-25], but extracerebral 
ependymal cysts also have been reported [26-34]. Intra­
cerebral developmental cysts, not communicating with the 
subarachnoid space or ventricular system, have been re­
ported. Most of these have been described as ependymal 
cysts [35-39]. 

Developmental cysts occurring within the ventricular sys­
tem are typically confined to the anterosuperior third ventri­
cle, in the region of the foramina of Monro, and arise from 
the neuroepithelium of the diencephalic roof. In this location, 
the cysts are generally classified as " colloid " cysts and 
differ from most neuroepithelial cysts occurring in other 
locations, in that the cyst contents are usually viscid, with 
gelatinous or mucinous appearance. Light and electron 
microscopy have shown these cysts to be lined by neuroe­
pithelium of various types [9, 11-14,40, 41]. In this location 
the incidence is about 0 .5% of intracranial tumors [42]. 

According to Shuangshoti and colleagues [10, 12, 13], 
neuroepithelial cysts can develop in any part of the ventric­
ular system lined by the neuroepithelial layer, either by 
invagination or evagination, with a connective tissue layer 
inside or outside the neuroepithelial layer, respectively. This 
concept is in accordance with the behavior of developing 

neuroepithelia-choroidal , paraphyseal, and ependymal. 
When the folded epithelium at a site of invagination or 
evagination is pinched off, tubules form as part of the 
developmental process. Obstruction of these tubules and 
accumulation of secretory products with slow cellular prolif­
eration result in the formation of these cysts. Fragments of 
choroid plexus may be present on the surfaces of cysts 
projecting into the ventricle . 

Netsky and Shuangshoti [13] also considered ectopic 
neuroglial tissue containing ependyma-lined canals to be 
the possible origin of neuroepithelial cysts occurring in 
extra- and intracerebral locations, including those related to 
the spinal axis. Although small asymptomatic neuroepithelial 
cysts, single or multiple, occurring in the choroid plexus of 
the lateral ventricle have been described [12-14], we found 
reference to only six examples of symptomatic lateral ven­
tricular epithelial cysts, excluding the well known typical 
colloid cysts of the anterior third ventricle [3-8] and those 
described by Ciric and Zivin [43] between the fornices and 
leaves of the septum pellucidum. 

Shuangshoti et al. [40] also assert that the presence or 
absence of various cellular organelles or cell types is merely 
an expression of normal variation of the regional neuroepi­
thelium. This would explain the occurrence of choroid 
plexus elements in some ependymal cysts. In particular, 
cilia are explained to be present in all primitive neuroepi­
thelium , but to disappear from many cells with time. The 
term neuroepithelial cyst, first used by Fulton and Bailey 
[44] to describe the various developmental forms of cyst, 
whatever their location, has therefore come into common 
usage. 

Fourth Ventricle Cysts 

The occurrence of neuroepithelial cysts within the fourth 
ventricle is evidently extremely rare. Five cases have been 
identified in the literature [41 , 45-48]. In the case reported 
by Parkinson and Chi Ide [49], thought by them to represent 
two " colloid " cysts of the fourth ventricle, no attachment to 
the ventricular walls or gelatinous material were found . 
Subsequent review of a stained section of the specimen 
indicated cysticercosis [50]. Love and White [45], described 
the case of a 22-year-old woman with two epithelial-lined 
cysts of the fourth ventricle, causing increase in intracranial 
pressure and rhinorrhea. The cysts were excised, but their 
attachments and contents were not described. 

Sharpe and Deck [46] reported a neuroepithelial cyst 
attached to the ventricular surface of the superior cerebellar 
vermis and expanding into the fourth ventricle. The wall of 
the cyst consisted of a thin layer of astrocytic glial tissue 
and was lined by two types of cells in a single layer, one 
type with frequent cilia, resembling mature ependyma, and 
a second cell type similar to normal choroid plexus epithe­
lium. This 15-year-old girl had increased intracranial pres­
sure due to obstructive hydrocephalus. Respiratory arrest 
and death occurred a few hours after lumbar puncture, due 
to cerebeUar herniation . The cyst contained serous fluid. 

Palacios et al. [47] described a patient of unstated age in 
whom a large neuroepithelial cyst occupied and obstructed 
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the fourth ventricle. Ventriculography showed a large, 
smoothly contoured mass encroaching on the fourth ventri­
cle from its floor. Angiography revealed no abnormal vas­
cularity. 

Di Rocco et al. [48] described a 7-year-old boy who had 
headaches, macrocephaly, and slowly progressive intellec­
tual impairment. Pneumoencelphalography showed an ap­
pearance very similar to that in our case 3 and that on the 
ventriculogram in the case of Palacios et al. [47]. The mass 
was avascular at angiography. The histology was that of an 
intraarachnoid cyst, with surrounding connective tissue. CT 
revealed the contents to have a density equivalent to CSF 
and at operation the fluid resembled clear CSF. 

Cyst Contents 

In each of our three cases, the cyst contained clear serous 
fluid . Protein concentrations were not determined. In each 
case, the CT attenuation of the cyst fluid was the same as 
that of the adjacent ventricular CSF. In the two examples of 
noncommunicating intracerebral ependymal cysts reported 
by MacGregor et al. [38], the protein content of the cyst 
fluid was 45 and 11 mg / dl, respectively. Both showed CT 
attenuations equal to that of CSF. 

Friede and Yasargil [39] reviewed 15 cases of intracere­
bral or convexity ependymal and glioependymal cysts and 
added two examples. In these cases, the fluid ranged from 
clear to turbid and was xanthochromic in two caseL Protein 
content ranged from 1.1 to 85 g/ dl in the seven cases in 
which measurements were given. In the lateral ventricular 
arachnoid cysts reported by Yeates and Enzmann [8] and 
the choroid plexus cyst reported by Andreussi et al. [7] the 
contents were of CSF density on CT. Prior studies have 
demonstrated that CSF protein concentrations must be 
greater than 2 g / dl before CT can reveal abnormal atten­
uation values [51, 52]. In our three cases and the cases 
reported by Palacios et al. [47], Yeates and Enzmann [8], 
and Di Rocco et al. [48], the CT density of cyst contents 
were indistinguishable from CSF. 

The source of the cyst fluid is debated. The finding of 
pinocytotic vesicles in the lining cells in some of these cysts, 
and the presence of choroid plexus elements in others, has 
suggested active cellular transport of fluid. The great varia­
bility of the protein content is not understood, although 
evidence of previous hemorrhage has been identified in 
some cysts in extra- and intracerebral locations. As in the 
case of typical colloid cysts of the third ventricle, growth of 
neuroepithelial cysts in other locations is apparently very 
slow, and clinical presentation is typically in adult life. 

Radiologic Diagnosis 

On CT, recognition of these cysts as mass lesions within 
the ventricles, rather than dilatations of the ventricles, is 
achieved directly by identification of the thin cyst wall sep­
arating the contents (isodense with CSF at protein levels 
below about 2 g / dl) from ventricular CSF. Owing to the 
relatively coarse matrices used in such cases to date, and 

partial volume effects related also the curving cyst wall, 
identification of the wall has been difficult in the lateral 
ventricular cases and impossible in the fourth ventricular 
cases examined to date. 

In the lateral ventricle, displacement of the septum pellu­
cidum and choroid plexus, dilatation of the occipital and 
temporal horns relative to the small frontal horn, and ab­
sence of signs of cerebral tissue loss, such as may be 
reflected in widened cisterns and sulci (or actually signs of 
compression of the latter), combine to indicate the presence 
of a ventricular cyst. In the fourth ventricle, entrapment of 
the ventricle must be differentiated from a cyst (see below). 
Metrizamide ventriculography by ventricular needling or in­
jection into a ventricular shunt or drainage tube could be 
used for identification of cyst walls as an alternative to 
pneu mog raphy. 

Angiography can reveal a nonspecific mass effect without 
pathologic vascularity . Its main value is in the exclusion of 
cystic neoplasms with small vascular mural nodules. 

Differential Diagnosis 

Isolated (Trapped) Fourth Ventricle 

If the foramina of the fourth ventricle are obstructed and 
a lateral ventricular shunt is performed, the aqueduct may 
become occluded, with or without clinical evidence of infec­
tion. The isolated fourth ventricle may then expand consid­
erably due to choroid plexus secretion, leading to symptoms 
of a posterior fossa mass [53,54]. Since the thin membrane 
of a cyst (developmental or parasitic) may not be resolved 
by CT, these conditions may appear identical, and differ­
entiation will depend on the clinical context of the former 
situation . 

Colloid Cysts of the Anterior Third Ventricle 

Neuroepithelial cysts in this more common location offer 
no difficulty in differentiation from the cysts under discus­
sion. Owing to their strategic location adjacent to the foram­
ina of Monro, they are relatively small at the time of diag­
nosis, usually not more than 2 cm in diameter [1 , 54]. The 
large majority of colloid cysts of the anterior third ventricle 
are considerably denser than brain, and CT with intravenous 
injection of contrast material commonly shows contrast en­
hancement of the cyst [55]. Hyperdensity seems to be due 
to high electron density [56], but trace amounts of higher 
atomic number elements could possibly contribute to the CT 
density of these cysts [57]. 

Cysticerosis 

The cysts of this parasite not infrequently involve the 
cerebral ventricles [58]. Within the lateral and fourth ventri­
cles, they may occasionally reach a size similar to the 
neuroepithelial cysts described here. When the cyst wall 
does not enhance and no calcification is visible within the 
larva, a CT, pneumographic, and angiographic appearance 
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identical with that of a developmental cyst may be produced. 
However, there will commonly be additional cysts in other 
locations , with or without peripheral enhancement and cal­
cification, indicating the correct diagnosis. 

Hydatid Cyst 

Intracranial location of echinococcal cysts occurs in only 
1 %-2% and intraventricular hydatid cysts are even less 
common [59). These cysts grow to very large size, show a 
tense rounded configuration, and their fluid has a CT density 
equivalent to CSF [60). Angiographic avascularity is char­
acteristic, but they may be differentiated from neuroepithe­
lial cysts by the finding of calcification in the wall and/or 
daughter cysts. As in cysticercosis, immunologic tests and 
the finding of cysts elsewhere, particularly in the liver and 
lungs, may indicate the correct diagnosis. 

Epidermoid Tumors 

Epidermoid tumors may occur entirely or largely within 
the fourth ventricle or, less often , in a lateral ventricle , with 
ventricular expansion and obstruction . Typically, attenua­
tion values are low and the epithelial wall is avascular, 
showing no enhancement on CT or abnormal vascularity on 
angiography. Attenuation may range from a few EMI units 
below to a few units above that of CSF, and does not change 
with intravenous contrast enhancement. While the mean 
density may be the same as CSF, attenuation tends to be 
somewhat heterogeneous, with spotty areas of somewhat 
higher attenuation [61 , 62). When these tumors occur within 
the fourth ventricle , the margins of the lesion may be 
somewhat irregular, but the contour can be similar to that of 
fluid-filled developmental or parasitic cyst [61). 

Pneumoencephalography commonly reveals the con­
tained whorls of keratinized debris, owing to breakdown of 
the thin epithelial membrane. In the case of an arachoid cyst 
described by Yeates and Enzmann [8], a dual kilovoltage 
scan of the lesion revealed a shift in attenuation values 
identical to that expected for CSF. The authors suggest that 
such scanning may offer an alternative to pneumoenceph­
alography in the differentiation of simple cyst and epider­
moid tumor [63, 64). 

Cerebellar Hemangioblastoma 

A solitary hemangioblastoma with a very small mural 
nodule, occurring without stigmata of von Hippel-Lindau 
disease, could cause differential diagnostic difficulty on CT. 
In these rare circumstances, angiography by demonstrating 
the small mural nodule can serve to differentiate. 

REFERENCES 

1. New PFJ, Davis KR. The radiological diagnosis of intraventric­
ular cysts. Presented at the International Symposium and 
Course on CT, Miami , March 1978. J Comput Assist Tomogr 
(abstr) 1978;2 : 512-513 

2. New PFJ, Davis KR. Th e radiological diagnosis of intraventric­
ular cysts. Presented at the XI Symposium Neuroradiologicum, 
Wiesbaden, June 1978 

3. Brown G. Cyst of the choroid plexus of large size in an infant. 
Trans Pathol Soc. London 1876;27: 25-29 

4. Dandy WE. Benign, encapsulated tumors in the lateral ventricle 
of the brain: diagnosis and treatment. Baltimore: Williams & 
Wilkins, 1934 : 20 

5. Baker GS, Gott lieb CM . Cyst of the choroid plexus of the lateral 
ventric le causing disabling headache and unconsciousness. 
Report of a case. Mayo Clin Proc 1956;31 :95-98 

6. De La Torre E, Alexander E Jr, Davis CH, Crandell DL. Tumors 
of the lateral ventricles of the brain. J Neurosurg 1963 ;20: 
461-470 

7. Andreussi L, Cam a A, Cozzutto C, Gianbartolomei G, Grossi 
G. Cyst of the choroid plexus of the left lateral ventricle. Surg 
Neuro/1979 ; 12: 53-57 

8. Yeates A, Enzmann D. Case report: an intraventricular arach­
noid cyst. J Comput Assist Tomogr 1979;3: 697 - 700 

9 . Coxe WS, Luse SA. Colloid cyst of the third ventricle . An 
electron mic roscopir; study. J Neuropathol Exp Neurol 
1964;23 :431-445 

10. Shuangshoti S, Netsky MG . Choroid plexus and paraphysis in 
lower vertebrates. J Morpho/1966 ; 120: 1 58-188 

11. Hirano A, Ghatak NR . The fine structure of collo id cysts of the 
third ventricle. J Neuropathol Exp Neuro/ 1974;33: 333- 341 

12. Shuangshoti S, Roberts MP, Netsky MG . Neuroepithelial (col­
loid) cysts: pathogenesis and relation to choroid plexus and 
ependyma. Arch Patho/1965 ;80: 214-224 

13. Netsky MG, Shuangshoti S. The choroid plexus in health and 
disease. Charlottesville, VA: University Press of Virg inia, 1975 

14 . Shuangshoti S, Netsky. MG . Neuroepithelial (co lloid) cysts of 
the nervous system: further observat ions on pathogenesis, 
locat ion , incidence, and histochemistry. Neurology (Minneap) 
1966;16:887-903 

15 . Netsky MG , Shuangshoti S. Studies on the choroid plexus. In: 
Ehrenpreis S, Solnitzky ac, eds. Neurosciences research , vol 
3. New York: Academic Press, 1970: 131-173 

16. Shuangshoti S, Phonprasert C, Suwanwela N, et al. Combined 
neuroepithelial (colloid) cyst and xanthogranuloma (xanthoma) 
in the third ventricle. Neurology (Minneap) 1975 ;25: 547 -552 

17. Hyman I, Hamby WB, Sanes S. Ependymal cyst of the cervico­
dorsal region of the spinal cord. Arch Neurol Psychiatry 
1938;40: 1 005-1 012 

18. Morello G, Lombardi G. Choroidoependymal cysts of the spinal 
roots: case report. J Neurosurg 1964;2 1 : 11 03-11 07 

19. Moore MT, Book MH. Congenital cervical ependymal cyst. 
Report of a case with symptoms preCipitated by injury. J 
Neurosurg 1966;24: 558-561 

20 . Hirano A, Ghatak NR, WisoH HS, et al. An epithelial cyst of the 
spinal cord. An electron microscopic study. Acta Neuropatho l 
1971 ;18:214-223 

21. Mosso JA, Verity MA. Ependymal cyst of the spinal cord: case 
report . J Neurosurg 1975;43:757-760 

22. Weinman OF. Arachnoid cysts in the Sylvian fissure of th e 
brain . J Neurosurg 1965;22: 1 85- 187 

23. Anderson FM, Segall HD, Caron WL. Use of computerized 
tomography scanning in supratentorial arachnoid cysts. J Neu­
rosurg 1979;50: 333-338 

24. Harrison MJ. Cerebral arachnoid cysts in children. J Neurol 
Neurosurg Psychiatry 1971 ;34: 316- 323 

25. Starkman SP, Brown TC, Linell EA. Cerebral arachnoid cysts. 
J Neuropathol Exp Neuro/1958 ; 17 : 484-500 

26. Zehnder M. Subarachnoidalcysten des Gehirns. Zentrabl Neu-



576 NEW AND DAVIS AJNR:2, November/ December 1981 

rochir 1938;3 : 1 00-11 2 
27 . List CF, Williams JR. Subdural epithelial cyst in the interhem­

ispheral fissure. Report of a case, with some remarks concern­
ing the classification of intracranial epithelial cysts. J Neuro­
surg 1961 ;18: 690-693 

28 . Jakubiak P, Dunsmore RH, Beckett RS. Supratentorial brain 
cysts. J Neurosurg 1968; 28: 1 29-1 36 

29 . Tandon PN, Roy S, Elvidge A. Subarachnoid ependymal cyst: 
report of two cases. J Neurosurg 1972;37: 741-745 

30. Patrick BS. Ependymal cyst of the Sylvian fissure: case report. 
J Neurosurg 1971 ;35: 751-754 

3 1 . Hamby WB, Gardner WJ. An ependymal cyst in the quadrigem­
inal region . Report of a case. Arch Neurol Psychiatry 1935;33: 
391-398 

32. Simek J, Gutmann E. Kongenitalni cysta mozkova. Cas Lek 
Cesk 1949;88: 923-926 

3 3. Bhandari YS. Non-communicating supratentorial cysts. J Neu­
rol Neurosurg Psychiatry 1972;35 : 763-770 

34. Palma L. Supratentorial neuroepithelial cysts. Report of two 
cases . J Neurosurg 1975;42: 353-357 

35. Bouch DC, Mitchell I, Maloney AFJ. Ependymal lined paraven­
tricular cerebral cysts: a report of three cases. J Neurol Neu­

rosurq Psych 1973;36: 611-617 
36. Ghatak N, Hirano A, KasoH S, Zimmermann S. Fine structure 

of an intracerebral epithelial cyst. J Neurosurg 1974;11 :75-
82 

37. Argyopoulos G, Heppner F. Angeborene Ependymzysten. Zen­
tralbl Neurochir 1970;31 : 39-41 

38. MacGregor BJL, Gawler J, South JR. Intracranial epithelial 
cysts. J Neurosurg 1976;44: 1 09-115 

39. Friede RL, Yasargil MG. Supratentorial intracerebral epithelial 
(ependymal) cysts : review, case reports and fine structure. J 
Neurol Neurosurg Psychiatry 1977;40: 127 -137 

40. Shuangshoti S, Roberts MP, Netsky MG. Neuroepithelial (col­
loid) cysts: pathogenesis and relation to choroid plexus and 
ependyma. Arch Patho/1965;80: 214-224 

41. Giordano A. Contributo allo studie delle formazioni cistiche che 
derivano dall 'ependima e dai plessi corioidei dei ventricoli 
encefalici. Arch Ital Anat Istol Patol 1936;7 : 535-543 

42 . Poppen JL, Reyes V, Horrax G. Colloid cyst of the third 
ventricle. Report of seven cases. J Neurosurg 1953;10: 242-
263 

4 3. Ciric I, Zivin I. Neuroepithelial (colloid) cysts of the septum 
pellucidum. J Neurosurg 1975;43: 69-73 

44 . Fulton JF, Bailey P. Tumors in the region of the third ventricle: 
their diagnosis and relation to pathological sleep. J Nerv Ment 
Dis 1929;69 : 1 -25, 145-164, 261-277 

45 . Love JG , White RJ. Cerebrospinal rhinorrhea associated with 
tumor of the fourth ventricle. Report of a case. J Neurosurg 
1960;11 : 1 083-1 088 

46. Sharpe JA, Deck JHN. Neuroepithelial cyst of the fourth ven­
tricle. Case report . J Neurosurg 1977;46: 820-824 

47 . Palacios E, Azar-Kia B, Shannon M, Messina A. Neuroepithelial 
(colloid) cysts. Pathogenesis and unusual features. Radiology 
1976; 1 26: 56-62 

48. Di Rocco C, Di Trapani G, Iannelli A. Arachnoid cyst of the 
fourth ventricle and " arrested" hydrocephalus. Surg Neurol 
1979;12:467-471 

49. Parkinson 0, Childe AE. Colloid cysts of the fourth ventricle: 
report of a case of two colloid cysts of the fourth ventricle. J 
Neurosurg 1952;9: 404-409 

50. White JC, Sweet WH, Richardson EP. Cysticercosis cerebri. A 
diagnostic and therapeutic problem of increasing importance. 
N Engl J Med 1957;256:479-486 

51 . New PFJ, Aronow S. Attenuation measurements of whole blood 
and blood fractions in computed tomography. Radiology 
1976;121 :635-640 

52 . Norman 0, Price 0 , Boyd 0, Fishman R, Newton TH. Quanti­
tative aspects of computed tomography of the blood and ce­
rebrospinal fluid. Radiology 1977;123: 335-338 

53 . Zimmerman RA, Bilanuik L T, Gallo E. Computed tomography 
of the trapped fourth ventricle. AJR 1978; 130: 503-506 

54. Lourie H, Shende MC, Krawchenko J, Stewart DH. Trapped 
fourth ventricle: a report of two unusual cases. Neurosurgery 
1980;7: 279-282 

55. Ganti SR, Antunes JL, Louis KM , Hilal SK. Computed tomog­
raphy in the diagnosis of colloid cysts of the third ventricle. 
Radiology 1981; 138: 385-391 

56. Isherwood I, Pullan BR, Rutherford RA, Strang FA. Electron 
density and atomic number determination by computed tomog­
raphy. Br J Radio/1977;50: 613-619 

57. Donaldson JO, Simon RH. Radiodense ions within a third 
ventricular colloid cyst. Arch Neuro/1980;37:246 

58. Carbajal JR, Palacios E, Azar-Kia B, Churchill R. Radiology of 
cysticercosis of the central nervous system including computed 
tomography. Radiology 1977;125: 127-131 

59. Langmaid C, Rogers L. Intracranial hydatids. Brain 1940;63: 
184-190 

60. Alltree M. Scanning in hydatid disease. Clin Radio/1979;30 : 
691-697 

61. Davis KR, Roberson GH, Taveras JM, New PFJ, Trevor R. 
Diagnosis of epidermoid tumor by computed tomography. Anal­
ysis and evaluation of findings. Radiology 1976; 11 9: 347-353 

62. Fawcitt RA, Isherwood I. Radiodiagnosis of intracranial pearly 
tumours with particular reference to the value of computed 
tomography. Neuroradiology 1976;11 :235-242 

63. Marshall WH , Alvarez R, Macovski A. Dual kilovoltage at com­
puted tomography: a prereconstruction method for estimation 
of effective atomic number and electron density. Neuroradiol­
ogy 1978; 1 6: 605-606 

64. Di Chiro G, Brooks RA, Kessler RM, et al. Tissue signatures 
with dual-energy computed tomography. Radiology 1979;131 : 
521-523 


