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We have observed a male patient with bilateral thalamic gliomas with
epileptic seizures. Here, we would to like comment on this rare observed
case.

Bilateral thalamic gliomas are rare tumors of the central nervous sys-
tem, which are usually unilateral [1]. Primary thalamic gliomas include
a different subgroup called bilateral thalamic gliomas, and these tumors
involve the thalami bilaterally. They form a sizable mass lesion in the
thalami. Their clinical course may include a variety of conditions includ-
ing behavioral problems, personality changes, dementia and motor and
sensory loss [2]. Cranial magnetic resonance imaging (MRI) reveals a hy-
perintense image in T2 and FLAIR sections and an isointense image in
T1 section without contrast uptake [3]. Definitive diagnosis of a tumor is
made by histopathological examination of tissue obtained by stereotac-
tic biopsy. Despite treatment, its prognosis is rather bad [4]. In this paper,
we describe a male patient who was diagnosed with primary bilateral
thalamic astrocytic glial tumors using imaging and biopsy upon presen-
tation with complaints of progressive weakness in the left arm and leg
and who died after status epilepticus.

A 55-year-old male patient was admitted to the emergency depart-
ment with complaints of progressive weakness in his left arm and leg.
From his history, it was learned that his complaints began 4 months ago,
that he had been constantly steady recently and that his gait was im-
paired in the recent period. His medical history was unremarkable, except
hypertension, diabetes and coronary artery disease. He had no signifi-
cant family history. His neurological examination revealed apathetic ap-
pearance, difficulty in cooperation, mild hemiparesis in the left arm and
leg, hemihypoesthesia on the left, normal left deep tendon reflexes and
an unremarkable response in bilateral soles. In his brain computed to-
mography (CT), both thalami were isodense; however, they were found to
be enlarged into the ventricles (Figure 1). Cranial MRI revealed an image
consistent with a mass lesion with edematous periphery extending into
the ventricle, which was isointense in T1 sections and hyperintense in T2
sections, and linear contrast enhancement (Figures 2 A, B). Diffusion MRI
also revealed limited diffusion in both thalami, which was significant
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Figure 1. In brain CT, both thalami are isodense and
their enlargement into ventricles is apparent

A

on the right (Figure 2 C). His histopathological ex-
amination performed after stereotactic biopsy of
suspected tumor revealed an astrocytic neoplasm
with oval nucleus and eosinophilic cytoplasm
showing atypia and pleomorphism in hematoxy-
lin and eosin staining, and the neoplasm was as-
sessed as a glial tumor with high-grade vascular
proliferation and necrotic areas (Figures 3 A-D).
While he was being referred for treatment, he was
taken to the intensive care unit with an epileptic
seizure followed by mental confusion. During his
examination, he was confused, disoriented, local-
ized his left side less to painful stimuli and his bi-
lateral sole reflexes were extensor. It was not pos-
sible to control his seizures despite antiepileptic
and antiedema treatment, and on the third day of
follow-up he was taken for mechanical ventilation
due to status epilepticus and died on the tenth
day of follow-up.

Figure 2. Isodense image in cranial MRI T1-weight-
ed sections (A), In T2-weighted axial section, hy-
perintense image consistent with a mass lesion
with edematous periphery extending into ventricle
(B), limited diffusion in both thalami in diffusion
MRI (C)
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Figure 3 A-D. Astrocytic neoplasm with oval nucleus and eosinophilic cytoplasm showing atypia and pleomor-
phism, and vascular proliferation and necrotic area in neoplasm (H + E, 400x). Diffuse and strong immune reactivity
in neoplastic cells (GFAP 400x). Increased proliferation in neoplastic cells (Ki67, 400x)

Bilateral thalamic gliomas are rare tumors,
which are common between the ages of 8 and 70,
and the average age is around 39 years; its inci-
dence is equal in females and males [4]. Our case
was a 55-year-old man. In view of the literature,
there are a limited number of case reports and
small case series. The hypothesis that best de-
scribes bilateralness of these tumors states that
the tumor starts unilaterally and passes to the op-
posite thalamus through the prerubral part of the
midbrain, posterior section of the corpus callosum
and massa intermedia. Another hypothesis states
that the tumor originates from the subependy-
mal section of the third ventricle and affects bi-
lateral thalami bilateral spread [3]. These patients
often clinically present with symptoms including

memory and personality changes and increased
intracranial pressure (lICP) [2]. Hemiparesis was
reported in approximately half of the cases with
one-sided thalamic tumor [5]. Although our pa-
tient had bilateral thalamic tumors, he presented
with hemiparesis and developed cognitive impair-
ment thereafter.

Prognosis of these tumors is rather bad; the
mean time between emergence of symptoms and
death is 1 year [4]. Our patient died 6 months af-
ter developing the symptoms and slowly progress-
ing hemiparesis. In his follow-up, he was found to
also have developed cognitive impairment, and he
differed from the cases in the literature with his
antiepileptic treatment-resistant seizures and sta-
tus epilepticus. Douis et al. reported a patient who
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presented with epileptic seizure, as in our case
[6]. ICP symptoms and headache are less com-
mon in bilateral thalamic tumors, whereas they
are more common in unilateral thalamic tumors
[4]. Our patient had no IICP findings or headache.
It is extremely important to radiologically distin-
guish bilateral thalamic lesions from other pa-
thologies. Brain CT reveals a bilateral symmetric
isodense lesion without contrast uptake. Brain CT
of our patient revealed swelling and an isodense
image in the bilateral thalami. In cranial magnetic
resonance imaging, bilateral thalamic tumors are
homogeneous isointense in T1-weighted images
and hyperintense in T2-weighted and FLAIR im-
ages [7]. Similar radiological characteristics were
observed for our case. The definitive diagnosis is
made by histopathological examination. The his-
topathological examination of our patient carried
out after stereotactic biopsy revealed high-grade
astrocytic glial tumors. However, while our pa-
tient was being referred for treatment, he died.
Here, we present a rare case diagnosed as high-
grade astrocytic glial tumor by histopathological
examination after imaging revealed an extensive
bilateral thalamic lesion. Clinicians should bear
in mind that such patients may develop treat-
ment-resistant epileptic seizures, which could be
a factor responsible for mortality.
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