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Sir,
Infantile desmoplastic astrocytoma  (IDA) was 
described by Taratuto et al.[1] in 1984. Two histological 
forms have been described, one is desmoplastic 
infantile astrocytoma and other is desmoplastic 
infantile ganglioglioma  (DIG).[1,2] DIG differs in 
having a neuronal component. Both are rare childhood 
tumors involving superficial cerebral cortex and 
leptomeninges. Most cases of DIG/DIA occur in 
infants between 1 and 24 months with a male:female 
ratio of 1.7:1.0.[3] Several noninfantile IDA reported 
with the oldest being 19  years of age. Mostly on 
presentation it is an enlarging head circumference 
with tense bulging fontanelles. Typically the tumor is 
large and cystic with a small enhancing solid cortical 
component. Superficially, the tumor is extracerebral, 
involving leptomeninges, and superficial cortex with 
attachment to the dura. Most of the reported cases 
are hemispheric. Edema is usually absent and tumor 
involves preferentially the frontal and parietal lobes.
[4] These tumors have a good prognosis and behave in 
a relatively benign fashion with disease‑free survival.

On computed tomography  (CT) scan, the cystic 
portion is hypoattenuating. Calcification is not 
a feature of DIG. The cystic portion is usually 
located deep inside the lesion whereas the solid 
portion is peripheral.[4] The solid portion of these 
large masses is typically slightly hyperattenuating 
and typically located along the cortical margin of 
the mass. Following administration of contrast, 
these masses usually enhance intensely and may 
demonstrate a dural tail. On magnetic resonance 
imaging (MRI), the solid portions typically have the 
following signal intensity. T1‑weighted ‑   isointense 
to brain parenchyma. T2‑weighted ‑   isointense to 
heterogeneous brain parenchyma. T1‑weighted 
C+  (Gadolinium) intense enhancement dural tail 
may be seen. The cystic portions typically have the 
following signal intensity T1‑weighted – hypointense 
and T2‑weighted ‑ hyperintense.

A 1‑year‑old child was admitted with the chief 
complaints  of  enlarging head circumference 
with tense fontanelles. He had a normal cry with 

good sucking reflex. The child was investigated 
radiologically and CT scan showed mixed density 
predominantly cystic lesion with no calcific foci A in 
the right occipitoparietal lobes [Figure 1]. T1‑weighted 
and T2‑weighted and postcontrast T1‑weighted 
MRI images showed cystic components appearing 
hypointense  on  T1‑weighted  and  in tense ly 
hyperintense on T2‑weighted scans. Few septations 
were also seen in the cystic area. Solid components 
were isointense on T1‑weighted and isointense 
to intermediate intensity on T2‑weighted scans 
[Figure 2]. There was mass effect on the occipital horn 
and posterior body of the right lateral ventricle with 
contralateral midline shift. The patient underwent 
tumor resection and the final histological diagnosis 
was IDA WHO Grade 1. Glial fibrillary acidic protein, 
vimentin, and S100 were positive in the tumor cells. 
Neurofilament (NF) was focal positive in the tumor 
cells. P53, synaptophysin, and CD34 were negative 
[Figure 3]. KI 67/MB was approximately 0%. Hence, it 
was concluded that radiological features were highly 
suggestive of diagnosis and helpful in preoperative 
diagnosis and prognosis. Unfamiliarity with these 
lesions may result in unnecessary chemotherapy 
and radiotherapy.
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Figure 1: Axial computed tomography scan of the brain
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Figure 2: (a) Axial T1-weighted magnetic resonance imaging brain, 
(b) axial T2-weighted magnetic resonance imaging brain, (c) contrast 
axial magnetic resonance imaging brain. (a-c) T1-weighted, 
T2-weighted and post contrast T1-weighted magnetic resonance 
imaging images shows cystic components appearing hypointense 
on T1-weighted and intensely hyperintense on T2-weighted scans. 
Few septations were also seen in cystic area. Solid components 
are iso intense on T1-weighted and iso to intermediate intense on 
T2-weighted scans
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Figure 3: Glial fibrillary acid protein 2, (a and b) glial fibrillary acidic 
protein, vimentin, and S100 were positive in the tumor cells. NF was 
focal positive in the tumor cells. P53, synaptophysin, and CD34 were 
negative. KI 67/MB was approximately 0% (b) S100
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Pineal region pilocytic astrocytoma; an unusual site 
with variable radiological, clinical, and histological 
features: A report of two cases
Sir,
Pineal region tumors account for <1% of all intracranial 
neoplasms, of which approximately 14–27% is of 

pineal parenchymal origin.[1] Gliomas are very rare in the 
pineal region. They are thought to arise from the native 
glial cells of pineal gland or from the adjacent structure.[2] 
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