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Hippocampus glioma with temporal lobe epilepsy as the main manifestation. the clinicopathologic properties
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[Abstract] Objective To study the clinicopathologic properties of hippocampus glioma with temporal lobe epilepsy(TLE)
The clinical data of 6 patients with TLE and hippocampus masses were retrospectively

All the 6

as the main manifestation. Methods
analyzed. The 6 patients included 2 males and 4 females, with the longest history of epilepsy being 4 years. Results
patients were surgically treated and were pathologically confirmed to have gliomas, including one angiocentric glioma(AG) ,one
pilocytic astrocytoma(PA) with mucous degeneration, one astrocytoma, one oligoastrocytomao, one oligodendroglioma and one

glioblastoma. Glial fibrillary acidic protein(GFAP) was strongly positive in all cases. Epilepsy disappeared after surgery in 5

cases; one patient had recurrence and received a second operation. Conclusion

Hippocampus gliomas with TLE as the main

manifestation are usually low-grade gliomas of various types,and operation can obtain satisfactory prognosis.
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Tab 1 Clinicopathological data of gliomas in hippocampus with temporal lobe epilepsy as main manifestation

Age(year)

Follow-up

Case Gender - Surgery Neuron Gloea  Calcification Diagnosis Result
Onset  Operation ¢/month

1 F 23 25 TR + + — AG 3 NR
2 M 20 21 TR — + + Oligodendroglioma 6 NR
3 F 44 44 TR — - - Glioblastoma 5 D
4 F 22 26 TR — — — PA with myxoid background 62 NR
5 F 10 10 TR — + + Astrocytoma 45 NR
6 M 8 8 GTR — + + Oligoastrocytoma 42 R

10 11 GTR — + + Astrocytoma 33 NR

TR: Total resection; GTR:Gross total resection; AG: Angiocentric glioma;P
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Fig 1 Pathological changes of case 1(A-D) and case 4(E)

A': There were single or multilayered spindle-shaped tumor cells of AG arranged with ependymal features(H-E) ; B: The tumor cells of AG were
schwanoma-like(H-E) ;C: The tumor cells of AG was positive for GFAP(S-P) ; D: The tumor cells of AG was positive “dot-like” for EMA(S-P) ;
E.The spindle cells were bipolar and had a radiation arrangement around blood vessels in a rich myxoid background. There were typical

Rosenthal fibres and eosinophilic granular bodies(H-E). Original magnification: X 100(A,B,C), X400(D), X40(E)
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