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Introduction: Posterior Fossa arachnoid cysts (PFAC) are rare lesions in the childhood. 

Owing to the wide variety of cystic malformations within the posterior cranial fossa, 

PFAC have long attracted the attention of pediatric neurosurgeons because they can 

produce not only neurological symptons but also behaviro and learning deficts, in 

addition  to presenting major surgical challenges. Surgical treatment is warranted in 

symptomatic patients. Nowadays, neuroendoscopic techniques have established 

themselves as the treatment of choice of these lesions. 

Patients and Methods:  We present four cases of symptomatic PFAC which were 

treated using endoscopic neurosurgery. Endoscopic approaches were defined by the 

presence of hydrocephalus,  and discussed in each case. 

Results: Two cases of quadrigeminal plate cysts,  predominantly occupying the 

infratentorial compartment , one case of supracerebellar cyst and one case of 

cerebellopontine angle  were treated with good results. However, one case of 

quadrigeminal plate cyst developed a communicating hydrocephalus, requiring 

placement of cyst-ventricle peritoneal shunt, guided by the neuroendoscope. 

Discussion and Conclusion : A literature review was performed.  The clinical features, 

the advantages and disadvantages of several surgical treatments are discussed. 

Symptomatic PFAC should be treated. The relatively good results using endoscopic 

fenestration  buttresses our use as a first-line surgery. 

Keywords: Posterior fossa, Arachnoid cysts, Hydrocephalus, 

Neuroendoscopy, Children, VP shunt 

 

INTRODUCTION 

Cystic lesions of the posterior fossa correspond to 
congenital malformations, to infectious, hemorrhagic 
complications or after excision of tumors[1]. Among the 
congenital malformations, there is a wide variety of cystic 
lesions whose differential diagnoses include posterior fossa 
arachnoid cysts (PFAC)[2,3,4]. 

Arachnoid cysts represent congenital lesions that are 
characterized by separation or duplication of the arachnoid 
membrane, which cause expansive lesions with 
cerebrospinal fluid (CSF) inside, compressing the structures 
around them[1,3,4]. In the posterior fossa, compression of 
the cerebellum, brainstem, and fourth ventricle accounts for 
the signs and symptoms of intracranial hypertension, 
characterized in childhood by hydrocephalus and 

macrocrania. Neurological deficits such as ataxia, vertigo, 
tinnitus, hearing loss and swallowing disorders might also 
occur[3,4,5,6]. Cerebellar impairment is also connected to 
behavioral, psychiatric disorders and learning deficits 
presented by these children[7,8].  

Although the indication of surgical treatment for PFAC 
remains controversial in cases of incidental diagnosis, there 
is no discussion when it comes to symptomatic patients. 
Currently, endoscopic fenestration has established itself as a 
safe and efficient treatment method for the control of 
hydrocephalus and the mass effect caused by PFAC. 

The aim of this study is to discuss four cases of posterior 
fossa cysts separately located (two quadrigeminal plate 
cysts, one supracerebellar cyst, and one retrocerebellar 
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cyst), which were treated neuroendoscopically. Our findings 
will be compared with literature data. 

 

MATERIALS AND METHODS 

 

Patients and methods 

Between January 2021 and March 2022, we treated four 
patients with diagnosis of PFAC. All four patients arrived at 
the emergency room and were referred to the Pediatric 
Neurosurgery wing of the Neurosurgery course at the 
Federal University of São Paulo - Escola Paulista de Medicina 
(UNIFESP/EPM). After the initial clinical evaluation, the 
patients underwent cranial tomography. Once the diagnostic 
hypothesis of a cystic lesion of the posterior fossa was raised, 
the patients underwent magnetic resonance imaging of the 
brain to study the anatomy of the cyst and differential 
diagnosis of cystic lesions of the posterior fossa. Endoscopic 
fenestration of the cyst was the treatment of choice. 
According to the anatomy of the cyst and the association 
with hydrocephalus, the endoscopic access was made 
directly through the posterior fossa or through the frontal 
horn of the right lateral ventricle, via the ventricular system. 

The effectiveness of the treatment was confirmed by the 
patients' clinical improvement, and when possible, by a 
control MRI, showing reduction of the cyst dimensions, the 
presence of flow through the fenestrations of the cyst or the 
reduction of ventricular dimensions.  

Case 1 

A 15-year-old girl, complaining of progressive difficulty in 
swallowing, frequent choking and drooling. She progressed 
with moderately intense headache, hypoactivity and apathy, 
in addition to difficulty in supporting the torso. At six months 
of age, she underwent placement of a ventriculoperitoneal 
shunt (VPS) to treat hydrocephalus diagnosed after birth. 
Physical examination was characterized by global delay in 
neuropsychomotor development, without focal neurological 
deficits. MRI showed the presence of a giant quadrigeminal 
plate cyst, with compression of the brainstem and 
obliteration of the fourth ventricle (Fig.1). The patient 
underwent endoscopic fenestration of the cyst through a 
right frontal trepanation via the frontal horn of the right 
lateral ventricle. The lateral ventricles were chronically 
enlarged and the cyst insinuated itself between the thin 
columns of the fornix. The walls were distended, showing the 
accumulation of CSF inside. Seeing as the patient already had 
a VPS, we placed a catheter of approximately 15 cm in 
length, communicating the interior of the cyst with the 
ventricular cavity (Fig.2). A few days after the surgery, the 

patient showed significant neurological improvement, 
returning to active interaction with her family members, 
with a decrease in drooling and choking, and no difficulty 
swallowing solid and liquid foods.  

Case 2  

3-year-old boy with drowsiness and irritability for about 
a week. Upon neurological examination, the child showed a 
head circumference of 53 cm (macrocrania), was sleepy and 
unresponsive to stimuli, and had no focal neurological 
deficits. Fundoscopy revealed papilledema. Cranial CT-scan 
showed a hypertensive hydrocephalus, caused by a 
voluminous cyst of the quadrigeminal plate, which 
obliterated the aqueduct. The initial treatment was 
performing a neuroendoscopy for cyst fenestration and third 
ventriculocisternostomy, through a right frontal trepanation 
orifice. After fenestration and decompression of the cyst, it 
was possible to identify the mammillary bodies and the floor 
of the third ventricle, which was also fenestrated. About a 
week after the surgery, the patient returned presenting 
symptoms of irritability and drowsiness, accompanied by 
vomiting. A cranial CT-scan was performed, which showed a 
reduction in the dimensions of the cyst and ventricles. 
However, due to the persistence of signs and symptoms of 
intracranial hypertension, we placed a neuroendoscopically 
guided cysto-ventricular peritoneal shunt to ensure that the 
proximal catheter maintained communication between the 
cyst and the ventricular cavity (Fig.3). The proximal catheter 
was multiperforated, so that the cystic and ventricular 
cavities were simultaneously derived. 

Case 3  

A 3-year-old male patient complained of severe 
headache. Upon physical examination, we arrived at the 
diagnosis of macrocrania, in addition to evident bone bulging 
in the occipital region. The MRI showed a large cystic lesion 
located above the cerebellum, with compression of the 
cerebellum and determining occipital bone remodeling 
(Fig.4). We performed neuroendoscopic fenestration of the 
cyst and established its communication with the cisterna 
magna. Surgical access was made through a suboccipital, 
paramedian trepanation orifice, with the patient in the 
prone position (Fig. 5). The patient progressed well, with 
improvement of the headache and head circumference 
control. 

Case 4  

A 17-year-old female adolescent complaining of vertigo, 
sudden episodes of malaise and headache for about three 
months. Physical examination showed no neurological 
deficit. The MRI showed the presence of a large cyst 
occupying the left cerebellopontine angle, with compression 
of the left cerebellar hemisphere, shifting it and displacing  
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Fig 1-  Case 1 – T2-weighted MRI showing a huge quadrigeminal plate arachnoid cyst with compression of brain stem and obliteration of fourth ventricle. A. 
Sagittal view;  B. Coronal view; C. Axial view. 

   

   

 

Fig.2- Case 1 - A. Intraoperative imaging demonstrating the superior aspect of cyst 

bulging up into ventricular cavity ; B. and C. Cyst wall being opened with Fogarty 

catheter; D.  Floor of third ventricle; E. Third ventriculostomy; F. Placement of catheter 

communicating the cyst cavity and ventricular cavity; G. Control X-ray. 
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Fig. 3 – Case 2 - A.  CT- scan axial view demonstrating hydrocephalus and 

quadrigeminal plate arachnoid cyst; B. T1 weighted MRi  axial view; C. T2 

weighted sagittal view  showing deformation of third ventricle floor, 

characteristic of a hypertensive hydrocephalus; D. CT-scan Post-operative  

PFAC endoscopic fenestration and third ventriculostomy. E and F- CT-

scan after cyst-ventricle peritoneal shunt guided by neuroendoscopy. 

 

 

 

   

Fig .4 – Case 3 -  MRI T2-weighted  demonstrating a supracerebellar arachnoid cyst. A. Axial view; B. Sagital view; C. Coronal view 

 

A B C 

D E F 

G 

A B C 



 
 Endoscopic Fenestration of Posterior Fossa Arachnoid Cysts: four Surgical 

Cases and Literature Review 

 

 
License terms

 

 

Copyright  2022 by Dastoli et al., 2022 

DOI: 10.46900/apn.v4i3(September-December).161 

 

Archives of Pediatric Neurosurgery 4(3):e1612022,2022 

e1612022 

   

Fig. 6 – Case 4 – Cerebellopontine angle arachnoid cyst A. MRI T1-weighted axial view. B. and C.MRI T2-weighted  coronal and sagittal view  respectively. 

 

the fourth ventricle (Fig.6). We performed a 
neuroendoscopic treatment for cyst fenestration. The 
patient was placed in lateral decubitus position and access 
was performed through a suboccipital paramedian 
trepanation hole on the left. In the postoperative period, the 
patient sustained complete resolution of symptoms. 

RESULTS 

The age of these patients was concentrated in two 
extremes: two patients were 3 years old, one was 15 and 
another was 17 years. This small sample was equally 
distributed between the sexes. 

Although the patients sought the emergency 
department, none of them presented acute intracranial 
hypertension. In adolescents, symptoms of compression of 
the posterior fossa structures, such as swallowing deficit, 
ataxia, malaise and vertigo, were predominant. In the 3 year-
old patients, predominant symptoms were headache, 
hypoactivity and somnolence. However, both showed 
increased head circumference, which can be interpreted as 
a slowly evolving picture of intracranial hypertension.  

Adolescent patients did not develop acute 
hydrocephalus. One of them had been shunted at six months 
of age, sustaining ventriculomegaly, and the other had 

   

  

Fig. 5 – Case 3 – Intraoperative imaging. A and B.  

inferior aspect of cyst bulging up into the cavity; C. 

Fenestration of cyst wall; D. Fenestration into magna 

cistern; E. View of the inside of the cyst 
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general malaise and vertigo as predominant symptoms, 
without hydrocephalus.  

All patients underwent brain MRI for surgical planning. In 
cases 1 and 2, a quadrigeminal plate cyst was diagnosed; in 
case 3, a supracerebellar cyst and, in case 4, a 
cerebellopontine angle cyst. 

In Cases 1 and 2, which showed respectively 
ventriculomegaly and hydrocephalus, cyst fenestration was 
performed through a frontal trepanation orifice. In cases 3 
and 4, with no hydrocephalus, neuroendoscopic access was 
performed through a trepanation hole in the posterior fossa, 
fenestrating the cyst directly. 

Cases 1, 3 and 4 progressed well, with almost immediate 
improvement of symptoms. However, case 2, which 
presented a giant quadrigeminal plate cyst, with obstruction 
of the third ventricle and aqueduct, progressed with 
problems of CSF circulation, requiring a VPS for the 
treatment of hydrocephalus, then communicating. The 
placement of the proximal catheter was performed with 
neuroendoscopic view, so that the cystic cavity and the 
ventricular cavity remain in communication, avoiding an 
eventual closure of the cyst wall fenestration. This catheter 
was multi-perforated. 

In case 1, since the hydrocephalus had already been 
treated by placing a VPS, we decided to place a multi-
fenestrated stent through the cyst fenestration orifice, 
keeping the communication between the cystic cavity and 
the ventricular cavity patent.  

None of the patients showed signs of fistula in the 
postoperative period. 

DISCUSSION 

Arachnoid cysts account for 1,3 - 2,6% of space occuping 
intracranial lesions in the pediatric population[3,4,5,6]. The 
middle cranial fossa is the most frequent location, with 
about 47% of cases[5,6]. In the posterior fossa, we find 
10%[6], 22-27%[3,4], and up to 38% of pediatric series[11]. 
The posterior fossa is the second most common location: 1/3 
of the cysts occupy the cerebellopontine angle, 1/3 occupy 
the midline, and 20% correspond to cysts in the cerebellar 
hemisphere[3,4]. Even more rare are cysts that extend above 
the tentorial notch or into the superior cerebellar 
cistern[3,4]. Still, in the series by Holou et. al, a higher 
number of midline cysts were found - about 50% of cases in 
this location[12]. In a 1992 European cooperative study, 285 
childhood arachnoid cysts were reviewed : 15,5% occupied 
the cerebellomedullary cistern, 2,3%the cerebellopontine 
angle and 1,3% the clival and interpeduncular area [13]. 

In the literature, there is a paucity of large series of 
patients with PFAC. In 2007, Marin-Sanabria et al. described 
a series of 23 patients treated for 27 years at their 
institution. 54 patients with posterior fossa arachnoid cysts 
were pooled in a 1992 European cooperative study from 17 
institutions for 8 years. Although these cysts are 
predominantly diagnosed in the pediatric population, there 
is a lack of studies with long follow-up, or that have followed 
the evolution of patients diagnosed incidentally. For that 
reason, the development and natural history of PFAC remain 
unknown[9]. Holou et al. followed 309 patients with 
incidentally diagnosed arachnoid cysts and observed that 
PFAC is negatively associated with the onset of symptoms 
and with surgical treatment[12].  

In the series of 23 patients by Manrin-Sanabria et al, 
there was a predominance of females[9], while most studies 
show that arachnoid cysts are considerably more frequent in 
the male population[3,4,5,6,14]. In the study by Holou et al. 
no predilection for location or laterality was found between 
the sexes[12]. In our small series, there was equal 
distribution between the sexes. 

PFAC can cause symptoms at any age, but children are 
most affected in the first decade of life[3,4,5]. In the series 
by Galassi et al, published in 1985, among the 10 patients 
diagnosed with PFAC, 4 of them were children aged 17 and 
18 months, 2 and 7 years, and boys were more affected than 
girls. In this group, the predominant symptom was 
macrocrania and delayed neuropsychomotor development. 
An increase in head circumference was observed from birth 
to the first months of life[5].  

In the mixed series of patients with arachnoid cysts, 60 to 
90% of the patients are in the pediatric group and most of 
them had symptoms before six months of age[12,14]. In the 
1986 series of 16 pediatric patients by Hirsch et al, 5 of them 
had PFAC. The predominant symptoms were intracranial 
hypertension (3 cases), developmental delay (2 cases), 
macrocrania (2 cases) and ataxia (1 case)[15].  

Most cases of PFAC become symptomatic during 
childhood, with more than half of cases diagnosed within the 
first year of life. The average age in pediatric series in the 
literature is 38.5 months[3,4]. In the European cooperative 
study, there was a significant peak in the incidence of cases 
in the first two years of life. However, the average age for 
onset of symptoms was 6 years old[13]. 

In the 1981 study by di Roccco et al, 8 cases of PFAC were 
found, aged between 3 months and 8 years. 6 of these cases 
were under one year of age, and the other 2 were 16 months 
and 8 years old. Macrocrania was the sign present in all 
patients, and neuropsychomotor developmental delay was 
diagnosed in 5 patients aged from 8 months onwards. 
Hydrocephalus was a finding present in all cases[3].  
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The vast majority of PFAC cases in the pediatric 
population present macrocrania and signs and symptoms of 
increased intracranial pressure sometimes associated with 
obstructive hydrocephalus[5]. Although hydrocephalus 
characterizes cysts located in the midline, this complication 
is also found in patients whose lesions develop over the 
cerebellar hemispheres[3,4,5]. Later, nystagmus and 
cerebellar symptoms will be part of the clinical 
presentation[5,6]. Rarely PFACs determine a localized, 
unilateral or bilateral bone bulge in the occipital squama, 
which is more frequently found in patients with Dandy-
Walker malformation[3,4,5,6]. A significant portion of 
affected individuals exhibit varying degrees of 
neuropsychomotor developmental delay, and epilepsy is 
relatively rare[1,7,8]. In the study of Arai and Sato, 14 of 18 
pediatric patients with PFAC presented mental or 
psychomotor delay[1]. 

None of our cases were diagnosed during the antenatal 
period. In the study by Marin-Sanabria et al, the cysts of only 
3 of the 23 patients were recognized during routine 
gestational ultrasounds[9]. The differential diagnosis 
includes several cystic malformations of the posterior fossa 
such as Dandy-Walker malformation, Dandy-Walker variant, 
Blake's pouch cyst and mega cisterna magna[2,3,4,5,16]. The 
rarity of antenatal diagnosis supports the hypothesis that 
CSF collection within the cyst increases during the first years 
of life[9]. That is, arachnoid cysts are congenital 
malformations, in which the separation or duplication of the 
primitive arachnoid membrane during the embryonic period 
determines the accumulation of CSF in between these 
membranes, which will continue to occur after 
birth[[8,9,17].  

Thus, the expansion of PFACs early in childhood can exert 
a mass effect on adjacent structures and alter important 
functions[7,8]. The neurological symptoms produced by the 
compression of the cyst in older children are most 
commonly: headache, ataxia, vertigo, tinnitus and 
progressive hearing loss[5,17,18,19]. In recent years, 
learning deficits, behavioral changes and difficulties in social 
interactions have been described in patients with 
PFAC[1,7,8]. There are several case reports of patients with 
PFAC and psychiatric disorders: conversive disorders, 
affective disorders, obsessive-compulsive disorders, 
schizophrenia and autistic symptoms[7,8]. The cerebellum 
has traditionally been related to coordination and balance 
motor functions. Currently, the consensus has been that the 
cerebellum plays an important role in the performance of 
cognitive, emotional and language functions. Rechtmann et 
al. described PFAC's impact on the functioning of remote 
areas of the cerebral cortex of these patients in the eye 
tracking study. The authors also performed measurements 
of cerebral blood flow using arterial spin labeling MRI (ASL-
MRI) sequence. A significant decrease in cerebral blood flow 

was observed in the superior temporal regions of patients 
with PFAC. This study suggests that compression of the 
cerebellum by PFACs during the early stages of life may have 
an important functional impact on temporal lobe activity, 
which would explain the behavioral changes identified as 
“autistic-like” in these children[8]. 

The association of PFAC and other congenital 
abnormalities can occur in about 10 to 20% of cases[3,4]. 

While the treatment of asymptomatic PFAC patients 
remains controversial, the need for surgical treatment of 
symptomatic patients is beyond discussion[9,10]. The goal of 
the treatment is to eliminate the mass effect of the cyst on 
the adjacent structures, with the re-expansion of the 
cerebellum, to reestablish CSF flow and treat hydrocephalus, 
if present[3,4,9,10]. Surgical techniques for the treatment of 
PFAC include: craniotomy for fenestration and microsurgical 
excision of the cyst wall; cyst and hydrocephalus shunting, in 
association; the combination of microscopic cyst 
fenestration and placement of a shunt; stereotactic cysto-
ventricular shunting; and 
neuroendoscopy[3,4,9,10,11,15,16,17,18,19,20,21]. The 
choice of the most appropriate surgical technique depends 
on the dimensions of the cyst, its location and the presence 
or absence of hydrocephalus[20,21]. 

In the 1980s and 1990s, microsurgical fenestration of the 
lesion and excision of the cyst membrane through a 
craniotomy was considered the surgical method of choice, 
especially in cases without hydrocephalus. However, this 
treatment does not prevent the recurrence of cysts, or the 
sudden occurance of hydrocephalus in the postoperative 
period. This is evidenced by the frequency with which shunts 
are required in the postoperative period of microsurgeries 
with sufficient excision of the cystic membrane by 
craniotomy. Reconstitution of the cyst wall after incomplete 
excision, or deficiency of CSF circulation through the 
subarachnoid or ventricular space where the fenestration 
was performed may be the factors responsible for treatment 
failure[3,4,5,9,10,11,15,17,20]. 

In the 2007 study by Marin-Sanabria, among the 23 
patients diagnosed with PFAC, 14 were treated with cyst 
marsupialization, 5 with cyst marsupialization and 
placement of a cystoperitoneal shunt, and 3 with endoscopic 
cisternostomy. Cyst marsupialization was effective in 9 of the 
14 patients, the other 5 required an additional shunt. 
Marsupialization of the cyst with placement of a cysto-
peritoneal shunt was successful in only 1 of the 5 patients; in 
the other 4, a cysto-peritoneal shunt or a 
ventriculoperitoneal shunt was required. About 45% of the 
surgical procedures performed in this study corresponded to 
surgeries for dysfunction or removal of shunts[9]. 
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Placement of a cysto-peritoneal shunt was considered 
the method of choice for deeply located cysts. Although the 
cysto-peritoneal shunt is the technique that presents the 
highest rate of cyst reduction, the use of shunts is 
accompanied by the highest rates of additional surgeries for 
dysfunctions, in addition to the shunt-dependence that is 
established over time[3,4,9,10,11,15,16,17,20,21].  

In the last two decades, different neuroendoscopic 
techniques have been established as the main method of 
PFAC treatment: endoscopic fenestration through a 
trepanation orifice, microsurgery guided by 
neuroendoscopy, or placement of a catheter guided by 
neuroendoscopy[10,19,20,21,22]. 

The challenge of the endoscopic treatment is promoting 
adequate fenestration of the cyst, and its communication 
with an anatomical corridor of CSF flow. The use of a rigid 
endoscope may limit its movement and impair the 
angulation necessary for fenestration of the cyst in the 
correct location. The suboccipital trepanation orifice should 
be carefully planned, providing for this angulation[10,20]. In 
addition, it is important to consider that the dura mater of 
the posterior fossa in infants and children may show 
persistence of the occipital sinus and its numerous 
anatomical variations[23]. The dimensions of the 
trepanation orifice might prove inadequate to control 
bleeding of these venous vestiges of the dura mater, so much 
so that some groups suggest prior angiographic study[23].  

Finding the most appropriate site for fenestration of 
large posterior fossa cysts can be difficult, since the 
subarachnoid space is compressed and obliterated by the 
cyst. Endoscopic exploration within the cyst can also be 
difficult for inexperienced hands, and the use of 
neuronavigation may be helpful[10,16,17,18,19,20,21]. 

Midline infratentorial cysts can be accessed through a 
paramedian subocciptal trepanation orifice, so that 
fenestration provides communication of the cyst with the 
cisterna magna. Lateral, cerebellar, or cerebellopontine 
angle cysts can be treated with a retromastoid trepanation 
orifice, so that the cyst communicates with the pre-pontine 
cistern. The most favorable site for fenestration of these 
cysts is the space between the trigeminal nerve and the 
acoustic-facial complex. Here, it is essential to study the 
dimensions of the pre-pontine cistern and its relationship 
with the cyst wall in the axial MRI 
sequences[10,16,17,18,19,20,21].  

Quadrigeminal plate cysts, which extend into the third 
ventricle, causing inferior displacement of the cerebellum, 
are usually associated with hydrocephalus and can be 
accessed through a frontal trepanation orifice. These cysts 
can be fenestrated via trans-trigonal (trans-lateral-
ventricular), communicating the cyst directly with the cavity 

of the lateral ventricle; or directly with the third ventricle, 
when the cyst wall extends to the interventricular foramen, 
or the foramen of Monro. In these cases, fenestration of the 
floor of the third ventricle is advised, because even with the 
decompression of the cyst, the aqueduct may remain 
obliterated, in addition to these anomalies of the 
subarachnoid space resulting in CSF flow 
disorders[10,16,17,18,19,20,21]. 

Endoscopic access for PFAC fenestration has lower 
complication rates and lower recurrence rates than 
microneurosurgery. Endoscopic communication of the cystic 
cavity with the subarachnoid or ventricular space has been 
shown to be effective in numerous case reports of PFAC, 
avoiding complications from prolonged use of shunts. The 
use of shunts should be reserved for complex cases in which 
the cerebrospinal fluid flow is not restored properly, leading 
to communicating hydrocephalus[10,16,17,18,19,20,21]. 

DISCLOSURES 

Ethical approval 

This study was performed in line with the principles of 
the Declaration of Helsinki. Approval was granted by the 
local Ethics Committee  

Consent to participate 

The patient gave consent to use his information and 
images for research proposes. 

Consent for publication 

The patient gave consent to use his information and 
images for publication. 

Conflict of interest 

The authors declare no conflicts of interest with respect 
to the content, authorship, and/or publication of this 
article. 

Funding 

This research received no specific grant from any funding 
agency in the public, commercial or not-for-profit sectors 

REFERENCES 

1. Arai H, Sato K. Posterior fossa cysts: clinical, 
neuroradiological and surgical features. Childs Nerv 
Syst. 1991 Jun;7(3):156-64. doi: 10.1007/BF00776713. 
PMID: 1878871 

2. Lerman-Sagie T, Prayer D, Stöcklein S, Malinger G. Fetal 
cerebellar disorders. Handb Clin Neurol. 2018;155:3-23. 



 
 Endoscopic Fenestration of Posterior Fossa Arachnoid Cysts: four Surgical 

Cases and Literature Review 

 

 
License terms

 

 

Copyright  2022 by Dastoli et al., 2022 

DOI: 10.46900/apn.v4i3(September-December).161 

 

Archives of Pediatric Neurosurgery 4(3):e1612022,2022 

e1612022 

doi: 10.1016/B978-0-444-64189-2.00001-9. PMID: 
29891067. 

3. Di Rocco, C., Caldarelli, M., Ceddia, A. (1993). Infratentorial 
Arachnoidal Cysts. In: Raimondi, A.J., Choux, M., Di 
Rocco, C. (eds) Intracranial Cyst Lesions. Principles of 
Pediatric Neurosurgery. Springer, New York, NY. 
https://doi.org/10.1007/978-1-4615-7281-7_9 

4. Di Rocco C, Caldarelli M, di Trapani G. Infratentorial 
arachnoid cysts in children. Childs Brain. 1981;8(2):119-
33. doi: 10.1159/000119973. PMID: 7249813. 

5. Galassi E, Tognetti F, Frank F, Fagioli L, Nasi MT, Gaist G. 
Infratentorial arachnoid cysts. J Neurosurg. 1985 
Aug;63(2):210-7. doi: 10.3171/jns.1985.63.2.0210. 
PMID: 4020444  

6. Cincu R, Agrawal A, Eiras J. Intracranial arachnoid cysts: 
current concepts and treatment alternatives. Clin 
Neurol Neurosurg. 2007 Dec;109(10):837-43. doi: 
10.1016/j.clineuro.2007.07.013. Epub 2007 Aug 30. 
PMID: 17764831. 

7. Cuny ML, Pallone M, Piana H, Boddaert N, Sainte-Rose C, 
Vaivre-Douret L, Piolino P, Puget S. Neuropsychological 
improvement after posterior fossa arachnoid cyst 
drainage. Childs Nerv Syst. 2017 Jan;33(1):135-141.  

8. Rechtman E, Puget S, Saitovitch A, Lemaitre H, Fillion L, 
Tacchella JM, Boisgontier J, Cuny ML, Boddaert N, 
Zilbovicius M. Posterior Fossa Arachnoid Cyst in a 
Pediatric Population is Associated with Social Perception 
and Rest Cerebral Blood Flow Abnormalities. 
Cerebellum. 2020 Feb;19(1):58-67. doi: 
10.1007/s12311-019-01082-w. PMID: 31732920.  

9. Marin-Sanabria EA, Yamamoto H, Nagashima T, Kohmura 
E. Evaluation of the management of arachnoid cyst of 
the posterior fossa in pediatric population: experience 
over 27 years. Childs Nerv Syst. 2007 May;23(5):535-42. 
doi: 10.1007/s00381-006-0284-3. Epub 2007 Feb 13. 
PMID: 17295043.  

10. Idris Z, Tan YC, Kandasamy R, Ghani RI, Abdullah JM. 
Transfrontal Transaqueductal, Transtrigonal, and 
Suboccipital Infratentorial Supracerebellar Endoscopic 
Fenestration of Posterior Fossa Arachnoid Cysts: Three 
Surgical Cases. J Neurol Surg A Cent Eur Neurosurg. 2017 
Mar;78(2):210-215. doi: 10.1055/s-0035-1571161. Epub 
2016 Mar 11. PMID: 26968147 

11. Fulkerson DH, Vogel TD, Baker AA, Patel NB, Ackerman 
LL, Smith JL, Boaz JC. Cyst-ventricle stent as primary or 
salvage treatment for posterior fossa arachnoid cysts. J 
Neurosurg Pediatr. 2011 May;7(5):549-56. doi: 
10.3171/2011.2.PEDS10457. PMID: 21529198.  

12. Al-Holou WN, Yew AY, Boomsaad ZE, Garton HJ, 
Muraszko KM, Maher CO. Prevalence and natural 
history of arachnoid cysts in children. J Neurosurg 
Pediatr. 2010 Jun;5(6):578-85. doi: 
10.3171/2010.2.PEDS09464. PMID: 20515330. 

13. Oberbauer RW, Haase J, Pucher R. Arachnoid cysts in 
children: a European co-operative study. Childs Nerv 

Syst. 1992 Aug;8(5):281-6. doi: 10.1007/BF00300797. 
PMID: 1394268 

14. Huang JH, Mei WZ, Chen Y, Chen JW, Lin ZX. Analysis on 
clinical characteristics of intracranial Arachnoid Cysts in 
488 pediatric cases. Int J Clin Exp Med. 2015 Oct 
15;8(10):18343-50. PMID: 26770437; PMCID: 
PMC4694337.  

15. Harsh GR 4th, Edwards MS, Wilson CB. Intracranial 
arachnoid cysts in children. J Neurosurg. 1986 
Jun;64(6):835-42. doi: 10.3171/jns.1986.64.6.0835. 
PMID: 3701434. 

16. Takeshige N, Eto T, Nakashima S, Sakata K, Uchikado H, 
Abe T, Morioka M. Rare case of a rapidly enlarging 
symptomatic arachnoid cyst of the posterior fossa in an 
infant: A case report and review of the literature. Surg 
Neurol Int. 2018 Mar 7;9:57. doi: 
10.4103/sni.sni_245_17. PMID: 29576908; PMCID: 
PMC5858048. 

17. Galarza M, López-Guerrero AL, Martínez-Lage JF. 
Posterior fossa arachnoid cysts and cerebellar tonsillar 
descent: short review. Neurosurg Rev. 2010 
Jul;33(3):305-14; discussion 314. doi: 10.1007/s10143-
010-0262-9. Epub 2010 May 18. PMID: 20480382 

18. Hanrahan J, Frantzias J, Lavrador JP, Bodi I, Zebian B. 
Posterior fossa arachnoid cyst causing torticollis and 
gastro-oesophageal reflux in an infant. Childs Nerv Syst. 
2018 Dec;34(12):2519-2523. doi: 10.1007/s00381-018-
3917-4. Epub 2018 Jul 30. PMID: 30062591; PMCID: 
PMC6224018  

19. Yue JK, Oh T, Han KJ, Chang D, Sun PP. A Case of Torticollis 
in an 8-Month-Old Infant Caused by Posterior Fossa 
Arachnoid Cyst: An Important Entity for Differential 
Diagnosis. Pediatr Rep. 2021 Apr 12;13(2):197-202. doi: 
10.3390/pediatric13020027. PMID: 33921315; PMCID: 
PMC8167635 

20. Gangemi M, Maiuri F, Colella G, Sardo L. Endoscopic 
surgery for large posterior fossa arachnoid cysts. Minim 
Invasive Neurosurg. 2001 Mar;44(1):21-4. doi: 
10.1055/s-2001-13588. PMID: 11409307.  

21. Tsuboi Y, Hamada H, Hayashi N, Kurimoto M, Hirashima 
Y, Endo S. Huge arachnoid cyst in the posterior fossa: 
controversial discussion for selection of the surgical 
approach. Childs Nerv Syst. 2005 Mar;21(3):259-61. doi: 
10.1007/s00381-004-1006-3. Epub 2004 Sep 2. PMID: 
15349742 

22. Hopf NJ, Perneczky A. Endoscopic neurosurgery and 
endoscope-assisted microneurosurgery for the 
treatment of intracranial cysts. Neurosurgery. 1998 
Dec;43(6):1330-6; discussion 1336-7. doi: 
10.1097/00006123-199812000-00037. PMID: 9848846 

23. Dora F, Zileli T. Common variations of the lateral and 
occipital sinuses at the confluens sinuum. 
Neuroradiology. 1980 Aug;20(1):23-7. doi: 
10.1007/BF00346857. PMID: 7422118.. 



 
 Endoscopic Fenestration of Posterior Fossa Arachnoid Cysts: four Surgical 

Cases and Literature Review 

 

 
License terms

 

 

Copyright  2022 by Dastoli et al., 2022 

DOI: 10.46900/apn.v4i3(September-December).161 

 

Archives of Pediatric Neurosurgery 4(3):e1612022,2022 

e1612022 

  

 

. 

 

 


