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craniopharyngiomas on neuroimaging.[9] In another 
study by Bommakanti et  al. nine out of 18  cases with 
a pre‑op diagnosis of optico‑chiasmatic‑hypothalamic 
gliomas had mixed solid and cystic component. Of these 
histological examination revealed craniopharyngioma 
in two patients.[10]

To conclude, the main differentiating features between 
craniopharyngioma and hypothalamic glioma are the 
presence of mixed intensity cysts on T1 and calcification 
in craniopharyngioma and the relative young age of 
presentation in hypothalamic gliomas. Yet, it is not 
always possible to differentiate craniopharyngiomas from 
hypothalamic glioma. Thus, obtaining a tissue diagnosis 
via biopsy may be the right course of action in planning 
further management, whenever diagnosis is in doubt.
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Commentary

Tumors in suprasellar area are always challenging 
with respect to diagnosis and treatments. Preoperative 
differential diagnosis is very important since the 
approach to lesions can vary between different types 
of tumors. This is especially critical in rural areas 
where we do not have all diagnostic studies available. 
In this article, published in the current issue of the 
Journal of Neurosciences in Rural Practice, authors report 
a case of a hypothalamic glioma masquerading as a 
craniopharyngioma on imaging along with a review of 
both the tumors.[1]

Since the above‑mentioned tumor was a chiasmatic/
hypothalamic glioma, I would like to add a brief review 
about the optic pathway gliomas from a surgeon’s 
perspective. These are the tumors most commonly seen 
in pediatric ages. They constitute a broad spectrum 
of tumors from a fusiform dilatation of optic nerve or 
chiasm to giant suprasellar tumors. Certain amount 
of the patients has neurofibromatosis. Approximately 
11‑30% of NF1  patients have these tumors and 
bilateral tumors are more commonly seen in these 
patients.[2] Almost 30% of these tumors are located 
at prechiasmatic area and the rest in chiasmatic or 

postchiasmatic locations (hypothalamus, 3rd ventricle, 
optic tractus).[3]

Several classifications have been used on these 
tumors.[4‑6] Mc Coullough and Epstein have classified 
optic pathway tumors according to their posterior 
extension.[4] According to this: T1: unilateral optic nerve 
involvement, T2: bilateral optic nerve involvement, 
T3: chiasmatic involvement, and T4: hypothalamus/
thalamus involvement. In another classification, Wisoff 
classified them as prechiasmatic optic gliomas, diffuse 
chiasmatic optic gliomas and exophytic chiasmatic/
hypothalamic gliomas.[5] Yaşargil’s classification looks 
similar with Wisoff’s but he subclassifies prechiasmatic 
ones as fascicular, retrobulbar, intraorbital, and 
retro‑orbital gliomas.[6] Yasargil also takes the tumor size 
into consideration and classifies the tumors as giant if 
they are larger than 6 cm.

Histopathologically, these tumors are low‑grade gliomas 
and most of them are pilocytic astrocytomas. Although 
the most appropriate treatment of pilocytic astrocytomas 
is surgical excision, the treatment strategies change 
with this location of tumors first because these tumors 
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can show different characteristics in different locations 
and second, the visual status as well as the potential 
damage to pituitary and hypothalamic functions needs 
to be taken in to consideration.[7] The treatment is still 
controversial and should include an integrated approach. 
Depending on the classification type of the tumor, a safe 
biopsy followed by observation or chemotherapy and/or 
radiotherapy (if the patient is older than 5 years) should 
be the choice of treatment. Radical excision should 
not be aimed if there is a high risk of postoperative 
visual compromise and/or endocrine abnormalities. 
Contemporary indications for debulking surgery 
include single nerve involvement causing progressive, 
disfiguring proptosis, blindness, or both, or exophytic 
chiasmatic/hypothalamic tumors causing mass effect or 
hydrocephalus.[8]
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Commentary

The present report[1] illustrates a case where a young 
adult with hypothalamic glioma presented with 
radiological features similar to a craniopharyngioma. It is 
often desirable to know the histology of the lesion before 
proceeding for definitive treatment as the management 
options of the tumors in the suprasellar region vary 
considerably regarding the extent of surgical resection 
and the approaches.

Both craniopharyngiomas and hypothalamic gliomas 
occur in the suprasellar region, with a relatively normal 
pituitary gland and without any enlargement of the 
sellar dimensions. This essentially excludes the most 
common tumor in young adults in the sellar – suprasellar 
region, the pituitary adenoma, which is invariably 
associated with enlargement of the sella. As the authors 
have described, calcification is a differentiating feature 
and is more common with craniopharyngioma. The 
other differentiating feature is usually hyperintense 

signals in T1‑weighed images, which, if present, 
indicate a diagnosis of craniopharyngiomas. There is 
a complex correlation between the cyst appearance 
in the magnetic resonance  (MR) imaging and the 
biochemical composition of the cyst fluid, which 
depends on the lipid, protein and iron content in 
the cyst fluid. However, MR spectroscopy has been 
reported to differentiate between these two, with 
hypothalamic gliomas demonstrating increased choline 
to N‑acetylaspartate ratio while craniopharyngiomas 
being associated with a lactate peak.[2] Despite all these, 
in a given case, it is not uncommon to have difficulty 
in differentiating the tumors in pre‑operative imaging, 
warranting a biopsy.
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