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Cavernomas are vascular malformations which are collections of endothelium‑lined 
sinusoids without intervening cerebral parenchyma. Hypothalamic location 
of cavernoma is extremely rare. We present a case of a 34‑year‑old male who 
presented with complaints of recent memory loss and vomiting. On magnetic 
resonance imaging with gradient sequences and contrast, a diagnosis of 
hypothalamic cavernoma was suggested. Excision of lesion was performed by a 
right parasagittal pericoronal craniotomy via transcallosal approach. Intraoperative 
findings and histopathology examination corroborated the diagnosis. The 
uniqueness of this case report is in the susceptibility‑weighted sequence which led 
to the radiological diagnosis.
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blooming was seen within the lesion on magnitude, phase, 
and fusion images [Figure 1f‑h] The pituitary gland was 
normal. These MRI findings suggested an hemorrhagic 
lesion in the region of hypothalamus with hypointense 
rim and no significant contrast enhancement pointing 
toward a diagnosis of hypothalamic cavernoma. However, 
differentials considered were other hemorrhagic lesions 
in the region of hypothalamus (hemorrhagic neoplasms, 
glioma), lesions containing lipid (hypothalamic 
hamartoma), lesions containing protein (colloid cyst), 
lesions with calcifications (craniopharyngioma), and 
other lesions such as germinoma. Excision of the 
lesion was performed by a right parasagittal pericoronal 
craniotomy via transcallosal approach. Intraoperatively, 
this lesion had a typical mulberry‑like appearance due 
to dilated, thin‑walled vascular channels [Figure 2]. On 
histopathology, there were cavernous spaces with a thin 
sclerotic wall, few of which were filled with blood and 
the absence of intervening glial tissue was characteristic 
of a cavernoma [Figure 3].

Discussion
Cavernomas are rare, occurring in 0.3%–0.7% of the 
general population. Hypothalamic location of cavernoma 

Case Report

Introduction

Cavernomas are vascular malformations which are 
collections of endotheliumlined sinusoids without 

intervening cerebral parenchyma. Hypothalamic location 
of cavernoma is extremely rare.[1]

Case Report
A 34‑year‑old male patient, a known hypertensive on 
treatment, presented with a history of memory loss 
of 4 months’ duration which got aggravated since 
the last 1 month. He also had vomiting for the past 
1 month. There was no history of seizures or focal 
neurological deficit. Clinical neurological examination 
was unremarkable and vitals were stable. Glasgow Coma 
scale was 15/15. Cerebellar signs were absent. Magnetic 
resonance imaging (MRI) revealed a suprasellar lesion 
which was T1 hyperintense [Figure 1a and b] and T2 
hyperintense, with hypointense rim involving bilateral 
hypothalamus [Figure 1c]. The lesion was not showing 
any significant change in the postcontrast T1 [Figure 1d] 
and patchy diffusion restriction [Figure 1e]. Anteriorly, 
the lesion was abutting the anterior commissure and 
lamina terminalis, anteroinferiorly the optic chiasm, 
inferiorly the optic tracts, and posteroinferiorly the 
mammillary bodies and part of the anterior midbrain. 
The lesion was impinging on the left foramen of Munro 
and there was mild dilatation of anterior horn of the left 
lateral ventricle. On the susceptibility imaging sequences, 
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is even rarer accounting for only 1% or less of the 
cavernomas.[1,2] Based on the flow within the lesions, 
they can be grouped as high‑flow (arteriovenous) 

and low‑flow (capillary, cavernous, venous) lesions. 
Low‑flow lesions are difficult to differentiate as they 
show similar MRI finding and often have overlapping 
pathologic appearances. Literature review showed that 
only seven cases of cavernomas have been reported in 
the hypothalamus.[2‑4,5]

Cerebral vascular malformations consist of arteriovenous 
malformation, arteriovenous venous fistula, cavernous 
malformation, and capillary telangiectasia. Depending 
on the predominant type of anomalous vascular 
channel at histopathology, vascular malformations 
are classified as capillary, cavernous, venous, and 
arteriovenous malformation.[6] Cavernomas are occult 
lesions on routine angiography since they are slow‑flow 
venous malformations.[6] Cavernous malformations 
are collections of endothelium‑lined sinusoids without 
intervening the cerebral parenchyma. While capillary 
telangiectasias are clusters of dilated capillaries 
interspersed in brain parenchyma, the developmental 
venous anomalies are veins arranged in a radial pattern, 
draining into a single larger vein. Arteriovenous 
malformations consist of pial arteries supplying a nidus 
which join together and drain into the venous system. In 
contrast, arteriovenous fistulas do not have an intervening 
nidus and are direct abnormal communication between 
cerebral arteries and veins.[6]

Hypothalamic cavernomas commonly present with 
headache and visual disturbance,[4] and in only one case, 
the patient presented with a history of memory loss.[3] 
On imaging, it was difficult to distinguish cavernoma 
from other low‑flow vascular malformations due to their 

Figure 3: (a and b) Small and large cavernous spaces having sclerotic 
wall, (c) cautery artifact, (d) yellow‑brown hemosiderin pigment 
indicative of past hemorrhage
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Figure 2: Intraoperative photograph showing right parasagittal 
pericoronal craniotomy via transcallosal approach (a) Intraoperatively, 
this lesion had a typical mulberrylike appearance (b) due to dilated, 
thinwalled vascular channels

ba

Figure 1: Magnetic resonance imaging showing lesion to be hyperintense on the sagittal T1‑weighted (a) and axial T1‑weighted images (b), hyperintense 
with hypointense rim on the axial T2 (c), not showing any significant signal change in the postcontrast axial T1 (d), and showing patchy diffusion 
restriction (e), and significant blooming on the magnitude (f), phase (g), and fusion (h) images on the susceptibility imaging sequences
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similar appearances. Conventional MRI sequences detect 
cavernomas based on the presence of hemorrhage. If the 
cavernoma has not bleed, then susceptibility‑weighted 
imaging (SWI) sequences play a role, in their early 
detection. Computed tomography will detect hemorrhage 
or calcification due to the underlying cavernoma.[1]

MRI is the gold standard for cavernomas and findings 
depend on the stage and age of hemorrhage.[1,7] If 
cavernoma have not bleed, SWI sequence is preferred 
over other imaging techniques as it uses relaxation 
and magnetic susceptibility differences between 
oxygenated and deoxygenated blood of arterial and 
venous circulation to detect lesions.[8] However, the 
lesional size in SWI appears larger than their real 
size.[9]

Cavernous malformations can be observed or 
microsurgically managed. Radiosurgery is the newer 
alternative with very less chance of re‑bleed and lower 
morbidity.[10] The uniqueness of this case report is in 
the susceptibility‑weighted sequence, which led to the 
radiological diagnosis.
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