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Letter to the Editor / Editore Mektup

[ElEALE

Temporal Horns: Balance Coils of Ventricular System in Acute

Obstructive Hydrocephalus?

Temporal Hornlar: Akut Tikayict Hidrosefalide Ventrikiiler Sistemin Balans Bobinleri?
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Dear Editor,

Acute hydrocephalus associated with aqueduct obstruction is
a major complication in cerebellar stroke syndromes that should
be kept in mind among physicians because early and appropriate
interventions can be lifesaving. An important point may be that,
in some patient subgroups, despite the significant elevation of
intracranial pressure, only a minor ventriculomegaly occurs in the
acute period. Hence, some clinical remarks have been suggested in
the early identification of acute obstructive hydrocephalus (1). For
instance, enlargement of the lateral ventricles (especially, temporal
horns), have been emphasized to be crucial in the diagnosis (1).
Our first case was an 84-year-old male who was admitted with
right-sided weakness (MRC: 4+/5) and sensory deficit that started
one day prior to admission. Cranial computed tomography (CT)
showed unremarkable findings. Cranial magnetic resonance
imaging revealed punctate diffusion restricted regions in the right
hemisphere frontal and parietal lobes (Figure 1A). Treatments
of subcutaneous low-molecular-weight heparin and aspirin 300
mg were > administered. However, on the 2" day of follow-up,
severe vertigo and vomiting started, and a rapid deterioration in
his consciousness occurred. Cranial CT showed a large cerebellar
hemorrhage that had developed in the interval period and acute
hydrocephalus had occurred prominently in the bilateral temporal
horns due to compression of the 4™ ventricle (Figure 1B). Hence, a
ventricular catheter was inserted from the right fontal horn, which
provided moderate improvement in the hydrocephalus (Figure 1C)
as well as mild recovery in neurologic status [Glasgow Coma Scale
(GCS) improved from 3 to 7 postoperatively}.

The second case was a 71-year-old male who presented
with ataxia and severe vomiting. A neurologic examination
revealed severe truncal ataxia and left-sided dysmetria and
dysdiadochokinesia. Cranial CT showed a mild left cerebellar
hypodensity (Figure 2A). With the diagnosis of cerebellar
ischemic stroke in the posterior inferior cerebellar artery territory,
antiaggregant treatment was started. However, on the second
day of follow-up, the neurologic findings deteriorated within a
few hours up to GCS of 7 (eye: 1, verbal: 1, motor: 5). Repeat
cranial CT showed a progression of the left cerebellar infarct
with swelling and acute hydrocephalus (prominently in the
temporal horns) due to the fourth ventricle obstruction (Figure
2B). The patient was transferred to the neurosurgery department
for a shunt procedure. Occipital decompressive craniectomy
and external ventricular drainage insertion were administered.
Unfortunately, due to the brainstem compression and injury
developing due to cerebellar edema in the subsequent period,
no significant clinical improvement was achieved following the
drainage procedure, the temporal horn enlargement was markedly
recovered, however (Figure 3). The patient was evaluated as being
in a chronic vegetative state in the follow-up at the third month
in the intensive care unit. Subsequent edema following cerebellar
strokes can resemble mass lesions in the posterior fossa, resulting
in brain stem compression and obstructive hydrocephalus, which
constitute the main complications of cerebellar stroke syndromes.
In about 10-20% of patients with cerebellar infarct (2,3), these
complications are reported to occur, in which prompt surgical
intervention may be the only treatment method. In light of these
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Figure 1. A) Cranial diffusion-weighted imaging sequences of patient

2 showing punctate diffusion restriction sites in the right hemisphere
frontal and occipital lobes and normal ventricular system. B) Cranial
computed tomography performed after clinical deterioration, showing
acute hydrocephalus, asymmetrically prominent in bilateral temporal
horns (arrows). C) Cranial computed tomography showing improvement
of temporal horn enlargements following drainage procedure (arrows).

data, it can be understood that awareness of these complications
as well as identifying signs of hydrocephalus in brain scans
constitute critical points for physicians (1). Acute hydrocephalus
can be diagnosed from the appearance of enlargement of the lateral
ventricles, ballooning of the third ventricle, and increased diameter
of the temporal horns (3). In our patients, CT showed prominent
enlargement of the temporal horns, and post-shunt CT's showed a
decrease in temporal horn diameters. The importance of temporal
horn enlargement in the diagnosis of acute hydrocephalus has
been emphasized several times in the literature (3). Nonetheless,
to our knowledge, the mechanisms underlying these asymmetrical
alterations of the ventricular system in the temporal horns in the
acute period may be an interesting topic of discussion. In a report
by Chen et al. (2), three patients with temporal horn entrapment
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Figure 2. A) Cranial computed tomography of patient 1, showing
brain parenchyma and ventricular system. B) Second Cranial computed
tomography of patient 1, showing acute obstructive hydrocephalus, which
was prominent in bilateral temporal horns (arrows).

Figure 3. Cranial computed tomography of patient 1 after ventricular
catheter insertion, showing significant normalization of temporal horn
enlargements (arrows).

caused by primary malignant central nervous system tumors were
illustrated. The authors showed resolution of symptoms caused by
temporal horn dilatation following a simple technique of frontalto-
temporal horn shunts. They also confirmed decompression of the

temporal horns after this surgical procedure via serial imaging
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studies supporting the consideration of pressure increment
in the temporal horns at presentation. It is my belief that this
report (although the primary pathology of temporal entrapment
is distinct from obstructive hydrocephalus) might give crucial
perspectives regarding the mechanisms of CSF circulation in
pathologic as well as physiologic circumstances. Future study
results of larger case series might add essential perspectives
regarding the CSF dynamics under physiologic circumstances
as well as disturbed states. Hence, besides clinical approaches,
clarification of these discussions may also add substantial data to
help understand the mechanism of various diseases (in addition
to acute obstructive hydrocephalus) leading to CSF circulation
disturbances.
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