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ABSTRACT 

Primary infundibular craniopharyngioma is a relatively unusual disease due to its location, which usually 

results in late diagnosis. Two female patients are referred to the radiology clinics because of bitemporal 

hemianopsia detected in visual assessment at different times.  

Infundibular lesions were detected with MRI both patients and craniopharyngioma was considered as 

the primary diagnosis. Both masses are operated and the diagnosis of craniopharyngioma is proven 

pathologically. 

 

Keywords: MRI, infundibular Craniopharyngioma, Pituitary infindubulum 

 

ÖZET 

Primer infundibular kraniofarenjiyoma, konumu nedeniyle nispeten nadir görülen ve genellikle geç tanı 

alan bir hastalıktır. Farklı zamanlarda norolojik muayenelerinde bitemporal hemianopsi tespit edilen iki 

hasta MRG incelemesi için radyoloji kliniğine refere edildi. Her iki hastada da MRG ile infindubüler 

yerleşimli lezyonlar tespit edildi ve kraniofaranjiyom birincil tanı olarak düşünüldü. Her iki kitle de 

ameliyat edildi ve kraniofaranjiyom tanısı patolojik olarak doğrulandı. 

Anahtar Kelimeler: MRG, İnfundibular Kraniofaringioma, Hipofizer İnfundibulum 

Introduction 

Craniopharyngiomas account for 1–4% of all 

intracranial tumours and 20% of the tumours 

of the sellar and chiasmatic region [1]. The 

tumor has two age peaks, the one occuring in 

children and the other one in adults between 

the 4th and 6th decades despite it’s more 

common in childhood than adulthood period. 

Craniopharyngiomas arise from remnants of 

embryonic canal extending from the 

oropharynx to the median eminence and 

infundibulum. According to this theory, any 

place along this canal may serve as a site of 

tumor origin [2]. Although the epicenter of the 

lesions is usually suprasellar (90%), sellar or 

infrasellar region; anterior, middle and 

posterior cranial fossas, retroclival region, 

sphenoid bone, nasopharynx, cerebello-

pontine angle and even pineal gland are other 

rare sites of the tumor development [3]. 

Infundibulum along the embryonic canal is 

another potential site for tumor origin. 

However, primary infundibular cranio-

pharyngioma is a rare disease and 

uncommonly early diagnosed until it grows 

towards the suprasellar or parasellar regions. 

It usually presents with neurological 

complications like headache, visual 

disturbance and symptoms related with 

hypothalamic or hypophyseal gland 

dysfunction [4].  

Here we report unusual infundibular cranio- 
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pharyngioma cases which is pathologically 

confirmed and primarily arising from the 

infundibulum. We want to discuss imaging 

findings and differential diagnosis of 

infundibular craniopharyngioma. 

Case Report 

Case 1: A 32-year-old female patient has been 

admitted to the neurology outpatient clinic 

with complaints of persistent vision problems 

and headache for one month. Bitemporal 

hemianopsia is detected in the visual 

examination.  

CT showed a hypodens mass with punctate 

peripheral calcifications in the suprasellar 

area. MRI revealed that the mass was 

originating from the pituitary infindubulum 

and containing cystic and solid areas, 

approximately 20x20 mm in size. The lesion 

compresses the optic chiasm posteriorly and is 

closely adjacent to vascular structures. The 

pituitary gland had a normal appearance. 

Based on these findings, radiological 

diagnosis was considered to be infindubular 

craniopharangioma (Figure 1a-c).  Infun-

dibular craniopharyngioma was confirmed 

histo-pathologically. On the 2nd year follow-

up MRI, there was a mass lesion measuring 15 

x 10 mm consistent with residual or recurrent 

tumor(Figure 1d). 

Case 2: A 61-year-old woman suffering from 

visual disturbance for 2 months admitted to 

the hospital. Visual examination of the patient 

revealed bitemporal hemianopsia. An 

infundibular mass was demonstrated as 

intermediate signal intensity on T1-weighted 

MR images and high signal intensity similar 

to CSF corresponding to cystic changes on 

T2-weighted images. It showed peripheral and 

nodular enhancement pattern on postcontrast 

T1-weighted images. No restriction of 

diffusion is noted on diffusion weighted 

images. The tumor was extending from 

hypophyseal infundibulum to hypothalamus 

and compressing optic chiasm. (Figure 2 a-c) 

The initial radiological diagnosis of the lesion 

was craniopharyngioma, and then the lesion 

was decided to be operated on. Histopatho-

logical results confirmed infundibular cranio-

pharyngioma. Follow-up MRI images two 

months after the operation showed no 

recurrence or residual tumor. 

Discussion 

Craniopharyngiomas are histologically 

benign tumors orginating from squamous 

epithelial cells of Rahtke’s cleft. They usually 

involve sellar-suprasellar region and invade or 

extend to clinically important structures as 

optic chiasm and hypothalamus. It is more 

common in childhood than adulthood period. 

However our two patients were adult. 

Although craniopharyngiomas usually arise 

from Rathke's cleft, they can also arise from 

embryonic cells located anywhere along the 

craniopharyngeal canal. [5]. 

Infundibular involvement may be seen in 

many conditions as well as in 

craniopharyngiomas. It is important to make a 

differential diagnosis of infundibular diseases 

in order to treat appropriately. Infundibular 

lesions are generally classified into three 

categories as neoplastic, inflammatory-

infectious and congenital-developmental. 

Neoplastic lesions include astrocytoma, 

ependymoma, germinoma, pleomorphic 

xanthoastrocytoma, lymphoma, prolactinoma, 

metastasis and craniopharyngioma. The first 

diagnosis to be considered in the absence of 

primary tumor in isolated stalk masses is 

craniopharyngioma.The size of infundibulum 

usually should be lesser than basilar artery at 

clivus level. More than this size might be a 

remarkable point for infundibular lesions. In 

many cases, hypothalamus is involved 

together with the infundibulum. The lesions 

involving both pituitary stalk and 

hypothalamus may result in diabetes insipidus.

 



 

www.actaoncologicaturcica.com  Copyright©Ankara Onkoloji Hastanesi 
 

369 Acta Oncologica Turcica 2021; 54: 367-371 

 

Figure 1(a-d):Non-contrast CT  shows a mass with peripheral punctate calcifications in the suprasellar area. 

(a).Solid lesion of stalk with cystic-necrotic component is shown on contrast enhanced T1-weighted sagittal 

image(b)  and T2-weighted sagittal image(c).The mass copresses the optic chiasm from the posterior and causes 

visual symptoms(c).The remaining mass  is demonstrated  in the postop contrast-enhanced MR image taken two 

years  after surgery(d). 

 

 

Figure 2(a-c). Sagittal non-contrast T1-weighted MRI shows heterogeneous suprasellar mass lesion (a). Contrast-

enhanced solid lesion of stalk with superior cystic-necrotic component demonstrates on contrast enhanced T1-

weighted sagittal (b) and coronal (c) images. 

 

Pituitary adenomas may cause other 

endocrinologic problems due to excessive 

secretion of hormones. Germinomas which 

usually present as a tumor of pineal gland or 

hypothalamus, can also be seen in primarily 

infundibulum [6]. Metastasis to infundibulum 

are usually from breast and lung cancers. In 

the presence of primary tumor, metastasis can 

be considered primarily, but neither of our 

patients had primary tumors. Leukaemia, 

lymphoma and atypical/malignant menin-

giomas  which are aggressive tumors of 
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hypothalamic-suprasellar region are other rare 

tumors can involve infundibulum [1]. Ratke’s 

cleft cysts should be taken into accont if there 

is a cystic tumor of infundibulum. All of these 

tumors are in the differential diagnosis of 

infundibular craniopharyngiomas. However, 

there are some granulomatous diseases of the 

infundibulum that may resemble neoplasms. 

Sarcoidosis, tubercu-losis, langerhans cell 

histiocytosis are such kind of granulomatous 

diseases that involve infundibular stalk. 

Therefore, MRI is an important imaging 

method in the differential diagnosis of 

infundibular lesions. 

In our cases, infundibular involvement is due 

to a true neoplastic pathology called 

infundibular craniopharyngioma. Visual 

impairment is one of the major and earliest 

presenting symptoms of patients harboring 

craniopharyngiomas and also a potential 

complication of the surgical treatment [7]. 

The first symptom in our patients was visual 

problems.Also it is usually diagnosed late 

unless complains of headache, polyuria and 

polydipsia or complains due to compression 

of optic chiasm consist. After diagnosis of 

craniopharyngioma, the next step is to choose 

appropriate treatment modality. There is a 

therapeutic dilemma for craniopharyngioma, 

so the approach is important when deciding on 

conservative or aggressive treatment. 

Conservative treatment may be an alternative 

management for early diagnosed small tumors 

especially for the tumors which are not 

extending to optic chiasm. However, there is 

no consensus on treatment options of larger 

lesions extending to optic chiasm. Complete 

surgical resection is usually indicated because 

it is believed that craniopharyngiomas are 

curable tumors. It is important to conserve 

infundibulum but it is sometimes sacrificed 

for total resection. Another alternative 

treatment modality for some authors is limited 

surgery followed by radiotherapy [8,9]. 

Surgical treatment was preferred in both of 

our patients. While total resection was 

achieved in our second case, our first case is 

being followed due to a residual mass.
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