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The aim of this study is to present the five-year longitudi-
nal magnetic resonance imaging (MRI) follow up of a pa-
tient with incidental finding of near-obstruction stenosis 
of the aqueduct of Sylvius due to a large pineal cyst. The 
patient was scanned 3 times on a 3T MR device using a 
set of standard structural sequences supplemented with 
high-resolution constructive interference of steady state 
(CISS) T2 sequence for precise delineation of the aqueduct 
of Sylvius and cardiac-gated phase-contrast sequences for 
the analysis of cerebrospinal fluid (CSF) movement. On all 
MR scans, the size of the pineal cyst and severity of near-
obstruction aqueductal stenosis did not show any mor-
phological changes. There was no significant ventricular 
enlargement although structural CISS sequence showed 
a near-obstruction stenosis and cardiac-gated phase-con-
trast sequences did not detect CSF movement through 
the aqueduct of Sylvius. Our findings are contradictory to 
the classic hypothesis of CSF physiology based on secre-
tion, circulation, and absorption of CSF, which states that 
the impairment of CSF circulation through the aqueduct 
of Sylvius inevitably leads to a hypertensive hydrocephalus 
development involving the third and the lateral ventricle. 
Our research group previously proposed a new hypothesis 
of CSF physiology, which offers more suitable explanation 
for such clinical cases.
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Clinical practice has shown that an aqueduct of Sylvius ob-
struction or severe stenosis (tumoral compression, intrinsic 
non-tumoral pathology) could lead to a development of 
the triventricular hypertensive hydrocephalus (1). Accord-
ing to the classic hypothesis of CSF physiology, CSF is se-
creted inside the brain ventricles and flows unidirection-
ally along the subarachnoid space to be absorbed into the 
dural venous sinuses or into perineural lymphatic system 
(2,3). Therefore, a blockade of CSF flow from the third to the 
fourth lateral ventricle at the aqueduct of Sylvius level inev-
itably leads to the triventricular hypertensive hydrocepha-
lus development. It is assumed that CSF is formed by an 
active secretion mainly by the choroid plexuses against hy-
drostatic pressure inside the CSF system, so any blockade 
between the site of secretion and the site of absorption 
will lead to CSF accumulation, CSF system enlargement, 
and subsequently to the development of hydrocephalus 
proximal to the obstruction site (1).

The aqueduct of Sylvius is a narrow canal inside the mes-
encephalon that connects the third and the fourth lateral 
ventricle, thus, according to the classic hypothesis, its pass-
ability is of key importance for normal CSF physiology (2,3). 
An aqueduct of Sylvius stenosis sometimes leads to the 
compensatory changes of the CSF system that are known 
as “arrested hydrocephalus” (4). The compensatory mecha-
nisms of this state are still unclear. We present a patient with 
long lasting near-obstruction stenosis without detectable 
CSF movement through the aqueduct of Sylvius, which has 
some similarities with the “arrested hydrocephalus” condi-
tion. Despite the functional blockade of CSF movement, 
no significant ventricular enlargement was observed dur-
ing the follow up period of 5 years. Such findings are con-
tradictory to the classic hypothesis of CSF hydrodynamics 
and classic circulatory hypothesis of hydrocephalus devel-
opment. However, the new hypothesis of CSF physiology 
proposed by our team (Bulat, Orešković and Klarica hypoth-
esis) (5-7) states that stenosis/blockade of aqueduct of Syl-
vius could favor but does not necessarily lead to the de-
velopment of hydrocephalus (6,8). In this case report, we 
discuss pathophysiological mechanisms of hydrocephalus 
development from the perspective of both classic and new 
microcirculatory hypothesis of CSF physiology (5-7).

The patient

The patient presented in this case is a 40-year old woman 
with 25-year-long history of epilepsy, which is well con-
trolled by 1 mg of clonazepam (the last seizure occurred 
before 15 years). She does not have a history of any oth-

er clinical symptoms (headache, nausea, vomiting, ataxia, 
dementia, etc). Structural brain magnetic resonance im-
aging (MRI) performed as a routine diagnostic procedure 
for epilepsy revealed a large pineal cyst that compressed 
the quadrigeminal plate. Control follow up MRI exams 
were performed four and five years after the first exam. 
The patient’s informed consent was obtained before every 
MR exam. All MR exams were performed at the Policlinic 
Neuron at the Croatian Institute for Brain Research in 2009-
2014 period.

All MRI exams were performed on a 3T MR scanner (Mag-
netom TrioTim, Siemens, Erlangen, Germany) using 12-
channels head-coil. At the first MRI exam standard MR 
sequences for epileptic patients were used and the aq-
ueduct of Sylvius was analyzed on sagittal T1 sequence 
(TE/TR = 440/2.5 ms; matrix = 256 × 256; FOV = 22 × 22 cm; 
voxel size = 1 × 1 × 4 mm). At the second MRI exam, stan-
dard protocol was supplemented with a high-resolution 
magnetization-prepared rapid acquisition with gradi-
ent echo (MPRAGE) sequence (TE/TR = 1900/2.5 ms; ma-
trix = 256 × 256; FOV = 25 × 25 cm; voxel size 1 × 1 × 1 mm). 
At the third MRI exam we also applied a high-resolution T2 
CISS sequence (TR/TE = 5.3/2.4 ms; matrix 266 × 256; FOV 
16 × 16 cm; voxel size 0.6 × 0.6 × 0.6 mm), which showed 
excellent contrast between the CSF and the brain pa-
renchyma, indicating its suitability for precise morpho-
logical analysis and estimation of passability through the 
aqueduct of Sylvius. Also, sagittal and axial cardiac-gat-
ed phase-contrast sequences (TR/TE = 24/7.2 ms; matrix 
256 × 256; FOV = 22 × 22 cm; voxel size 0.9 × 0.9 × 5 mm) 
were applied for qualitative assessment of CSF move-
ment through the aqueduct of Sylvius. Volumetric analysis 
at all MRI exams was performed on T2 coronal slices (TE/
TR = 6000/84 ms; matrix = 384 × 384; FOV = 21 × 18, 7 cm; 
voxel size = 0.5 × 0.5 × 4 mm) using Analyze 8.1 software 
(Mayo Clinic, Rochester, MN, USA).

A series of three MRI examinations showed a large pineal 
cyst (17 × 10 × 15 mm), which compressed the quadrigem-
inal plate and caused severe stenosis of the aqueduct of 
Sylvius (Figure 1 A-C). During the five-year follow up, MRI 
findings of the pineal cyst and aqueductal stenosis were 
unaltered. Axial MRI slices at the level of lateral ventricles 
showed a minimal enlargement of the ventricular sys-
tem (Figure 1 D-G). No MRI exam showed signs of tran-
sependymal CSF transudation, subependymal dissection, 
or spontaneous ventriculocisternostomy, which accord-
ing to classic hypothesis could be a compensatory pro-
tection against severe hydrocephalus development.
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Volumetric analysis showed a slight increase in the size of 
the lateral and the third ventricles. At the first MRI exam, 
summated volume of the lateral and the third ventricles 
was 42.57 cm3, at the second it increased to 47.15 cm3

, and 
at the third to 48.73 cm3. High-resolution T2 CISS sequence 
performed at the third MR exam showed a severe stenosis 
of the aqueduct of virtual, which was reduced to almost 
a residual diameter, smaller than the size of a single voxel 
(Figure 2). At the third MR exam, axial and sagittal cardiac-
gated phase-contrast sequences were applied for qualita-
tive evaluation of CSF dynamics through the aqueduct of 
Sylvius. These sequences are sensitive to CSF movement 
induced by systolic and diastolic cardiac cycles but in our 
patient no detectable CSF movement through the aque-
duct of Sylvius was observed (Supplementary video 1 and 
Supplementary video 2). On other standard sequences 
there were no artifacts caused by CSF movement, which 
are usually present in patients with preserved communica-
tion between the third and the fourth ventricle. Our struc-
tural MRI findings indicated a long lasting near-obstruction 
stenosis of the aqueduct of Sylvius, while functional car-
diac-gated phase-contrast sequences implied a complete 
blockade of CSF communication between the third and 
the fourth ventricle.

Discussion

Despite the presence of a large pineal gland cyst, a near-
obstruction stenosis of the aqueduct of Sylvius, and a com-
plete absence of CSF movement through the aqueduct 
between the third and the fourth ventricle in our patient, 
there were no signs of hypertensive triventricular hydro-
cephalus development, as it would be expected accord-
ing to the classical CSF hypothesis (2,3). We observed a 
minimal increase in the third and lateral ventricles volume, 
which could not be explained by CSF accumulation due to 
the blockade of CSF flow through the aqueduct of Sylvius. 
According to the classical hypothesis, CSF flow blockade at 
the aqueduct level would lead to more pronounced struc-
tural MRI changes and also to the development of clinical 
symptoms characteristic for triventricular hypertensive hy-
drocephalus.

A similar clinical picture has been described in patients with 
obstructive hydrocephalus following the treatment with 
Holter ventriculo-cardial shunt (9,10). Namely, 27% of 127 
treated children showed so good recovery that the ven-
triculo-cardial shunt was removed. Some of the patients 
did not show any symptoms for 1-12 years after shunt re-

Figure 1. Sagittal T1 slices at the first (A), second (B), and third (C) magnetic resonance imaging (MRI) exam showed a large pineal 
cyst with compression of quadrigeminal plate and near-obstruction stenosis of the aqueduct of Sylvius. Axial T2 slices at the level of 
lateral ventricles at the first (D), second (F), and third (G) MRI exam showed a minimal enlargement of ventricular system between 
the first and second MRI exam.

http://www.cmj.hr/default.aspx?id=12384&issue=yes
http://www.cmj.hr/default.aspx?id=12384&issue=yes
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moval. After the removal, a CSF system obstruction was still 
present and CSF “secreted” inside the ventricles could not 
reach the presumed site of absorption outside of the ven-
tricular system. This condition is known as “arrested hydro-
cephalus” and it has some similarities with our case.

Similar results were also obtained on experimental animals 
after a complete artificial obstruction of the aqueduct of 
Sylvius, which did not induce an enlargement of ventricular 
system or increase in ventricular CSF pressure (8). In addi-
tion, animals with a complete obstruction of the aqueduct 
of Sylvius did not show any sign of transmantle pressure 
gradient, which is a prerequisite for an acute hydroceph-
alus development (9,10). This transmantle pressure gradi-
ent in our experiments was induced only after an artificial 
CSF infusion by pump (imitation of CSF “secretion”) into the 
ventricular system proximal to the site of the obstruction 
(8). It should be emphasized that the effects of aqueductal 
obstruction in experimental animals were monitored only 
during 2-3 hours, while in the previously described study 
on children (11,12) and in our patient the follow up lasted 
for years (Figure 1). Thus, both this case report and our pre-

vious experiments on animals show that an obstruction of 
the aqueduct of Sylvius or severe near-obstruction steno-
sis (13) do not inevitably lead to a significant enlargement 
of the ventricular system.

Although these clinical observations cannot be explained 
by the classic CSF hypothesis, they can be explained by 
our new hypothesis of CSF physiology, which offers a dif-
ferent perspective on the mechanisms responsible for the 
hydrocephalus development (5-7). According to this hy-
pothesis, CSF is not actively produced predominantly by 
the choroid plexuses and does not flow unidirectionally 
(14,15) to the cortical subarachnoid space, to be passive-
ly absorbed through the arachnoidal villi. This means that 
CSF can be permanently produced and absorbed inside 
the brain ventricles (16), as well as inside the entire CSF sys-
tem, as a consequence of water filtration and reabsorption 
through the capillary walls into the interstitial fluid of the 
surrounding central nervous system (CNS) tissue. This hy-
pothesis (6,7) is strongly supported by a recent molecular 
study of Igarashi et al (17), who analyzed water influx into 
the CSF in aquaporin-1 (AQP-1) and aquaporin-4 (AQP-4) 
knockout and wild-type mice using a newly developed 
water molecular MRI technique. They concluded that the 
water influx into CSF was regulated by AQP-4, known to 
be responsible for water homeostasis of the pericapillary 
space, and not by AQP-1 found in the choroid plexuses. 
Therefore, if filtration and reabsorption of CSF inside iso-
lated ventricles occur through the capillary walls into the 
interstitial fluid of the surrounding brain tissue, the aque-
duct of Sylvius obstruction cannot be the only cause of 
hydrocephalus development. However, if there are other 
pathological processes that impair filtration and reabsorp-
tion of fluids on the capillary level (eg, bleeding, infection, 
tumor, toxic substances, etc), accumulation of interstitial 
fluid and CSF could take place, leading to hydrocephalus 
development (4). This situation is similar to the previously 
mentioned experimental condition that was created by 
an infusion of artificial CSF proximal to the obstruction 
site, in which a rapid increase in ventricular CSF pressure 
and transmantle pressure gradient were induced (8). Also 
this hypothesis can explain the recently reported case of 
severe acute hydrocephalus development after entero-
viral meningitis in a two and half-year-old child with the 
third ventricle arachnoid cyst (18).

In conclusion, our previous experimental data (8) and 
the presented case report indicate that an occlusion or 
blockade of the aqueduct of Sylvius cannot be the sin-
gle cause of acute hydrocephalus but should rather 

Figure 2. (A) Sagittal T1 slice with three dotted lines repre-
senting the planes used for magnetic resonance imaging (MRI) 
analysis of the aqueduct of Sylvius. (B) Constructive interfer-
ence of steady state (CISS) T2 sequence reformatted to the 
plane of the most cranial dotted line showed compression of 
quadrigeminal plate with pronounced stenosis of aqueduct 
of Sylvius. (C) CISS T2 sequence reformatted to the plane of 
the middle dotted line showed near-obstruction stenosis of 
the aqueduct of Sylvius. (D) CISS T2 sequence reformatted to 
the plane of the most caudal dotted line showed a preserved 
lumen of the aqueduct of Sylvius in the caudal part of canal.
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be considered as a one of the preferential factors for the 
hydrocephalus development.

Funding This work was supported by the Ministry of Science, Education and 
Sport of the Republic of Croatia (Projects: 1. Hydrodynamics of cerebrospi-
nal fluid. No. 098-1080231-2328; and 2. Pathophysiology of cerebrospinal 
fluid and intracranial pressure. No. 108-1080231-0023).

Ethical approval Patient’s informed consent was obtained before every MR 
exam.

Declaration of authorship MR performed MRI exams and analysis of MR 
images. Also he participated in writing of the manuscript and preparation 
of the figures. DO and MK participated in writing of the manuscript and of-
fered an explanation of the presented case according to their new hypoth-
esis of CSF physiology. MaR was the supervisor and adviser for MRI scanning 
protocols, and also participated in the analysis of MR images and writing of 
the manuscript. IJ performed volumetric analysis and participated in writ-
ing of the manuscript.

Competing interests MK is a Vice Dean of the University of Zagreb School 
of Medicine, one of the owners of the Croatian Medical Journal. To ensure 
that any possible conflict of interest relevant to the journal has been ad-
dressed, this article was reviewed according to best practice guidelines of 
international editorial organizations.All authors have completed the Unified 
Competing Interest form at www.icmje.org/coi_disclosure.pdf (available on 
request from the corresponding author) and declare: no support from any 
organization for the submitted work; no financial relationships with any or-
ganizations that might have an interest in the submitted work in the previ-
ous 3 years; no other relationships or activities that could appear to have 
influenced the submitted work.

References
1	C inalli G, Spennato P, Nastro A, Aliberti F, Trischitta V, Ruggiero 

C, et al. Hydrocephalus in aqueductal stenosis. Childs Nerv Syst. 

2011;27:1621-42. Medline:21928028 doi:10.1007/s00381-011-

1546-2

2	 Davson H, Welch K, Segal MB. Physiology and Pathophysiology of 

the Cerebrospinal Fluid. Edinburgh: Churchill-Livingstone; 1987.

3	 Figureoa RE. Clasical concepts of hydrocephalus. In: Naidich TP, 

Mauricio C, Soonmee C, Smirniotopoulos JG. Imaging of the brain. 

Philadelphia: Elsevier- Saunders; 2013. p. 975e1-975e26.

4	 Oi S, Shimoda M, Shibata M, Honda Y, Togo K, Shinoda M, et 

al. Pathophysiology of long-standing overt ventriculomegaly 

in adults. J Neurosurg. 2000;92:933-40. Medline:10839252 

doi:10.3171/jns.2000.92.6.0933

5	 Bulat M, Klarica M. Recent insights into a new hydrodynamics 

of the cerebrospinal fluid. Brain Res Rev. 2011;65:99-112. 

Medline:20817024 doi:10.1016/j.brainresrev.2010.08.002

6	 Oresković D, Klarica M. Development of hydrocephalus and 

classical hypothesis of cerebrospinal fluid hydrodynamics: Facts 

and illusions. Prog Neurobiol. 2011;94:238-58. Medline:21641963 

doi:10.1016/j.pneurobio.2011.05.005

7	 Oresković D, Klarica M. The formation of cerebrospinal fluid: 

Nearly a hundred years of interpretations and misinterpretations. 

Brain Res Rev. 2010;64:241-62. Medline:20435061 doi:10.1016/j.

brainresrev.2010.04.006

8	 Klarica M, Oresković D, Bozić B, Vukić M, Butković V, Bulat M. 

New Experimental Model of Acute Aqueductal Blockage in Cats: 

Effects on Cerebrospinal Fluid Pressure and the Size of Brain 

Ventricles. Neuroscience. 2009;158:1397-405. Medline:19111908 

doi:10.1016/j.neuroscience.2008.11.041

9	G uidetti B, Giuffre R, Palma L, Fontana M. Hydrocephalus in infancy 

and childhood - our experience of CSF shunting. Childs Brain. 

1976;2:209-25. Medline:991664

10	H oltzer GJ, Lange SAD. Shunt-Independent Arrest of 

Hydrocephalus. J Neurosurg. 1973;39:698-701. Medline:4543339 

doi:10.3171/jns.1973.39.6.0698

11	C onner ES, Foley L, Black PM. Experimental normal-pressure 

hydrocephalus is accompanied by increased transmantle pressure. 

J Neurosurg. 1984;61:322-7. Medline:6737056 doi:10.3171/

jns.1984.61.2.0322

12	P enn RD, Lee MC, Linninger AA, Miesel K, Ning Lu S, Stylos L. 

Pressure gradient in the brain in an experimental model of 

hydrocephalus. J Neurosurg. 2005;102:1069-75. Medline:16028766 

doi:10.3171/jns.2005.102.6.1069

13	 Miše B, Klarica M, Seiwerth S, Bulat M. Experimental 

hydrocephalus and hydromyelia: A new insight in mechanism 

of their development. Acta Neurochir (Wien). 1996;138:862-8. 

Medline:8869715 doi:10.1007/BF01411265

14	 Oresković D, Klarica M, Vukić M. The formation and circulation 

of cerebrospinal fluid inside the cat brain ventricles: a fact or 

an illusion? Neurosci Lett. 2002;327:103-6. Medline:12098646 

doi:10.1016/S0304-3940(02)00395-6

15	 Oresković D, Klarica M, Vukić M. Does the secretion and circulation 

of the cerebrospinal fluid really exist? Med Hypotheses. 

2001;56:622-4. Medline:11388778 doi:10.1054/mehy.2000.1178

16	 Oresković D, Whitton PS, Lupret V. Effect of Intracranial-Pressure 

on Cerebrospinal-Fluid Formation in Isolated Brain Ventricles. 

Neuroscience. 1991;41:773-7. Medline:1870711 doi:10.1016/0306-

4522(91)90367-W

17	 Igarashi H, Tsujita M, Kwee IL, Nakada T. Water influx into 

cerebrospinal fluid is primarily controlled by aquaporin-4, not 

by aquaporin-1: O-17 JJVCPE MRI study in knockout mice. 

Neuroreport. 2014;25:39-43. Medline:24231830

18	 Jeltema H-R, Kuilen JMA, Hoving EW. Acute hydrocephalus in 

a child with a third ventricle arachnoid cyst and coincidental 

enteroviral meningitis. Childs Nerv Syst. 2014;30:1129-33. 

Medline:24169867 doi:10.1007/s00381-013-2299-x

www.icmje.org/coi_disclosure.pdf
http://www.ncbi.nlm.nih.gov/entrez/query.fcgi?cmd=Retrieve&db=PubMed&list_uids=21928028&dopt=Abstract
http://dx.doi.org/10.1007/s00381-011-1546-2
http://dx.doi.org/10.1007/s00381-011-1546-2
http://www.ncbi.nlm.nih.gov/entrez/query.fcgi?cmd=Retrieve&db=PubMed&list_uids=10839252&dopt=Abstract
http://dx.doi.org/10.3171/jns.2000.92.6.0933
http://www.ncbi.nlm.nih.gov/entrez/query.fcgi?cmd=Retrieve&db=PubMed&list_uids=20817024&dopt=Abstract
http://www.ncbi.nlm.nih.gov/entrez/query.fcgi?cmd=Retrieve&db=PubMed&list_uids=20817024&dopt=Abstract
http://dx.doi.org/10.1016/j.brainresrev.2010.08.002
http://www.ncbi.nlm.nih.gov/entrez/query.fcgi?cmd=Retrieve&db=PubMed&list_uids=21641963&dopt=Abstract
http://dx.doi.org/10.1016/j.pneurobio.2011.05.005
http://www.ncbi.nlm.nih.gov/entrez/query.fcgi?cmd=Retrieve&db=PubMed&list_uids=20435061&dopt=Abstract
http://dx.doi.org/10.1016/j.brainresrev.2010.04.006
http://dx.doi.org/10.1016/j.brainresrev.2010.04.006
http://www.ncbi.nlm.nih.gov/entrez/query.fcgi?cmd=Retrieve&db=PubMed&list_uids=19111908&dopt=Abstract
http://dx.doi.org/10.1016/j.neuroscience.2008.11.041
http://www.ncbi.nlm.nih.gov/entrez/query.fcgi?cmd=Retrieve&db=PubMed&list_uids=991664&dopt=Abstract
http://www.ncbi.nlm.nih.gov/entrez/query.fcgi?cmd=Retrieve&db=PubMed&list_uids=4543339&dopt=Abstract
http://dx.doi.org/10.3171/jns.1973.39.6.0698
http://www.ncbi.nlm.nih.gov/entrez/query.fcgi?cmd=Retrieve&db=PubMed&list_uids=6737056&dopt=Abstract
http://dx.doi.org/10.3171/jns.1984.61.2.0322
http://dx.doi.org/10.3171/jns.1984.61.2.0322
http://www.ncbi.nlm.nih.gov/entrez/query.fcgi?cmd=Retrieve&db=PubMed&list_uids=16028766&dopt=Abstract
http://dx.doi.org/10.3171/jns.2005.102.6.1069
http://www.ncbi.nlm.nih.gov/entrez/query.fcgi?cmd=Retrieve&db=PubMed&list_uids=8869715&dopt=Abstract
http://www.ncbi.nlm.nih.gov/entrez/query.fcgi?cmd=Retrieve&db=PubMed&list_uids=8869715&dopt=Abstract
http://dx.doi.org/10.1007/BF01411265
http://www.ncbi.nlm.nih.gov/entrez/query.fcgi?cmd=Retrieve&db=PubMed&list_uids=12098646&dopt=Abstract
http://dx.doi.org/10.1016/S0304-3940(02)00395-6
http://www.ncbi.nlm.nih.gov/entrez/query.fcgi?cmd=Retrieve&db=PubMed&list_uids=11388778&dopt=Abstract
http://dx.doi.org/10.1054/mehy.2000.1178
http://www.ncbi.nlm.nih.gov/entrez/query.fcgi?cmd=Retrieve&db=PubMed&list_uids=1870711&dopt=Abstract
http://dx.doi.org/10.1016/0306-4522(91)90367-W
http://dx.doi.org/10.1016/0306-4522(91)90367-W
http://www.ncbi.nlm.nih.gov/entrez/query.fcgi?cmd=Retrieve&db=PubMed&list_uids=24231830&dopt=Abstract
http://www.ncbi.nlm.nih.gov/entrez/query.fcgi?cmd=Retrieve&db=PubMed&list_uids=24169867&dopt=Abstract
http://www.ncbi.nlm.nih.gov/entrez/query.fcgi?cmd=Retrieve&db=PubMed&list_uids=24169867&dopt=Abstract
http://dx.doi.org/10.1007/s00381-013-2299-x

