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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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