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A 46-year-old male presented with unprecedented syncopal
episodes and was subsequently worked up for a neurologic
etiology. Computed tomography of the head was done which
revealed an incidental anterior third ventricular lesion. There was
no associated hemorrhage or mass effect. Magnetic resonance
imaging (MRI) was subsequently performed and the reporting
radiologist interpreted the imaging as suspicious for a chordoid
glioma or craniopharyngioma. An open subtotal resection was
completed via a frontal transcallosal trans-ventricular approach.
The final pathological diagnosis was a chordoid glioma. During
the follow-up period, the patient underwent permanent
cerebrospinal fluid diversion in the form of a
ventriculoperitoneal shunt. The patient also was seen in
consultation by a radiation oncologist and it was elected to defer
any radiotherapy and follow the residual lesion with frequent
imaging.

Chordoid glioma is a relatively recently defined clinico-
pathological entity with the first case series described in 1998 by
Brat1. Since then, over 40 cases have been reported in the
literature1-16. Patients have ranged in age from 7 - 70 years with
a median age of 45; there have been only two documented cases
in the pediatric population6. There is a female predilection
although in vitro studies have failed to demonstrate estrogen or
progesterone receptor reactivity17. Patients may present with
symptomatic obstructive hydrocephalus, endocrine disturbance,
or symptoms secondary to visual apparatus compression. This
tumor has been classified aWHO grade II neoplasm which belies
its histologically benign nature. Gross surgical excision is felt to
be curative but is difficult to achieve given the location and
adherent nature of this tumor11. There are no documented cases
of delayed malignant transformation and no long-term studies of
the natural history of this lesion as of yet.

Radiographically, this lesion demonstrates a number of
consistent features. It is found in the anterior third ventricle
although a single report has described an occipital horn location6.
On CT, the lesion has well defined borders, hyperdense to brain
and demonstrates uniform contrast enhancement. Magnetic

resonance imaging is more informative owing to enhanced
anatomic resolution. This lesion is felt to derive from the lamina
terminalis and often demonstrates a pedicled origin. It is well
circumscribed with an ovoid shape and an axis greatest in the
superior to inferior direction. There is typically minimal reaction
of the surrounding suprasellar and hypothalamic structures15 and
minimal displacement of surrounding structures. The optic
chiasm is classically displaced inferiorly by the tumor mass.

From the Division of Neurosurgery (AT), University of British Columbia, Vancouver, British Columbia; Department of Radiology (TY), Division of Neurosurgery (DS, VM),
Department of Anatomic Pathology (LR), University of Alberta, Edmonton, Alberta, Canada.

RECEIVED JANUARY 7, 2010. FINAL REVISIONS SUBMITTED MARCH 17, 2010.
Correspondence to: Vivek Mehta, 2D2.01 William Mackenzie Centre – Division of Neurosurgery, 8440 – 112 Street, Edmonton, Alberta, T6G 2B7, Canada.

Figure 1: MRI T1 sagittal section without gadolinium. The optic
apparatus is inferiorly displaced by the tumor mass.

https://doi.org/10.1017/S031716710001088X Published online by Cambridge University Press

https://doi.org/10.1017/S031716710001088X


THE CANADIAN JOURNAL OF NEUROLOGICAL SCIENCES

678

Figure 2: MRI FLAIR Axial. Figure 3: MRI T1 Axial post gadolinium.

Figure 4: MRI Coronal T1 post
gadolinium. Lesion measures 2.3 x 1.9 x
1.6 cm at greatest dimensions. It is
located in the anterior third ventricle
adjacent to the hypothalamus. Note
uniform enhancement and well-defined
borders. Also note that lesion is distinct
from and inferiorly displaces pituitary
structures. There is also surrounding
increased signal on FLAIR imaging in
the adjacent lateral hypothalamus.
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Figure 5: Gomori trichrome stain showing trabecular arrangement of neoplastic cells mimicking chordoma.

Figure 6: Immunolabeling for Glial Fibrillary Acidic Protein (GFAP) confirms the glial nature of the neoplastic cell.
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Furthermore this tumor is isointense on T1 and isointense to
mildly hyperintense on T2 weighted imaging6 although a small
central cystic component has been observed in a minority of
cases.1,6,16 A number of different pathological entities occupy the
suprasellar / third ventricular space. A comprehensive list can be
found in most radiology textbooks. The intimate relationship of
this lesion to the lamina terminalis, the displacement of the optic
apparatus inferiorly, the predominantly solid enhancing
characteristics of this lesion limit the differential diagnosis. The
most common other lesions in the differential include a
craniopharyngioma, germinoma or hypothalamic glioma.

Chordoid gliomas are uncommon lesions with an
oncologically benign nature. While rare, this lesion should be
considered in the radiographic differential of tumors of the
anterior third ventricle.
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