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Chordoid glioma of the third ventricle

Glioma cordoide do terceiro ventrículo

Figure 1. Axial MRI T2-weighted (A) and coronal FLAIR (B) sequences reveal a slightly hyperintense, well-defined hypothalamic/third ventricular tumor (arrows), with
perilesional vasogenic edema (arrowheads). C: Axial MRI T1-weighted sequence reveals a predominantly isointense tumor (arrow). D: Gadolinium-enhanced sagittal MRI
T1-weighted sequence reveals the tumor with uniform contrast enhancement (arrow).
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Dear Editor,

A previously healthy 27-year-old man was referred with an 8-
month history of headaches, memory loss, progressive weight gain
(obesity), hyperphagia and behavior changes.

Computed tomography (CT) scans revealed the presence of
a midline, solid, and homogeneously enhancing mass involving
the anterior aspect of the third ventricle.

Brain magnetic resonance imaging (MRI) (Figure 1) showed
a well-defined, rounded mass in the third ventricle, measuring
about 4.0 cm in the craniocaudal axis. The tumor was slightly
heterogeneous, predominantly isointense at T1- and T2-weighted
MRI sequences, presenting with diffuse enhancement after ga-
dolinium injection. Perilesional vasogenic edema, compression
and subsequent displacement of midbrain and hypothalamic
structures were observed.

A subtotal resection of the tumor was microsurgically per-
formed by interhemispheric transcallosal approach to the third
ventricle.

The tumor was histologically classified as a chordoid glioma.
The mass showed nests of regular epithelioid cells with large nuclei,
prominent nucleoli, and abundant eosinophilic cytoplasm, within
a myxoid stroma. Sparse lymphocytic infiltrate was present. Im-
munohistochemical studies demonstrated diffuse cytoplasmic
expression for glial fibrillary acidic protein, vimentin, and CD34.

The patient died three months after surgery as a conse-
quence of massive hypothalamic invasion combined with pneu-
monia.

Chordoid glioma is an unusual, noninvasive and slow-grow-
ing tumor that arises from the anterior third ventricle, frequently
adherent to the hypothalamus(1). There are reports in the litera-

ture about chordoid gliomas in other locations, such as the tem-
poroparietal region, left thalamus and the corona radiata/thala-
mus(2,3), most of them affecting children(2).

It is typically a well-circumscribed, round or oval-shaped tu-
mor, with greatest diameter in the craniocaudal direction. The
tumor is hyperdense to the gray matter at CT, isointense at MRI
T1-weighted sequences, and isointense to slightly hyperintense
at MRI long-TR, with strong, uniform enhancement after con-
trast agent administration(1,2,4–6). Cystic changes and necrosis
may be present(2,5,7). Calcifications are usually rare(2,5,7). Usually,
bilateral and symmetric perilesional vasogenic edema may also
be observed(3–5).

Given the tumor location, patients usually present with signs
and symptoms related to obstructive hydrocephalus, such as nau-
sea and headache, although endocrine imbalance, visual distur-
bances, behavior disorders and autonomic dysfunction are also
reported in the literature(1,4–6).

The histological and immunohistochemical features of these
tumors are very typical and uniform, characterized by cords of oval
to polygonal epithelioid cells with abundant eosinophilic cytoplasm
and avid staining for glial fibrillary acidic protein and vimentin(1,2,4).

The differential diagnosis includes masses of suprasellar re-
gion, such as pituitary macroadenoma, craniopharyngioma, optic
and hypothalamic pilocytic astrocytoma, meningioma, ependy-
moma and lymphoma(2,4).

Currently, the treatment of choice is complete surgical re-
section of the tumor(1,4,6). Adjuvant radiotherapy has been used
following subtotal resection(2).

Despite being a low-grade tumor, the prognosis is usually poor
because of its location and the difficulty in obtaining complete
surgical resection without causing severe hypothalamic symp-
toms(4). On the other hand, partial resection of the tumor is asso-
ciated with high recurrence rates(4–6).
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Intussuscepção entero-entérica em um adulto causada

por um angiomiolipoma ileal

Enteroenteric intussusception in an adult caused by an ileal

angiomyolipoma

Sr. Editor,

Homem, 32 anos, branco, atendido de urgência com fortes
dores, principalmente no quadrante inferior direito do abdome,
apresentando distensão abdominal e vômitos há um dia.

Foram realizadas radiografia, ultrassonografia e tomografia
computadorizada (TC) abdominais, que demonstraram, em con-
junto, distensão de alças intestinais delgadas (Figura 1A) e sinais
de invaginação íleo-ileal, associada a nodulação intraluminal con-

tendo componente de tecido adiposo, compatível com a “cabeça
de intussuscepção” (Figuras 1B, 1C e 1D). Optou-se pelo trata-
mento cirúrgico.

O estudo anatomopatológico, associado à avaliação com
imuno-histoquímica, diagnosticaram um angiomiolipoma (AML),
conforme segue.

Macroscopia: Alça intestinal contendo lesão polipoide sub-
mucosa delimitada, não encapsulada, de tecido amarelo claro,
medindo 3,0 × 2,5 × 2,3 cm, sem evidências de malignidade.

Microscopia: Usada coloração tricrômico de Masson, diag-
nosticando AML comprometendo toda a parede intestinal desde
a serosa até a mucosa.

Imuno-histoquímica: Desmina, HHF 35, CD31, CD34, pro-
teína S100, actina músculo liso 1 a 4: positivos.

Figura 1. A: Radiografia mostrando dis-
tensão de alças intestinais delgadas
com níveis líquidos (cabeça de seta). B:

Composição de imagens ultrassonográ-
ficas demonstrando uma invaginação da
parede intestinal (cabeça de seta) junto
a uma nodulação ecogênica intralumi-
nal (seta). C,D: Exame tomográfico con-
trastado, fase pré-contraste, mostrando
o “sinal do alvo” (cabeça de seta), re-
presentando uma intussuscepção, ad-
jacente a uma nodulação intraluminal
com densidade de gordura (seta).


