
Reflux of 1311-human serum albumin with a
dilated ventricle from the contralateral ventricle
was observed in a patient with an abnormal cis
ternogram.

Complete ventricular reflux is a well-known phe
nomenon in some cases of communicating hydro
cephalus (1 ) . Following suboccipital or lumbar intro

duction of an albumin-bound tracer (e.g., 1311-IHSA)

there may be a complete refiux of the tracer into
the lateral ventricles, whereas normally it is distrib
uted through the basal cisterns into the subarachnoid
spaces around the hemispheres. In such cases follow
ing intraventricular introduction, the tracer may not
be transported to the basal cisterns and to the hemi
spheres as in the normal subject, and there can be
ventricular stasis. It is generally accepted that refiux
and stasis are attributable to a blockade of the nor
mal pathways of the cerebrospinal fluid at the base

FIG. 1. Air-ventriculogramrevealsdilatedrightlateralyen
tricle.

or around the convexities of the cerebral hemispheres
due to the sequelae of a subarachnoid hemorrhage
or meningitis. In communicating hydrocephalus with
ventricular reflux, the cerebrospinal fluid presum
ably is transported through the stretched ependyma
of the ventricles and reabsorbed into the circulation
through the brain--blood barrier. Some observations
in man (2) and in animals (3â€”7)support this view.
The following case report needs further interpreta
tion.

CASE REPORT

Unilateral ventricular reflux in a 2-year-old girl
is described. The mother's pregnancy and delivery
were without complications. The child was born with
a left-sided spastic hemiparesis but did not develop
any further neurologic deficit. She was mentally re
tarded.

Radiologic examination revealed the presence of
a dilated right lateral ventricle seen in the air
ventriculogram (Fig. 1) . The most interesting find
ing, however, was a distribution of 1311-IHSA, ad
ministered by suboccipital injection, solely into the
right lateral ventricle (Fig. 2) . Similarly, injection of
the tracer in the left lateral ventricle showed pres
ence of the tracer in the right dilated lateral ventricle
within 20 mm (Fig. 3).

DISCUSSION

To our knowledge, a ventricular reflux as de
scribed here has not yet been reported and interpre
tation seems to be difficult. We can, however, offer
two explanations of this phenomenon:

1. Aside from a basal lesion which caused the
ventricular reflux, a second lesion may exist
in the left hemisphere that does not permit
passage of the tracer through the ependyma
of the ventricle. A left-sided hemisphere
lesion is, however, not compatible with the
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FIG.2. Scintigram2 hraftersuboccipitalinjectionof 10 tCi
@â€˜@l-lHSA.Complete reflux of tracer into right lateral ventricle

through basal cisterns is seen. In both instances tracers were com
pletely absorbed after 48 hr (posterior and left lateral view).

clinical finding of a left spastic hemiparesis
and with the assumed mechanisms of trans
ependymal distribution of the tracer previ
ously mentioned.

2. A lesion may exist in the right hemisphere
only. This lesion may alter the ependyma
and/or the subependymal tissue of the right
lateral ventricle in a way which causes easy
penetration of cerebrospinal fluid through
this ependyma and subsequent absorption.
Therefore, the normal or other abnormal
pathways of cerebrospinal fluid are not used
and are functionally inactive.

These explanations are of course tentative and
further observations of similar cases would be of
considerable interest.
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