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Surgical treatment of hypothalamic hamartoma
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Abstract
Hypothalamic hamartomas are often associated with early onset gelastic seizures, precocious puberty,
behavioral problem and suboptimal response to antiepiletptic drugs. Until now, four surgical options
have been reported to reduce seizure by >50%. Surgical excision have good seizure outcome but
postoperative complications were not infrequent, whether by pterional or transcallosal interforniceal
approach. Radiosurgery is noninvasive alternative to resective surgery but the effect usually does not
appear until several months later. Radiofrequency ablation is less invasive than surgical resection and
its effect is immediate, but lacks long term follow-up data. It also requires three dimensional analysis of
the lesion to enhance efficacy and safety. As hypothalamic hamartoma is intrinsically epileptogenic and
epileptogenic discharges spread from the lesion, blocking the seizure propagation through endoscopic
disconnection is regarded as an effective and safer option. Surgical choice for a particular patient
should take into account the hamartoma’s size, location, surgeon’s preferences, possible complication
as well as the effect and risk of the various surgical methods. In the present review, open surgery,
endoscopic disconnection, radiosurgery and radiofrequency ablation are discussed.
INTROUDUCTION
Hypothalamic hamartoma (HH), originating from
the tuber cinereum or mammillary bodies, are rare
non-neoplastic lesion resembling gray matter,
composed of hyperplastic neuronal tissue.1 True
incidence is unknown but has been estimated to
be from as high as 1 in 50-100,0002 to 1 in 1
milion.3
These lesions are often associated with early
onset gelastic seizures, presenting as a wellrecognized, severe childhood epilepsy syndrome.4
The syndrome is characterized by an early-onset,
often in the neonatal period; of brief, repetitive,
stereotyped attacks of uncontrollable laughter.4
These gelastic attacks progress as the patient
grows older, with the appearance of other types
of seizure. Cognitive deterioration and severe
behavioral problems frequently develop later
in the first decade of life; together with dropattacks and other clinical and EEG features of
secondary generalized epilepsy.5,6 Patients with
gelastic seizures and associated HH often have
precocious puberty and progressive mental
decline.5,6 The seizures are usually refractory
to medical treatment. Several studies have
demonstrated that the epileptic focus originate
from the HH.7,8 Surgical treatment is required
for seizure control and normal development in
children. Since publication of seizure reduction

with surgical excision in 19699, various other
treatment has been tried. In recent years, the
interest in the literature for this rare syndrome
has increased dramatically.10
Surgical removal of the hamartoma, the
focal epileptogenic region, has been attempted
with variable post-operative outcomes.11,12 Most
neurosurgeons are however reluctant to perform
surgery for the peri-hypothalamic lesions because
of the high surgical risks. On the other hand,
radiosurgery is a noninvasive and valuable
procedure for well-defined and deep-seated lesions
that are difficult to access by open surgery.10,13-20
Radiofrequency ablation was also been tried with
the development of image fusion technique. It is
used in the initial and palliative treatment. It is less
invasive than surgical resection, and the effect is
immediate.21 Endoscopic disconnection between
the HH and the third ventricular floor improves
the refractory seizures without any significant
surgical risk.22-24 Its use has progressed from the
small or medium peduncular type to giant type
as techniques develops.23-25 Seizure freedom
is unlikely after vagal nerve stimualation.26,27
Callosotomy is not a primary surgical choice
due to extracallosal diffusion of the generalized
seizures from hypothalamic hamartoma.28 Both
treatments are thus palliative. In the present
review, open surgery, endoscopic disconnection,
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radiosurgery and radiofrequency ablation will be
the main focus. (Table 1)
MICROSURGERY
Surgical removal of hypothalamic hamartoma
has been reported in the literature since 1969.9
Resection through subfrontal, transylvian,
subtemporal, or supratemporal pterygial regions
have been reported or suggested in the literature. A
number of complications have occurred, including
thalamocapsular infarctions with hemiplegia,
transient third nerve palsies, diabetes insipidus,
and hyperphagia.6 Postoperative complications
was the main reason for resistance to this
treatment.
Surgical excision has previously been the
standard treatment to control the seizures.
Although there was no evidence of the epileptic
focus being in the HH, many surgeons have tried
to resect the HH and, in doing so, have achieved
partial control of the seizures.11,29,30 On the other
hand, a classification system has been proposed
which takes into account the size, location,
attachment, and effect of the lesion on the
hypothalamus.31 HH can have either pedunculated
or sessile attachments to the hypothalamus. These
factors have a significant effect on the resectability
of the lesions. Unfortunately, pedunculated HH,
which is easily resectable, is usually asymptomatic
or only associated with precocious puberty.31
Many reports of surgical cases indicated that
total or near total resection is very important in
achieving seizure control.11,12,30,32-35 Some reports
insist that HH attached to the mammillary body
or tuber cinereum is easily resectable without
surgical risks.11,12 However, total resection is very
difficult to achieve because the HH resembles
the normal gray matter, despite the existence of
hyperplastic neuronal tissue. Most neurosurgeons
are still reluctant to perform surgery for perihypothalamic lesions, because of the high risks.
Classic pterional approach for HH may
be suitable for lesions protruding into the
interpeduncular cistern. If the lesion extends into
the third ventricle, complete removal of tumor
is difficult in this approach. Palmini et al. report
good seizure control in this approach. Four of 11
patients had 3rd nerve palsy with full recovery
in 3.35 Transcallosal interforniceal approach was
introduced by Rosenfeld el al.36 This approach
makes use of more anterior trajectory that can
minimize dissection and retraction of the column
of fornix. Prospective study of 26 patients shows
good seizure control, with 54% seizure free and
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21% reduction of seizure frequency37, achieving
good seizure outcome and modest complication.
Peduncular type is easier than sessile type for
surgical excision. They did not report surgical
mortality, but oculomotor palsy, hemiparesis,
meninigits and communicating hydrocephalus.
In very large HH, transcallosal interforniceal
approach is proposed but with significant risks
of impaired short-term memory.38
GAMMA KNIFE SURGERY
Arita et al. in 1999 reported the first case of HH
successfully treated with gamma knife surgery.20
This is a 25-year-old man with 24 years history
of gelastic and tonic clonic seizures. Regis et al.
in 2000 reported very good safety and efficacy
result from radiosurgery17in their retrospective
series of 8 patients. Prospective trial of gamma
knife surgery in HH shows that gamma knife is
as effective as microsurgical resection, and very
much safer.38 Gamma knife surgery also avoids the
vascular risk related to radiofrequency lesioning
or stimulation.38 The disadvantage of radiosurgery
is its delayed response as compared to other
surgical methods.
Stereotactic radiosurgery is a neurosurgical
approach whose efficacy is now well established,
as well as low morbidity in cases of well-defined
and deep-seated lesions that are difficult to
access by resective surgery.23 The radiation dose
necessary to eliminate epileptogenesis is still
under debate. Some researchers report that the
minimum doses that suppress the epileptic focus
in experimental settings range from 10 to 20 Gy
with collimators of 4-18 mm in diameter, and are
lower than those producing tissue necrosis.39-41
Others reported that radiation doses of 10-15
Gy were sufficient to reduce cortical activity
and extinguish the seizure focus originating
from the HH.42 Regis J et al. reported that the
marginal dose was more than 17 Gy for all
patients in the successful group and less than 13
Gy for all patients in the "improved" group.17
However, higher marginal doses might injure
critical surrounding structures such as the optic
pathway, hypothalamus and subthalamus. The
concern of inducing radiation optic neuropathy
can influence both patient selection and dose
selection in radiosurgical treatment.23 In general,
radiosurgery is a noninvasive alternative to
resective surgery in case of recurrence of tumor,
large sessile tumor and failed previous surgery
or poor general condition for surgery. However,
there is still risk of damaging the surrounding
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structures. The appropriate dose of irradiation has
yet to be established. The effect usually does not
appear until several months or years. It should be
used with caution in intractable seizures in young
children who are still undergoing development.
When the first irradiation is ineffective, a second
treatment should only be carried out after 36
months.38
STEREOTACTIC RADIOFREQUENCY
ABLATION
Stereotactic radiofrequency lesioning has been
used for the treatment of movement disorders,
epilepsy, intractable pain, and metastatic brain
tumors.43-45 To minimize the risk, preoperative
simulation and strict localization of the targets are
mandatory.46 Image fusion techniques has been
shown to be useful, as it can avoid the effects
of image distortion and enhance the accuracy
of stereotactic co-ordinates.47-49 Radiofrequency
ablation appear to be effective in reducing the
epileptogenic potential of the lesion and improve
the epilepsy control. It is less invasive than surgical
resection, and its effect is immediate.21 Sessile
HH often causes intractable epilepsy, which is
difficult to control by microsurgical resection,
endoscopy and gamma knife surgery, especially
when the hamartoma is intrahypothalamic, large,
or irregularly shaped.21,25 Radiofrequency ablation
can be used for initial and palliative therapy
as in radiosurgery. However, the lack of longterm follow-up data, and the lack of established
intraoperative monitoring methods for ablated area
restricts its application as initial treatment. Due
to irregular conformation and close proximity to
the normal hypothalamus, mammillary bodies and
visual pathways, direct lesioning with a stereotatic
probe carries a potential risk.38 The debate has
now shifted to the best means of treatment with a
variety of surgical approaches, and the likelihood
of destroying the lesion with radiofrequency
probes or gamma knife surgery.50
ENDOSCOPIC DISCONNECTION
Akai et al. reported a case of decreased seizure
frequency after neuroendoscopic biopsy with
partial removal of HH followed by linear
accelerator stereotactic radiosurgery.32 They
underwent second surgery combining pterional
and neuroendoscopic partial resection due to
relapse seizures after transient improvement.32
After second surgery, atonic and gelastic seizures
disappeared. Delalande and Fohlen reported that
disconnection between HH and the third ventricle
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floor by open or endoscopic surgery improved
the refractory seizures without posing significant
risk.25 Choi et al. placed depth electrode in the
HH, and showed that the epileptic discharges
spread from the lesion, thus confirming that
HH is intrinsically epileptogenic.24 Blocking
the propagation of discharges by endoscopic
disconnection is safer and more effective than
other treatment modality.23
The depth of disconnection can be determined
by preoperative T1- and T2- weighted coronal
MRI scans, and by depth electrode monitoring.23,24
Neuronavigation system also helps to determine
the confines of the protruding HHs and the normal
hypothalamus by direct visualization.23 Complete
disconnection can be confirmed by observing air
density in the prepontine cistern on postoperative
CT scan and with T1- and T2-weighted coronal
MRI scans.23
Disconnection between HH and third ventricle
using neuroendoscopy can avoid large craniotomy,
and is easy to achieve in small peduncular type.
However, large sessile type IV HH is very hard
to treat using only disconnection. Additional
procedures such as radiosurgery, repeated
endoscopic surgery, and open surgery should be
considered in such cases.24
In summary, transventricular neuroendoscopic
approach to the hypothalamus is less invasive
and more effective than radical surgery or
radiosurgery. Neuroendoscopic surgery can
therefore be one of the treatments of choice for
hypothalamic hamartoma.
OTHER SURGICAL TREATMENTS
In the reports on vagus nerve stimulation
for HH, none of the patients achieve seizure
freedom after the procedure.26,27 This indicates
that vagus nerve stimulation is less effective
than radiosurgery, endoscopic disconnection, or
microsurgery, where almost all patients improve
with more than 50% are seizure-free. It should
be a palliative procedure. As for callosotomy,
the efficacy is very limited, surgical risk is high,
and there is no beneficial impact on behavior
and psychiatric symptoms.28 The poor response
to callosotomy suggests extracallosal diffusion of
seizures from HH.28 Both vagal nerve stimulation
and callosotomy should not be initial surgical
treatment choice for HH.
REFERENCES
1. Acilona Echeverria V, Casado Chocan JL, Lopez
Dominguez JM, Aguilera Navarro JM, Marques

2.

3.

4.

5.

6.

7.

8.

9.

10.

11.

12.

13.

14.

15.

16.

Martin E, Munoz Villa C. Gelastic seizures,
precocious puberty and hypothalamic hamartomas.
A case report and the contributions of Single
Photon Emission Computed Tomography (SPECT).
Neurologia 1994; 9(2):61-4.
Weissenberger AA, Dell ML, Liow K, et al.
Aggression and psychiatric comorbidity in children
with hypothalamic hamartomas and their unaffected
siblings. J Am Acad Child Adolesc Psychiatry 2001;
40(6):696-703.
Ng YT, Kerrigan JF, Prenger EC, White WL,
Rekate HL. Successful resection of a hypothalamic
hamartoma and a Rathke cleft cyst. Case report. J
Neurosurg 2005; 102(Suppl 1):78-80.
Dreyer R, Wehmeyer W. Laughing in complex partial
seizure epilepsy. A video tape analysis of 32 patients
with laughing as symptom of an attack (author’s
translation). Fortschr Neurol Psychiatr Grenzgeb
1978; 46(2):61-75.
Rosenfeld JV, Harvey AS, Wrennall J, Zacharin M,
Berkovic SF. Transcallosal resection of hypothalamic
hamartomas, with control of seizures, in children with
gelastic epilepsy. Neurosurgery 2001; 48(1):108-18.
Cascino GD, Andermann F, Berkovic SF, et al.
Gelastic seizures and hypothalamic hamartomas:
evaluation of patients undergoing chronic intracranial
EEG monitoring and outcome of surgical treatment.
Neurology 1993; 43(4):747-50.
Ohara K, Morita Y, Takauchi S, Takeda T, Hayashi
S. Multicystic encephalopathy with frontal lobeoriginated gelastic seizure, ipsilateral oculogyric
crisis, and horizontal epileptic nystagmus: an autopsy
case. Rinsho Shinkeigaku 1996; 36(8):962-7.
Kramer U, Spector S, Nasser W, Siomin V, Fried I,
Constantini S. Surgical treatment of hypothalamic
hamartoma and refractory seizures: a case report and
review of the literature. Pediatr Neurosurg 2001;
34(1):40-2.
Paillas JE, Roger J, Toga M, et al. Hamartoma of the
hypothalamus. Clinical, radiological and histological
study. Results of excision. Rev Neurol (Paris) 1969;
120(3):177-94.
Regis Y, Roberts DW. Gamma Knife radiosurgery
relative to microsurgery: epilepsy. Stereotact Funct
Neurosurg 1999;72 (Suppl 1):11-21.
Freeman JL, Harvey AS, Rosenfeld JV, Wrennall
JA, Bailey CA, Berkovic SF. Generalized epilepsy
in hypothalamic hamartoma: evolution and
postoperative resolution. Neurology 2003; 60(5):762-7.
Nguyen D, Singh S, Zaatreh M, et al. Hypothalamic
hamartomas: seven cases and review of the literature.
Epilepsy Behav 2003; 4(3):246-58.
Ogino W, Soma O. A case of hypothalamic hamartoma
with refractory seizures: successful treatment with
gamma knife surgery. No To Hattatsu 2003; 35(1):65-9.
Unger F, Schrottner O, Feichtinger M, Bone G,
Haselsberger K, Sutter B. Stereotactic radiosurgery
for hypothalamic hamartomas. Acta Neurochir 2002;
84(Suppl):57-63.
Regis J, Bartolomei F, Rey M, et al. Gamma knife
radiosurgery for the treatment of severe epilepsy.
Rev Neurol (Paris) 2002; 158(4):405-11.
Dunoyer C, Ragheb J, Resnick T, et al. The use of

17.

18.

19.

20.

21.

22.

23.

24.

25.

26.

27.

28.

29.

30.

31.

stereotactic radiosurgery to treat intractable childhood
partial epilepsy. Epilepsia 2002; 43(3):292-300.
Regis J, Bartolomei F, de Toffol B, et al. Gamma
knife surgery for epilepsy related to hypothalamic
hamartomas. Neurosurgery 2000; 47(6):1343-51.
Regis J, Bartolomei F, Hayashi M, Roberts D, Chauvel
P, Peragut JC. The role of gamma knife surgery in
the treatment of severe epilepsies. Epileptic Disord
2000; 2(2):113-22.
Unger F, Schrottner O, Haselsberger K, Korner E,
Ploier R, Pendl G. Gamma knife radiosurgery for
hypothalamic hamartomas in patients with medically
intractable epilepsy and precocious puberty. Report
of two cases. J Neurosurg 2000; 92(4):726-31.
Arita K, Kurisu K, Iida K, et al. Subsidence of seizure
induced by stereotactic radiation in a patient with
hypothalamic hamartoma. Case report. J Neurosurg
1998; 89(4):645-8.
Fujimoto Y, Kato A, Saitoh Y, et al. Open
radiofrequency ablation for the management
of intractable epilepsy associated with sessile
hypothalamic hamartoma. Minim Invasive Neurosurg
2005; 48(3):132-5.
Delalande O, Fohlen M. Disconnecting surgical
treatment of hypothalamic hamartoma in children
and adults with refractory epilepsy and proposal of
a new classification. Neurol Med Chir (Tokyo) 2003;
43(2):61-8.
Shim KW, Chang JH, Park YG, Kim HD, Choi
JU, Kim DS. Treatment modality for intractable
epilepsy in hypothalamic hamartomatous lesions.
Neurosurgery 2008; 62(4):847-56.
Choi JU, Yang KH, Kim TG, et al. Endoscopic
disconnection for hypothalamic hamartoma with
intractable seizure. Report of four cases. J Neurosur
2004; 100:506-11.
Delalande O, Fohlen M. Disconnecting surgical
treatment of hypothalamic hamartoma in children
and adults with refractory epilepsy and proposal of
a new classification. Neurologia medico-chirurgica
2003; 43(2):61-8.
Brandberg G, Raininko R, Eeg-Olofsson O.
Hypothalamic hamartoma with gelastic seizures in
Swedish children and adolescents. Eur J Paediatr
Neurol 2004; 8(1):35-44.
Murphy JV, Wheless JW, Schmoll CM. Left vagal
nerve stimulation in six patients with hypothalamic
hamartomas. Pediatr Neurol 2000;23(2):167-8.
Pallini R, Bozzini V, Colicchio G, Lauretti L, Scerrati
M, Rossi GF. Callosotomy for generalized seizures
associated with hypothalamic hamartoma. Neurol
Res 1993; 15(2):139-41.
Berkovic SF, Arzimanoglou A, Kuzniecky R,
Harvey AS, Palmini A, Andermann F. Hypothalamic
Hamartoma and Seizures: A Treatable Epileptic
Encephalopathy. Epilepsia 2003; 44(7):969-73.
Perez-Jimenez A, Villarejo FJ, Fournier del Castillo
MC, Garcia-Penas JJ, Carreno M. Continuous
giggling and autistic disorder associated with
hypothalamic hamartoma. Epileptic Disord 2003;
5(1):31-7.
Debeneix C, Bourgeois M, Trivin C, Sainte-Rose C,
Brauner R. Hypothalamic hamartoma: comparison of

19

Neurology Asia

32.

33.

34.

35.

36.

37.

38.

39.

40.

41.

42.

43.

44.

45.

46.

47.

20

clinical presentation and magnetic resonance images.
Horm Res 2001; 56(1-2):12-8.
Akai T, Okamoto K, Iizuka H, Kakinuma H, Nojima
T. Treatments of hamartoma with neuroendoscopic
surgery and stereotactic radiosurgery: a case report.
Minim Invasive Neurosurg 2002; 45(4):235-9.
Nagaki S, Osawa M. Hypothalamic hamartoma(gelastic
seizure). Ryoikibetsu Shokogun Shirizu 2002(37 Pt
6):356-9.
Rosenfeld JV. James IV Lecture. Epilepsy surgery,
hypothalamic hamartomas and the quest for a cure.
J R Coll Surg Edinb 2002; 47(5):653-9.
Palmini A, Chandler C, Andermann F, et al.
Resection of the lesion in patients with hypothalamic
hamartomas and catastrophic epilepsy. Neurology
2002; 58(9):1338-47.
Rosenfeld JV, Harvey AS, Wrennall J, Zacharin M,
Berkovic SF. Transcallosal resection of hypothalamic
hamartomas, with control of seizures, in children with
gelastic epilepsy. Neurosurgery 2001;48(1):108-18.
Ng YT, Rekate HL, Prenger EC, Chung SS, FeizErfan I, Wang NC, et al. Transcallosal resection of
hypothalamic hamartoma for intractable epilepsy.
Epilepsia 2006; 47(7):1192-202.
Regis J, Scavarda D, Tamura M, et al. Epilepsy related
to hypothalamic hamartomas: surgical management
with special reference to gamma knife surgery. Childs
Nerv Syst 2006; 22(8):881-95.
Chen ZF, Kamiryo T, Henson SL, et al. Anticonvulsant
effects of gamma surgery in a model of chronic
spontaneous limbic epilepsy in rats. J Neurosurg
2001; 94(2):270-80.
Maesawa S, Kondziolka D, Dixon CE, Balzer J,
Fellows W, Lunsford LD. Subnecrotic stereotactic
radiosurgery controlling epilepsy produced by kainic
acid injection in rats. J Neurosurg 2000; 93(6):1033-40.
Mori Y, Kondziolka D, Balzer J, et al. Effects
of stereotactic radiosurgery on an animal model
of hippocampal epilepsy. Neurosurgery 2000;
46(1):157-65.
Yang KJ, Wang KW, Wu HP, Qi ST. Radiosurgical
treatment of intractable epilepsy with low radiation
dose. Di Yi Jun Yi Da Xue Xue Bao 2002; 22(7):645-7.
Patil AA, Andrews R, Torkelson R. Stereotactic
volumetric radiofrequency lesioning of intracranial
structures for control of intractable seizures.
Stereotact Funct Neurosurg 1995; 64(3):123-33.
Kuzniecky R, Guthrie B, Mountz J, et al. Intrinsic
epileptogenesis of hypothalamic hamartomas in
gelastic epilepsy. Ann Neurol 1997;42(1):60-7.
Anzai Y, Lufkin R, DeSalles A, Hamilton DR,
Farahani K, Black KL. Preliminary experience with
MR-guided thermal ablation of brain tumors. AJNR
Am J Neuroradiol 1995; 16(1):39-48.
Fujimoto Y, Kato A, Saitoh Y, et al. Stereotactic
radiofrequency ablation for sessile hypothalamic
hamartoma with an image fusion technique. Acta
Neurochir (Wien) 2003; 145(8):697-700.
Murata J, Sawamura Y, Kitagawa M, Saito H,
Kikuchi S, Tashiro K. Minimally invasive stereotactic
functional surgery using an intravenous anesthetic
propofol and applying Image Fusion and Atlas Plan.
No To Shinkei 2001; 53(5):457-62.

2010; 15 (Supplement 1)
48. Coenen VA, Krings T, Mayfrank L, et al. Threedimensional visualization of the pyramidal tract in a
neuronavigation system during brain tumor surgery:
first experiences and technical note. Neurosurgery
2001; 49(1):86-92.
49. Alexander E, 3rd, Kooy HM, van Herk M, et al.
Magnetic resonance image-directed stereotactic
neurosurgery: use of image fusion with computerized
tomography to enhance spatial accuracy. J Neurosurg
1995; 83(2):271-6.
50. Berkovic SF, Arzimanoglou A, Kuzniecky R,
Harvey AS, Palmini A, Andermann F. Hypothalamic
hamartoma and seizures: a treatable epileptic
encephalopathy. Epilepsia 2003; 44(7):969-73.
51. Parrent AG. Stereotactic radiofrequency ablation for
the treatment of gelastic seizures associated with
hypothalamic hamartoma. Case report. J Neurosurg
1999; 91(5):881-4.

