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Patient No. Sx. onset age(Yr) Duration from onset of Sx. Treatment Stable period after Tx.(Yr)
to diagnosis

1 0.5 11 Yr CSF diversion 11
2 8 11 Yr CSF diversion 12
3 13 3.2 Yr CSF diversion+0p.* 4.3
4 11 2 Yr CSF diversion 5.2
5 16 6.3 Yr CSF diversion |
6 10 (3 Mo T CSF diversion 1.2
7 22 (3 Mot CSF diversion 2.1
8 0.25 (3 Mot CSF diversion 2.5
9 40 incidental CSF diversion 0.3
10 19 (3 Mot op.* 1
11 20 13: Y CSF diversion+ GKS 1.2
12 1.25 (3 Mof CSF diversion 0.6
13 8 1.8 Yr CSF diversion 15
14 54 {3 Mot external RTx 0.3
15 12 (3 Mot CSF diversion 3

Sx.:symptom, Tx.:treatment, Op.:operation, RTx.: external radiotherapy, GKS : gamma knife surgery
CSF: cerebrospinal fluid, * All operations were subtotal mass removal.
T means that duration from onset of symptom to diagnosis was less than 3 moths

Fig. 1. A. Sagittal contrast enhanced
T1 WI shows intrinsic bulbous tec-
tal enlargement (black arrow) with
occlusion of aqueduct of Sylvius.
. The lesion showed no contrast en-
hancement, compared with the
precontrast image(not shown).

B. On T2 WI, the tumor is hyper-
intense with comparison to the sur-
i%° rounding brain parenchyma(white
{ arrow).
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Fig. 2. A. Sagittal T2 WI shows a
exophytic growing tectal mass that
is hyperintense with hydrocepha-
lus(black arrow).

B. This lesion shows central focal
i enhancement after gadolinium injec-
.’ ' tion at the lower section of mass
(black arrow).

L

Fig. 3. Serial MR images show no growth of tectal tumor on T2 (left) and enhanced T1 weighted images(right). This
patient was treated only by CSF diversion.

A. Initial MR image shows mass in superior side of tectum that is hyperintense on T2 WI (arrows on left) and is not
enhanced on enhanced T1 WI(black arrows on right).

B. Three-year follow-up MR image showed no definite change in tectal contour and enhancement pattern(black and
white arrows).
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Fig. 4. Pathologically confirmed tectal tumor as low grade
astrocytoma by subtotal mass removal. Preoperative TI1
sagittal image shows the lobulated exophytic mass with
heterogeneous SI on precontrast (black arrows on left)
and rim-like enhancement on post contrast image(black
arrows on right).
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Fig. 5. Serial MR images of tectal tumor treated by gamma knife surgery. This patient remained asymptomatic after
gamma knife surgery.
A. Initial MR image demonstrates lobular exophytic tectal mass with diffuse contrast enhancement on enhanced sagittal
T1 WI(black arrow).
B. Six months follow-up image shows nodular enhancement (double arrows) and thick rim-like enhancement(single
arrow).

C. Nine months follow-up image shows further extension of rim-like enhancement in tectal mass, suggesting radiation

necrosis(black arrows).
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Fig. 6. Serial MR images showing no progression in extent of thalamic invasion. (A : initial MR image, B: MR image
after 15 months follow-up). This patient was treated only by CSF diversion.

A. Initial enhanced T1 sagittal image shows the mass in the superior side of tectum(black arrow).

B. Initial T2 axial image shows thalamic extension of tectal tumor(white arrow).

C. Fifteen months follow-up T2 axial image obtained immediately after shunt operation shows no interval change in
thalamic extension(white arrow).
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MR Findings and Clinical Outcome of Tectal Tumor Through Follow-up'

JS Lim, M.D., DI Kim, M.D., PH Yoon, M.D., P Jeon, M.D.
YT Oh, M.D., BI Chol, M.D., YJ Cheon, M.D.

. Department of Diagnostic Radiology, College of Medicine, Yonsei University

Purpose:To determine changes in tectal tumors through initial and follow-up MRI, and clinical
outcome.

Materials and Methods: Fifteen patients with tectal tumor were involved in this study. Signal in-
tensity, enhancement pattern, and invasion of adjacent structures were evaluated on initial MRI,
and tectal contour, enhancement pattern and extension to another structures, on follow-up MRI,
which averaged 14 mths and involved mine patients. The period of clinical stability was assessed
on the basis of medical records.

Results:In all cases, initial T2 WI images showed high signal intensity, though on T1 WI, SI
was variable. Contrast enhancement was observed in seven cases(diffuse, n=3, ring-like, n=3, focal,
n=1), and invasion of adjacent structures was identified in four(tegmentum or thalamus). On fol-
low-up MRI, changes in tectal contour and enhancement pattern were observed only in patients,
who underwent CSF diversion(n=7). The average period of clinical stability was 3.6(range, 0.3—12)
years. All patients survied.

Conclusion: Follow-up MRI showed tectal tumors progressed only slowly and the clinical out-
come was favorable.

Index words: Brain neoplasms, MR
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