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Craniopharyngioma is a histologically benign tumor, and the ideal first choice of treatment is total
removal via surgery. For complete resection of a tumor, craniotomy or transsphenoidal surgery or both are
required. On the other hand, because of advances in endoscopic techniques, cyst fenestration and the resection
of some tumors is possible with neuroendoscopic surgery. By combining the conveniences of all available
techniques, we used a 2-stage method of surgical management, in which endoscopic cyst fenestration is
followed by craniotomy for tumor resection, to treat 2 patients with cystic craniopharyngioma and obtained
favorable results. This method has 3 advantages. First, urgent decompression of the optic nerve can be
performed. Second, craniotomy can be less complex because the tumor is better visualized after cyst
shrinkage. Third, time is available for the patient’s general condition to improve and for endocrine evaluation
before craniotomy. This method of surgical management can be an effective strategy for treating some
patients with cystic craniopharyngioma.

(Tokyo Jikeikai Medical Journal 2016;131:83-8)
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Fig. 1. Preoperative computed tomography scans showing a
cystic mass extending from the suprasellar region to
the third ventricle. (A, B) Preoperative coronal (C) and
sagittal (D) contrast-enhanced T1-weighted magnetic
resonance images showing a multicystic lesion extending
from the suprasellar region to the third ventricle and
left medial temporal lobe. The arrows show the two
largest cysts which was fenestrated by endoscopic
surgery. Coronal (E) and sagittal (F) contrast-enhanced
T1-weighted magnetic resonance images on day 6
after endoscopic surgery revealed that not only the
two fenestrated cysts but the cyst in the left temporal
lobe have all been reduced. The arrow heads show the
adhesion site between the hypothalamus and the tumor.
Coronal (G) and sagittal (H) contrast-enhanced T1-
weighted magnetic resonance images 17 months after
craniotomy revealed no residual tumor or recurrence.
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Fig. 2. Intraoperative photographs demonstrating the surgical
procedure of endoscopic cyst fenestration. A: A 4Fr
Fogerty’s balloon catheter (arrow head) inserted into the
cyst and the cyst wall was fenestrated. The arrow shows
the choroid plexus in the right lateral ventricle. B: Inside
the cavities, each cyst was surrounded by thin membranes
and the cysts were communicating with each other.
The arrow head shows a cholesterol crystals floating
around inside the cysts. C: The second cyst was tapped
and fenestrated by the balloon catheter (arrow head). D:
The aqueduct (arrow head) was patent and no abnormal
findings were observed on the ventricular wall.
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Fig. 3. Computed tomography scans on admission showing a
cystic lesion with calcification extending from the sella
turcica to the suprasellar region. (A, B) Preoperative
coronal (C) and sagittal (D) contrast-enhanced T1-
weighted magnetic resonance images revealed a
monolocular cystic tumor, and the foramen of Monro was
blocked. Coronal (E) and sagittal (F) contrast-enhanced
T1-weighted magnetic resonance images on day 3 after
endoscopic surgery revealed that since the cyst had been
reduced. The arrow head is showing the adhesion site of
the hypothalamus and tumor. Coronal (G) and sagittal
(H) contrast-enhanced T1-weighted magnetic resonance
images 5 months after craniotomy revealed no residual
tumor or recurrence.
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Fig. 4. Intraoperative photographs demonstrating the surgical
procedure of endoscopic cyst fenestration. A: The
fenestrated cyst wall and the floor of the third ventricle
were observed from the enlarged foramen of Monro. The
arrow is showing the floor of the third ventricle that was
elevated by the tumor. B: Calcification was observed
inside the cyst wall, and a number of biopsies were
performed from the same site. C: When the endoscope
moved forward into the third ventricle, the adhesion site
between the third ventricle wall and tumor was observed.
The arrow heads are showing the adhesion site between
the hypothalamus and the tumor. D: The aqueduct (arrow
head) was patent and no abnormal findings were observed
on the ventricular wall.
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