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Two cases of Dandy-Walker Syndrome

Chul Koo Cho, M.D., Kee Hyun Chang, M.D.

Department of Radiology, College of Medicine, Seoul National University

Two cases of Dandy-Walker syndrome are reported with emphasis on CT findings. The Dandy-Walker

syndrome is known to be a developmental anomaly, which is a congenital cystic dilatation of the fourth

ventricle due to atresia of foramen Magendie and possibly also foramen Luschka, associated with some

form of vermian dysgenesis.

The CT findings of one case reveal huge cystic mass in midline of the posterior cranial fossa with

small compressed cerebellar hemisphere in the lateral portion, associated with hydrocephalus. The

other shows semilunar-shaped cystic mass in posterior cranial fossa with anteriorly displaced cerebellum,

which communicates with apparent fourth ventricle through the vallecula. Both cases show no inferior
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Fig. 1.

(Case I) CT scan shows huge triangular-shaped cystic mass occupying almost the entire posterior

cranial fossa with small compressed cerebellar hemisphere in the lateral portion, indicating huge

cystic dilatation of the fourth ventricle.
third ventricle are markedly dialted.

Cerebellar vermis is not visualized. Lateral and the
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Fig. 2.
and elevation of transverse sinus.
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(Case II) Skull A-P and lateral views show large head in comparison with face, suture separation
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Fig. 3.

(Case II) Computed tomography shows large crescent shaped posterior fossa cyst, communicating

with the apparent fourth ventricle through vallecula and also shows marked dilatation of the

lateral and the third ventricle.

Cerebellar hemisphere is compressed and atrophic. Cerebellar

vermis is not visualized. B. Sagittal reconstruction also shows posterior fossa cyst communicating
with the apparent fourth ventricle. This case is thought of a Dandy-Walker variant.
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