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A Case of Nasal Glioma
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= Abstract =

Nasal glioma is a rare congenital benign tumor and composed of glial cells and frequently
present in the pediatric age groups.

Nasal glioma was firstly reported by Reid in 1852. It is classified as extranasal, intranasal
and combined type according to the embryological site. Also nasal glioma should be
differentiated from meningoencephalocele which occurs congenital defect of cranial bones.

The authors have experienced a case of combined typed nasal glioma and reported this case

with the review of literatures.
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Fig. 1-A. Frontal view of nasal glioma. B. Lateral view of nasal glioma.

e HAAY J1¥elvt WBFFL YA

Fo2A L uEl R o 3X25cm 2719 ©&
@3 @Yol Qe FEol BFHUL, &
L uew, AMFAAE 5 vAUE
T A AHYe) FYF T8 BFHAUG.

AMAALA D ¥ g =AM AEY
A

X-MAA D FF XA 238 oA, o
3 FHE CT scan & H¥l¥ FEH ¢34
e =Fo] Mz AZE o}F Y (dumb-
bell shape)®] F&o| Hgovi(2@ 2-A),
MRI % TIWI®IA &< low signal inten-
sity& EI HuiR FEF vZU 9] 3o
dZE 278 ¥ F ANeH, T2WIA high
signal intensity2 YEMRR, FHH=Ze 427
€ 2oy 93 2 AHd(cribriform plate)
o] A& AU (2™ 2-B, C, D). 3-dimen-
sional CT scan’d #ZH|E 9 ygEizdo] &
A (2H 3).

X2 ¥ Ao AAnk SN e 9
A2 vulRe) 2X15X15eme] FEH
H 2R3 N AER BARAA HujRe F
&3} o}% 2% (dumbbell shape) 2.2 A7 o]
AE 05X0.8X0.5cme] HM7ZW EPY AR

o FEE 2o AASGANH 4). $5 u
L M3 FEo o3 WFEE 2N
ou(ad 3), FAZHe) ddL g ¢
¥ odA HASRAL, AAE B A%
A Age 2AL A

He| =X AH §4F 244 2X15X
15cm®] FE3} 05X08X05cme &2 ¢
ZE olH R oI, cut-section’d Ao
E WAL, dasy, ¢g4¢ siAn 3l
A (2" 5-A B). @93 2784 Auj&(X
1000914 Fete glov AA7 8§ FEo
VS D, A/4 AAzFo gAY Sl
o, 2elg 2AF(X200 HRHAAANEH9
718l ARRMELE] /4 Aol o8
Mz qZy PEXHY, 53Hoz HEgo|
EEAY e AZRYPAMEEC BEHY
(¥ 6-A, B). GFAP(glial fibrillary acid
protein) ¥4 NZXYFHMEE] FAHNg
€ BA9(2d 6-0).

i) ot

HAZ2E S 1852 Reidol o8] Hx u

-397-



BEARE M 412, 1993

Fig. 2-A. The axial view of CT scan. Note dumbbell-shaped mass(arrow). B. The T1WI axial view of
MRL Note low signal intensity of mass(arrows). C. The T2WI axial view of MRL Note high
signal intensity of mass(arrows). D. The TIWI sagittal view of MRL Note dummbell-shaped
mass and no intracranial connection(arrows).

T
Fig. 3.  The image of 3-dimensional CT scan. Fig. 4. The gross appearance of dumbbell sha-
Not§ the depressed nasal deformity(ar- ped mass in the operative field.
row).
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Fig. 5-A. The gross appearance of dumbbell-shaped mass(2X1.5X 15 cm in size of larger mass and 0.5
X0.8X0.5 cm in size of smaller). B. The cutsurface shows the gray-whitish glistening mass.

Fig. 6-A. The microscopic appearances of a well-
demarcated tumor mass and neuroglial
tissue surrounded by fibrous connective
tissue. (HE stain, X100).

Fig. 6-B. The microscopic appearances of nests of
neuroglial cells interlaced with fibrous
tissue septa. Mitoses are rare. (HE

stain, X200)

Fig. 6-C. The microscopic appearance of positive
responses(arrows) of neuroglial cells to

GFAP(glial ~fibrillary
(GFAP stain, X200)

acid protein).
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Encephaiocele

(dura and brain tissue
extrude through

fonticutus nuofronulu)

Fig. 7-A. Schematic representation of pathogenic

Extranasal glioma. C. Intranasal glioma. D. Intranasal encephalocele (by Gorenstem A et al,

1980)
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Table 1. Differential diagnosis of nasal tumors

Glioma Encephalocele Dermoid Polyp
Age(yrs.) <5 <5 any age >5
Location mixed mixed mixed intranasal
Pulsation no yes no no
Variation of size no yes no no
CSF aspirated ? rare yes no no
Cranial defect rare yes rare no
Texture very hard cystic hard/cystic soft
Origin/Base laterally medially medially laterally
Past history none ? meningitis ? cutaneous ? sinusitis
abscess or
discharge
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