Outline of Lecture 30 (01-27 PA; Burger)

CNS Tumors
Classification


- Names are based what normal cell the tumor resembles histologically


eg oligodendroglioma, ependyoma, papilloma, neurinoma, pinealoma, spongioblastoma, medulloblastoma, astrocytoma, glioblastoma multiforme, gangliocytoma, meningioma

- Grading & staging of CNS tumors is the usual system, though CNS tumors usually don’t spread outside of the nervous system

- Benign/malignant labels are misleading; perhaps “well-differentiated” vs “anaplastic” is better
Clinical manifestations include


Mass effect:  eg due to tumor mass, peritumoral edema, hemorrhage, or CSF obstruction


Seizures:  most commonly temporal lobe tumor


Focal neurological deficit:  depends on where the lesion is, radiology is of limited help 

Focus on two types of CNS tumors:

	
	Meningioma
	Glioblastoma multiforme (GBM)

	Origin
	Attached to dura, but thought to arise from arachnoid

Usually spontaneous
	Astrocytic lineage

Usually spontaneous

	Clinical
	Can be asymptomatic

If symptomatic, can involve focal neuro deficit, seizure
	Fast onset

Sx include seizures, HA, focal neuro deficits

	Epidemiology
	Adults

Female > male
	Adults
Slight male > female

	Radiology
	Extra-axial (dural tails)

Contrast-enhancing
	Ring-enhancing lesion with dark central necrosis and dark peritumoral edema

	Histology
	Resembles normal arachnoid: psammoma bodies, whorls
	Necrosis with surrounding pseudopalisading, vascular proliferation

	Molecular genetics
	Loss of neurofibromatosis 2 (NF2) on chr 22
	Primary: arises abruptly, involves p16 deletion and PTEN
Secondary: progressive, early p53 mutation

	Treatment / prognosis
	Often well-circumscribed and curable by resection; not so if bone invasion
	Not resectable or responsive to other therapies, median survival 1 yr


