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ABSTRACT 
 
Aims: To report a case of colloid cyst of the third ventricle, the flow of diagnosis, and the 
management of the case. 
Case Description: We reported a case of a colloid cyst of the third ventricle in a 24-year-old man. 
The patient presented with major complaint of both the upper and lower left extremities. The patient 
often experienced headaches and felt weak in the upper and lower left limbs, which worsened until 
the patient could not walk and do activities. Head’s MRI with contrast obtained mass predominant 
cystic mixed with blood, encapsulated, bounded firmly located in suprasellar. The cystoperitoneal 
shunt was performed on the patient.  

Case Report 
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Discussion: A patient was reported with the diagnosis of colloid cyst of the third cerebral ventricle 
with non-communicant hydrocephalus, underwent cystoperitoneal shunt. After CP shunt, the 
patient’s condition improved, clinical symptoms of headache decreased, motor strength of the limb 
increased, and the patient could do some independent activites. 
Conclusions: One case of colloid cyst of the third cerebral ventricle was handled with the 
cystoperitoneal shunt. The patient had non-communicant hydrocephalus due to fluid obstruction. 
The patient’s condition improved after the cystoperitoneal shunt. The operation was done without 
further complications. 

 
 
Keywords: Colloid cyst of the third cerebral ventricle; non-communicant hydrocephalus; 

cystoperitoneal shunt. 
 

1. INTRODUCTION  
 
Colloid cysts are rare intracranial benign cysts 
that occur three individuals per million per year 
and are responsible for 0.5% - 1% of primary 
brain tumors and 15-20% intraventricular mass. 
More than 99% are found wedged in the foramen 
of Monro. The cyst is usually attached to the 
anterosuperior portion of the third ventricle roof. 
Colloid cysts are rarely found elsewhere, such as 
the lateral ventricle, cerebellar parenchyma, and 
pituitary gland [1]. Colloid cysts are commonly 
found in adults, usually in the fifth to sixth decade 
of life. Even relatively small intraventricular 
colloid cysts can produce sudden acute 
hydrocephalus. Sometimes, brain herniation with 

rapid clinical deterioration and even death occurs 
[2]. 
 

2. PRESENTATION OF CASE 
 
We presented a male aged 24 years who 
came with a major complaint of weakness both 
upper and lower left extremities. One week 
before being admitted to the hospital, the patient 
often experienced headaches and felt weakness 
in the upper and lower left limbs, which worsened 
until the patient could not walk and do activities. 
Based on the physical examination results, the 
patient was compos mentis with GCS E4V5M6, 
anisocoria pupil, light reflex (+/+), and 
lateralization to the right.

   

 
 

Fig. 1. The Result of Head MRI with Contrast 
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Fig. 2. Durante Operation during the Cystoperitoneal Shunt Surgery 
 
Head MRI with contrast showed above obtained 
masses predominant cystic mixed with blood, 
encapsulated, bounded firmly situated in 
suprasellar. The mass measured 58.5 mm x 49.8 
mm x 51.8 mm. There was perifocal edema. 
Lateralization to the right as far as 16.5 mm and 
without calcification was obtained. The results of 
the MRI head without contrast led to the 
diagnosis of metastasis  pituitary and 
craniopharyngioma. 
 
From the results of pathological anatomy 
examination obtained colloid substances, 
mononuclear cells between degenerative tissue 
and not obtained malignancy. Based on the 
pathological anatomy examination results, the 
patient's final diagnosis was a colloid cyst of the 
third cerebral ventricle. 
 
The patient showed improvement after 
cystoperitoneal surgery. Clinical symptoms of 
headache decreased, motor strength of the limb 
increased, and the patient could do an 
independent activity. The operation was done 
without further complications. 
 
3. DISCUSSION 
 
Colloid cysts are extremely rare, accounting for 
0.5% –2% of all intracranial tumors and 15–20% 
of intra-ventricular neoplasms [2]. In a previous 
case report, the probability of colloid cysts 
occurring within two or more family members 
was calculated as 1×1010 or 1 in 10,000,000,000 
[3]. This calculation implies a genetic component 
involved in colloid cysts rather than a statistical 
chance of co-occurrence in first-degree 
relatives. The genetic mechanism involved in the 
development of familial colloid cysts and the 
mode-of-inheritance remains unknown. The 

literature surrounding this topic currently exists 
only in case reports and is purely speculative 
[4]. Several intracranial anomalies have been 
described in association with colloid cysts, 
including xanthogranuloma [5,6], astrocytoma [7], 
and arteriovenous malformation, any of which 
could provide further insight into the 
pathophysiology of colloid cyst development. Our 
case presented an intracranial association 
between a colloid cyst and non-
communicant hydrocephalus. 
 
Surgical consideration for incidentally diagnosed 
with colloid cysts of the third ventricle varies 
widely among institutions, with operative 
intervention rates ranging between 0% and 
57.1% [8-10]. This disparity in management may 
be explained in part by variation in clinician's 
judgment and experience, differences in 
institutional protocols, the timing of evaluation 
and, in general, a paucity of robust literature on 
the natural history of these lesions. Symptomatic 
or large colloid cysts may present with headache 
and can be associated with nausea and vomiting, 
blurred vision, gait ataxia, and altered cognition 
[11-13]. Because of its location, an enlarging cyst 
may cause obstructive hydrocephalus, resulting 
in acute rapid neurological deterioration and 
sudden death.  
 
The study by O’Neill AH et al. also demonstrated 
that at least 30% of the patients with incidental 
colloid cysts had some degree of hydrocephalus 
at the time of diagnosis, indicating a degree of 
cerebrospinal fluid (CSF) flow obstruction during 
the patient's lifetime [14]. However, the literature 
has suggested that it is likely that most will stop 
growing and reach a steady-state of CSF flow 
and reabsorption without causing significant 
symptoms [14-16]. Data on radiological 
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surveillance has revealed that at least 10% of 
cysts will progress over time, thus underscoring 
the importance of ongoing regular surveillance 
neuroimaging. Interestingly, some cysts do 
spontaneously regress in size, seen in 2.0% of 
patients in a pooled analysis [11,17,18]. The 
mechanism by which the regression occurred is 
unclear; however, it has been postulated to be 
the result of asymptomatic cyst rupture [16,19].  
 
The most-concerning presentation of a colloid 
cyst is an acute neurological deterioration, which 
has been reported in between 3% and 45% of 
patients, with an associated 5% -38% risk of 
death [11,12,20–23]. It is thought to be caused in 
most cases by rapid enlargement of the cyst 
leading to acute obstruction of the foramen of 
Monro, causing acute hydrocephalus and 
cerebral herniation [14,15,21]. However, 
alternative proposed mechanisms include 
disturbance of hypothalamic-mediated 
cardiovascular reflex control, venous infarction, 
spinal cord infarction, neurogenic pulmonary 
edema, and intra-cystic hemorrhage [24-28]. Our 
case presented acute neurological deterioration 
resulting from obstructive hydrocephalus. 
 
A systematic review by O’Neill AH et al. has 
documented one confirmed case of acute 
neurological deterioration resulting from 
obstructive hydrocephalus and a cyst-related 
mortality rate of 0.8% over four years [14]. 
Gerald Musa et al. reported that acute 
deterioration in the colloid cyst is rare but can be 
fatal. Associated symptoms such as severe 
headache and vomit. Seizures are commonly 
seen in patients in the first two decades. Given 
the risk of acute deterioration and mortality, 
headaches should be thoroughly investigated, 
and all patients diagnosed with a colloid cyst > 1 
cm should be offered surgical management 
regardless of symptom profile [29].  
 
Gerald Musa et al. showed the natural history of 
colloid cysts and their management. Gerald 
Musa et al. divided it into two broad categories: 
compensated and acute decompensation, which 
can be symptomatic or asymptomatic, usually 
presenting as chronic hydrocephalus. In the 
absence of surgery, these patients may progress 
into acute decompensation, remain 
asymptomatic or with chronic symptoms. Acute 
decompensation may result from an acute 
severe increase in ICP due to intracystic 
hemorrhage or acute obstruction of the foramen 
of Monro, and in the absence of immediate 
surgical intervention, brain herniation occurs. 

Acute decompensation may also occur without 
significant hydrocephalus due to compression of 
the hypothalamus. In the absence of immediate 
surgical intervention, autonomic dysfunction 
eventually leads to sudden cardiac failure [29]. 
 
Shunt is one of hydrocephalus management to 
secrete excess cerebrospinal fluid (CSF) by 
creating a channel between the brain's ventricles 
and a drainage cavity. The most common shunt 
is creating a channel into the peritoneum 
(cystoperitoneal shunt), shunt to the right atrium 
(cystoatrial shunt), and pleural cavity 
(cystopleural shunt). A cystoperitoneal shunt (CP 
shunt) with endoscopic ventriculostomy to the 
third ventricle is another alternative to treat 
obstructive hydrocephalus [29]. 
 
The success of the operation of VP shunt 
depends on the meticulous work of the clinicians, 
studies of the CSF, the appropriate selection of 
the type of the shunt, the use of prophylaxis 
antibiotic and treatment post surgery. The 
complications of shunt is infection that may 
increase the risk of cognitive impairment and 
also ventricular loculation can even cause death 
[29]. 

 
4. CONCLUSION 
 
Colloid cysts are rare intracranial lesions, the 
most common colloid cysts are in the anterior 
portion of the third ventricle. Hydrocephalus can 
occur in colloid cysts, although the degree of 
hydrocephalus does not always depend on the 
size of the cyst. Hydrocephalus can occur 
because of a blockage in the foramen of Monro. 
Cystoperitoneal shunt permanently in cystic 
colloidal management offers the choice of more 
conservative treatment and can be used for 
patients of advanced age who refuse surgery 
excision of the cyst. Based on our case, the 
patient’s condition improved after the 
cystoperitoneal shunt. 
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