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·临床病理报告·

梭形细胞嗜酸细胞瘤

杨滢瑜 范宜娟 陈荣 汤芃芃

【摘要】 目的 总结梭形细胞嗜酸细胞瘤的临床表现、影像学和病理学特点、诊断与鉴别诊断要

点。方法与结果 男性患者，59 岁，主诉双眼视物模糊 1 年余伴反应迟钝、易疲劳；头部 MRI 显示鞍区占

位性病变。组织学形态，肿瘤组织由梭形细胞构成，呈束状或不规则排列，肿瘤细胞胞质丰富、呈嗜酸性

颗粒样，胞核呈卵圆形或短梭形、无明显核分裂象，间质内可见散在淋巴细胞浸润。免疫组织化学染色，

部分肿瘤细胞胞核甲状腺转录因子⁃1 阳性，胞质抗线粒体抗体、S⁃100 蛋白、半乳糖凝集素⁃3 和波形蛋白

阳性，Ki⁃67 抗原标记指数约 3%。最终病理诊断为（鞍区）梭形细胞嗜酸细胞瘤。患者术后 2 个月出现

视力急剧下降，复查 MRI 显示鞍上占位性病变，遂予放射治疗。随访 10 个月，视力无好转，肿瘤无明显

改变。结论 梭形细胞嗜酸细胞瘤是临床罕见的发生于鞍区的肿瘤，属 WHOⅠ级，应注意与发生于鞍

区的其他肿瘤相鉴别，治疗以手术全切除为主，部分切除患者术后辅以放射治疗。

【关键词】 腺瘤，嗜酸粒细胞； 蝶鞍； 免疫组织化学； 病理学
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【Abstract】 Objective To study the clinical manifestations, imaging and pathological features,
diagnosis and differential diagnosis of spindle cell oncocytoma. Methods and Results A 59⁃year⁃old man
presented with one year history of blurred vision, lags in response and fatiguability. Head MRI showed a
mass at the sellar region. Histological examination showed the tumor was mainly composed of spindle cells
arranged in fascicularis or irregularity with abundant eosinophilic granular cytoplasm and oval or short
spindle nuclei without typical mitotic activity. Infiltration of scattered lymphocytes was observed in the
stroma. Immunohistochemical staining showed partial tumor cells were immunoreactive to thyroid
transcription factor⁃1 (TTF⁃1) in nuclei, anti⁃mitochondria antibody (AMA), S⁃100 protein (S⁃100), Galectin⁃
3 and vimentin (Vim) in cytoplasm. Ki ⁃ 67 labeling index was 3% . The final diagnosis was spindle cell
oncocytoma in sellar region. The patient presented rapid loss of vision 2 months after surgery. Reexamined
MRI showed a mass at the sellar region, and the patient was treated by radiotherapy. During the 10⁃month
follow ⁃ up, the vision was not recovered, and the tumor was still existed. Conclusions Spindle cell
oncocytoma is a rare benign tumor in the sellar region, which is considered as WHO grade Ⅰ tumor. It
should be considered in the differential diagnosis of various sellar region lesions. Complete removal of
tumor is important to prevent tumor recurrence. For patients who achieved partial resection, postoperative
adjuvant radiotherapy is necessary.
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梭形细胞嗜酸细胞瘤（SCO）是发生于鞍区的中

枢神经系统肿瘤，占鞍区肿瘤的 0.1% ~ 0.4%［1］，最

早由 Roncaroli 等［2］于 2002 年报告。2007 年世界卫

生组织（WHO）中枢神经系统肿瘤分类将其新增为

独立的肿瘤实体［3］，2016 年 WHO 中枢神经系统肿

瘤分类修订版将其归为 WHOⅠ级肿瘤［4］。梭形细

胞嗜酸细胞瘤临床罕见，迄今国外文献报道 38 例、

国内文献报道 3 例，其中 2 例患者国内、国外均有报

道。本文报道 1 例发生于鞍区的梭形细胞嗜酸细胞
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瘤，总结其临床表现、影像学和病理学特点、诊断与

鉴别诊断要点，并复习相关文献，以期提高对该肿

瘤的认识。

病历摘要

患者 男性，59 岁，主诉双眼视物模糊 1 年余

伴反应迟钝、易疲劳，于 2017 年 9 月 13 日入院。患

者 1 年余前无明显诱因出现双眼视物模糊，无法看

清 2 m 外的 32 寸电视屏幕，无视物成双，伴反应迟

钝、易疲劳，无头晕、头痛，无恶心、呕吐，无肥胖、尿

量增多、性欲减退；当地医院行头部 MRI 检查显示

鞍区占位性病变，可疑颅咽管瘤。为求进一步诊断

与治疗，遂至我院就诊。患者自发病以来，精神、睡

眠、饮食尚可，大小便正常，体重无明显变化。

既往史、个人史及家族史均无特殊。

入院后体格检查 体温 37 ℃，呼吸 18 次/min，
脉 搏 80 次/min，血 压 120/70 mm Hg（1 mm Hg =
0.133 kPa）；神志清楚，可简单对答，计算力略有下

降；双侧瞳孔等大、等圆，直径约 3 mm，直接和间接

对光反射存在，辐辏反射正常，各向眼动充分，无眼

震、复视，右眼视力 0.12、左眼 0.25，双眼颞侧视野缺

损，无眼球突出或下陷、上睑下垂、眼睑闭合障碍、

水肿等；双侧鼻唇沟对称，伸舌居中，无口角歪斜；

四肢肌力 5 级，肌张力正常；共济运动和深浅感觉未

见明显异常；生理反射对称存在，病理反射未引出，

脑膜刺激征阴性。

辅助检查 实验室检查：血常规均正常；血清

催乳素（PRL）0.79 nmol/L（0.11 ~ 0.55 nmol/L），其余

各项垂体激素均于正常值范围；血清总胆固醇（TC）
为 9.10 mmol/L（< 5.20 mmol/L），甘油三酯（TG）为

6.92 mmol/L（< 1.70 mmol/L），低密度脂蛋白胆固醇

（LDL⁃C）5.59 mmol/L（< 2.60 mmol/L），γ⁃谷氨酰转移

酶（GGT）58 U/L（5 ~ 50 U/L），余血液生化指标均于

正常值范围；未行肿瘤标志物筛查。眼科检查：裂

隙灯检查双眼眼前节正常；眼底镜检查显示，视盘

边界清晰，色淡红，颞侧视盘色淡，视网膜血管无明

显改变，未见出血渗出灶。影像学检查：头部 MRI
显示，垂体形态无明显异常，垂体柄居中，鞍隔未见

明显膨隆，鞍上可见类圆形异常信号影，直径约

3.60 cm，边界清楚，T1WI 呈低信号（图 1a）、T2WI 呈
高或低混杂信号（图 1b）、扩散加权成像（DWI）呈低

信号，增强扫描病灶呈不均匀强化（图 1c）；鞍上池

无明显异常，其内可见异常信号影，视交叉受压；双

侧海绵窦未见明显异常；鞍底无明显下陷，蝶窦顶

壁骨质完整，蝶窦腔内未见明显异常信号影。

诊断与治疗经过 临床诊断为鞍区占位性病

变，考虑颅咽管瘤可能。遂于 2017 年 9 月 20 日于全

身麻醉下行前中颅底肿瘤切除术联合 Ommaya 球囊

植入术。术中取右侧改良翼点切口，可见位于前中

颅底的肿瘤，大小约 4 cm × 4 cm，突向鞍区生长，边

界清楚，质地较韧，血供丰富，分块切除肿瘤，由于

肿瘤与视交叉和垂体柄黏连紧密，于手术显微镜下

部分切除肿瘤，行 HE 染色和免疫组织化学染色。

（1）大体标本观察：手术切除标本为不规则破碎组

织块儿，大小约 1.00 cm × 1.00 cm × 0.50 cm，暗红色，

质地柔软，无包膜。经体积分数为 10%中性甲醛溶

图 1 头部 MRI 检查所见 1a 矢状位 T1WI 显示，鞍上类圆形异常低信号影，直径约 3.60 cm，边界清楚（箭头所示） 1b
冠状位 T2WI 显示，病灶呈高或低混杂信号（箭头所示） 1c 矢状位增强 T1WI 显示，病灶呈不均匀强化（箭头所示）

Figure 1 Head MRI findings Sagittal T1WI showed a well ⁃ defined circular hypointensity signal in the suprasellar region,
with diameter 3.60 cm (arrow indicates, Panel 1a). Coronal T2WI showed a mixed singal (arrow indicates, Panel 1b). Sagittal
contrast⁃enhanced T1WI showed obvious heterogenous enhancement of the lesion (arrow indicates, Panel 1c).
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液固定，常规脱水、石蜡包埋，制备 4 μm 层厚组织切

片。（2）HE 染色：光学显微镜观察显示，肿瘤组织由

梭形细胞构成，呈束状或不规则排列（图 2a），肿瘤

细胞胞质丰富、呈嗜酸性颗粒样，胞核呈卵圆形或

短梭形、染色质深染、核仁不明显，未见明显核分裂

象（图 2b），肿瘤间质内可见散在小灶性淋巴细胞浸

润（图 2c）。（3）免疫组织化学染色：采用 EnVision 二

步法，检测用试剂盒购自基因科技（上海）股份有限

公司。检测用抗体包括甲状腺转录因子⁃1（TTF⁃1）、

S⁃100 蛋白（S⁃100）、半乳糖凝集素⁃3（Galectin⁃3）、波

形蛋白（Vim）、广谱细胞角蛋白（PCK）、胶质纤维酸

性蛋白（GFAP）、突触素（Syn）、嗜铬素 A（CgA）、垂体

激素［包括催乳素、生长激素（GH）、促卵泡激素

（FSH）、黄体生成素（LH）、促甲状腺激素（TSH）、促

肾上腺皮质激素（ACTH）］和 Ki⁃67 抗原，均为即用

型工作液，由基因科技（上海）股份有限公司提供；

抗线粒体抗体（AMA，1 ∶800）检测用试剂盒为美国

Fitzgerald 公司产品。免疫组织化学检测结果显示，

部分肿瘤细胞胞核 TTF⁃1 呈阳性（图 3a），肿瘤细胞

胞质 AMA（图 3b）、S ⁃100（图 3c）、Galectin ⁃3 和 Vim
阳性，PCK、GFAP、Syn、CgA 和各项垂体激素均阴

性，Ki⁃67 抗原标记指数约 3%（图 3d）。最终病理诊

断为（鞍区）梭形细胞嗜酸细胞瘤。术后继发脑积

水，于首次术后 21 d 行双侧脑室⁃腹腔分流术。患者

共住院 38 d，住院期间未行放射治疗或药物化疗。

出院后 1 个月（2017 年 11 月 15 日至 12 月 5 日）自觉

视力急剧下降，当地医院复查 MRI 显示鞍上占位性

病变，大小约 29 mm × 35 mm。遂于当地医院接受放

射治疗（具体剂量不详）。至今随访 10 个月，患者反

应能力较术前改善，但视力无好转，复查 MRI 显示

病灶大小无明显变化。

讨 论

梭形细胞嗜酸细胞瘤是临床罕见的发生于鞍

区的良性肿瘤，肿瘤组织主要由呈束状排列的梭形

细胞构成，胞质呈嗜酸性颗粒样，根据其缺乏间变

图 2 光学显微镜观察所见 HE 染色 2a 肿瘤组织由
梭形细胞构成，呈束状或不规则排列 × 100 2b 肿瘤细
胞胞质丰富、呈嗜酸性颗粒样，胞核呈卵圆形或短梭形、无
明显核分裂象 × 400 2c 肿瘤间质内散在小灶性淋巴

细胞浸润 × 400
Figure 2 Optical microscopy findings HE staining The
lesion was consisted of spindle cells arranged in fascicularis
or irregularity (Panel 2a). × 100 Spindle cells with oval
or short spindle nuclei had abundant eosinophilic granular
cytoplasm and no mitotic activity (Panel 2b). × 400
Lymphocytic infiltration was observed (Panel 2c). × 400
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性，无核分裂象和坏死，结合 Ki⁃67 抗原标记指数较

低，将其归为良性肿瘤。

梭形细胞嗜酸细胞瘤的发病机制尚未明确。

既往认为肿瘤来源于腺垂体的滤泡旁卫星细胞［5］，

然而 Yoshimoto 等［6］和 Mete 等［7］的研究显示，TTF⁃1
表达于梭形细胞嗜酸细胞瘤、神经垂体颗粒细胞

瘤、垂体细胞瘤和正常神经垂体，而不表达于腺垂

体滤泡旁卫星细胞，不支持肿瘤来源于腺垂体滤泡

旁卫星细胞的理论。目前尚未对梭形细胞嗜酸细

胞瘤的起源达成共识。

梭形细胞嗜酸细胞瘤临床罕见，迄今仅文献报

道 39 例，连同本文报道的 1 例，共计 40 例，其临床病

理学特征参见表 1，2［1⁃2，5，8⁃34］。主要好发于中老年人

群，平均发病年龄为 55.90 岁，男女各 20 例（男女比

例 1 ∶1）。临床症状与无功能性垂体腺瘤相似，取决

于肿瘤部位和大小。通常以头痛为首发症状（45%，

18/40）；随着肿瘤侵犯海绵窦和蝶窦，逐渐压迫视交

叉和视神经，可导致复视、眼动受限、视野缺损和视

力下降（62.50%，25/40）；肿瘤压迫和（或）侵犯腺垂

体可以导致垂体功能下降或激素分泌紊乱（50%，

20/40）。肿瘤血供丰富，故常因垂体卒中或急性脑

室出血而急诊就医；加之肿瘤易侵犯周围脑组织，

故常无法手术全切除［8，20，30⁃31］。

梭形细胞嗜酸细胞瘤的影像学表现无特征性，

通常显示鞍区实性占位性病变，呈等 T1、等 T2 信号，

增强扫描病灶呈均匀强化。血管丰富是梭形细胞

嗜酸细胞瘤的特征性影像学征象，表现为 T1WI 和
T2WI 显示病灶内极细小的点状低信号区和线状空

白区，动态增强扫描可见线状空白区在注射对比剂

早期即强化，而部分点状低信号区则无强化［35］。

图 3 光学显微镜观察所见 免疫组织化学染色（EnVision 二步法） × 200 3a 肿瘤细胞胞核 TTF⁃1 阳性 3b 肿瘤细胞胞质
AMA 阳性 3c 肿瘤细胞胞质 S⁃100 阳性 3d Ki⁃67 抗原标记指数约 3%
Figure 3 Optical microscopy findings Immunohistochemical staining (EnVision) × 200 The nuclei of tumor cells was positive for
TTF⁃1 (Panel 3a). The cytoplasm of tumor cells was positive for AMA (Panel 3b). The cytoplasm of tumor cells was intensely positive
for S⁃100 (Panel 3c). Ki⁃67 labeling index was 3% (Panel 3d).
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表 1 国内外文献报道的 40 例梭形细胞嗜酸细胞瘤患者的社会人口学资料

Table 1. Sociodemographic data of 40 cases of spindle cell oncocytoma reported in literatures

组织病理学检查是明确诊断梭形细胞嗜酸细

胞瘤的“金标准”。典型组织形态学表现为梭形或

上皮样肿瘤细胞呈束状或片状排列，偶可见立方体

状或柱状上皮样肿瘤细胞呈乳头状和（或）梁状排

列［28］；肿瘤细胞胞质丰富，呈嗜酸性颗粒样；胞核呈

圆形或卵圆形，染色质深染，可见小核仁；肿瘤间质

有淋巴细胞浸润。复发或恶性变的梭形细胞嗜酸

细胞瘤细胞呈多形性，胞核呈轻至中度异形性，可

见核分裂象［8，32］。免疫组织化学染色对梭形细胞嗜

酸细胞瘤的诊断与鉴别诊断十分重要，部分肿瘤细

胞胞核表达 TTF ⁃1，肿瘤细胞胞质 AMA、S ⁃100 和

Vim 阳性，不表达 GFAP、CD68、Syn、CgA 和各项垂体

激素。上皮样肿瘤细胞表达 PCK 和上皮膜抗原

（EMA）等上皮组织标志物［28］。Ki⁃67 抗原标记指数

较高常提示高复发风险和恶变可能［8，32］。超微结构

观察可见肿瘤细胞呈梭形，胞质内可见大量有层状

嵴的线粒体［36］，未见分泌颗粒。

目前，基因检测对疾病的病理诊断意义有限。

由于梭形细胞嗜酸细胞瘤临床罕见，所报道的文献

中关于基因检测的资料极为有限，但仍可为新的治

疗方向提供参考依据。Mete 等［7］报告 7 例梭形细胞

嗜酸细胞瘤患者，基因检测显示，异柠檬酸脱氢酶 1
（IDH1）R132H 基因突变特异抗体阴性，无 BRAF 基

因突变证据（BRAF V600E 基因突变与 BRAF KIAA
基因突变融合）［5］。Alexandrescu 等［21］报告 1 例梭形

细胞嗜酸细胞瘤患者，肿瘤细胞表达磷酸化蛋白激

酶 B［PKB，亦称丝氨酸/苏氨酸激酶（AKT）］、磷酸化

哺乳动物雷帕霉素靶蛋白（mTOR）提示 AKT/mTOR
信号转导通路激活。锌指蛋白（ZFP）Gli2 作为 Shh
信号转导通路的重要转录因子表达于所有肿瘤细

胞胞核，提示 Shh 信号转导通路激活。

梭形细胞嗜酸细胞瘤应注意与其他鞍区占位

性病变相鉴别。（1）垂体细胞瘤：与梭形细胞嗜酸细

胞瘤同为新增的鞍区肿瘤类型；二者临床表现、影

像学和组织学形态相似，但垂体细胞瘤细胞胞质缺

乏明显嗜酸性；免疫表型二者均表达 TTF⁃1、S⁃100
和 Vim，均不表达 CD68、Syn、CgA 和各种垂体激素，

但垂体细胞瘤不同程度表达 GFAP 而不表达 AMA；

超微结构观察，梭形细胞嗜酸细胞瘤细胞胞质内含

大量特征性肿胀的线粒体。因此，组织学形态、免

疫组织化学染色和超微结构观察有助于鉴别诊

断。（2）神经垂体颗粒细胞瘤：肿瘤细胞体积较大，

富含嗜酸性胞质，呈明显颗粒状；肿瘤细胞胞质高

碘酸⁃雪夫染色（PAS）阳性，AMA 阴性；超微结构观

察，胞质内含大量溶酶体。因此，免疫表型和超微

结构观察可资鉴别。（3）无功能性垂体腺瘤和嗜酸
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Study
Roncaroli, et al［2］

(2002)
Kloub, et al［8］

(2005)

Dahiya, et al［9］

(2005)

Vajtai, et al［10］

(2006)
Farooq, et al［11］

(2008)
Borota, et al［12］

(2009)
Coiré, et al［13］

(2009)
Matyja, et al［1］

(2010)

Demssie, et al［14］

(2011)
Borges, et al［15］

(2011)
Millka, et al［16］

(2011)
Romero⁃Rojas,et al［17］ (2011)
Ogiwara, et al［18］

(2011)Recurring case
Vajtai, et al［19］

(2011)
Fujisawa, et al［20］

(2012)
Alexandrescu,et al［21］ (2012)
Singh, et al［22］ (2012)
Rotman, et al［23］

(2014)
Mu, et al［24］ (2015)Bie, et al［25］ (2013)

Zygourakis, et al［26］

(2015)

Mansour, et al［27］

(2015)
Ryu, et al［28］

(2015)
Vuong, et al［5］

(2016)

Presentation
Panhypopituitarism,visual field defects
Epistaxis (male)

Visual loss (female)

Progressive headache,blurred vision in the righteye, nausea, vomiting andimpotence (male)
Headache, visual loss(female)
Visual loss
Headache, weakness
Headache,panhypopituitarism
Visual field defects,headache,panhypopituitarism
Visual field defects,headache, panhypopituitarism
Visual field defects,headache,panhypopituitarism
Visual field defects,weight loss, vomiting,panhypopituitarism, fatigue
Visual loss
Visual loss, headache
Oligomenorrhea
Headache, visual loss,panhypopituitarism
Not described
Visual field defects,panhypopituitarism
Headache, amenorrhea,visual field defects in left eye
Visual loss, headache
Syncope,panhypopituitarism
Amenorrhea, galactorrhea,visual loss
No symptom
Headache, visual loss
Headache
Progressive headache
Malaise, decreasedlibido and hot flashes
Headache, visual loss

Radiology
Sellar mass
A large mass involved thepituitary fossa and base of theskull with extension into thenasopharynx and nasal cavity
Sellar mass with opticpathways compression
Mass in the pituitary region,which involved the right cavernoussinus, impinged on the temporallobe and expanded the sella
Sellar mass
Sellar/suprasellar mass withsuprasellar extension
Sellar/suprasellar mass
Sellar/suprasellar mass withoptic chiasm compression
Sellar/suprasellar mass withoptic chiasm compression
Sellar/suprasellar mass
Sellar/suprasellar mass

Sellar/suprasellar mass

Sellar mass withheterogeneous signals
Sellar/suprasellar mass
Sellar mass
Sellar/suprasellar mass

Sellar/suprasellar mass
Sellar/suprasellar mass
Sellar/suprasellar mass
Sellar/suprasellar mass
Sellar/suprasellar mass
Sellar mass
Sellar mass
Sellar/suprasellar mass
Sellar/suprasellar mass
Sellar mass
Sellar mass with involvement ofcavernous sinus
Sellar/suprasellar mass withinvolvement of cavernous sinusand optic nerve compression

Ki⁃67labeling index
1%-5%(mean 3%)
20%

18%

1%

8%
< 1%
Low(not described)
2%

9%13%-15%
5% withfocal increase
1%

1%

3%
Not described
2%
5%

1.5%-2.0%
3%
5%
< 1%
2.5%
3%
1.5%
< 5%
Not described
Not described
10%
< 1%

Treatment
Gross total resection
Not described

Subtotal resection

Subtotal resection +radiotherapy

Gross total resection
Gross total resection
Subtotal resection +radiotherapy
Subtotal resection +radiotherapy
Subtotal resection +radiotherapy
Gross total resection
Gross total resection

Subtotal resection +radiotherapy
Gross total resection
Gross total resection
Subtotal resection
Subtotal resection +radiotherapy
Not described
Subtotal resection +radiotherapy
Gross total resection
Subtotal resection
Gross total resection
Gross total resection
Gross total resection
Subtotal resection
Biopsy
Gross total resection
Gross total resection
Subtotal resection

Follow⁃up
No recurrence at 2-68 months(mean 35)
Recurrence after 3 years from initialsurgery treated with sugery andradiotherapy, third surgery performed10 years after initial surgery
Recurrence after 3 years from initialsurgery, performed 11 years later andthird surgery 1 year thereafter
Radiotherapy after initial surgery,no growth at 7 years

No recurrence at 6 months
No recurrence at 16 years
Radiotherapy after surgery,no growth at 2 years
Growth at 1 year, receivedradiotherapy, further growth after10 months, stable afterwards
Growth at 5 months after initialsurgery, reoperation followedradiotherapy
No recurrence at 28 months
Recurrence at 3 years, then secondsurgery with no recurrence20 months after
Growth at 9 months

Recurrence at 13 years
No recurrence at 3 months
No follow⁃up mentioned
Followed by radiotherapy withrecurrence at 4 months, then totalresection with no recurrence at 1 year
Not described
Growth at 1.50 yearsfollowed by radiotherapy
No growth at 6 months
No growth at 6 months
Minimal growth at 8 yearsbefore total resection
No recurrence at 21 months
No recurrence at 15 months
No growth at 6 months
No progression at 2 months
No recurrence at 4 years
Not described
No growth at 6 months

表 2 国内外文献报道的 40 例梭形细胞嗜酸细胞瘤患者的临床特征

Table 2. Clinical features of 40 cases of spindle cell oncocytoma reported in literatures
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续表 2
Continued Table 2.

Study
Custodio, et al［29］

(2016)
Billeci, et al［30］

(2017)

Osman and Wild［31］

(2017)

Kong, et al［32］

(2017)

Sali, et al［33］ (2017)Recurring case
Zhao, et al［34］ (2009)
Present case (2017)

Presentation
Severe hyponatremia,panhypopituitarism,visual field defects
Onset of asthenia,dyspnea and profusesweating (male)
Headache, visual loss(female)
Headache, vomiting, neckpain, back pain, reducedlevel of consciousness andvisual loss
Headache, fatigue, diplopiaand visual field defects

Visual field defects inleft eye
Visual loss, menolipsis
Visual loss, slowreaction, fatigue

Radiology
Sellar/suprasellar mass

Sellar mass involving thesphenoidal sinus andchiasmatic cistern
Sellar mass with opticcompression and cavernoussinus involvement
Sellar/suprasellar mass withoptic and hypothalamiccompression
Sellar mass with suprasellar andparasellar invasiveness with opticchiasma compressed, bilateral internalcarotid arteries partly wrapped
Sellar/suprasellar mass
Sellar mass
Sellar mass

Ki⁃67labeling index
Not described

2%

8%

Low(not described)

6%→19%→45%

6%-8%
< 1%
3%

Treatment
Subtotal resection

Subtotal resection

Subtotal resection

Subtotal resection +radiotherapy

Subtotal resection +radiotherapy

Gross total resection
Gross total resection
Subtotal resection +radiotherapy

Follow⁃up
No growth at 18 months

No growth at 14 months

No growth at 28 months

No growth at 6 months

Second and third surgeries after3 months and 4 months frominitial surgery
Recurrence after 4 years frominitial surgery
Not described
No growth at 10 months

细胞腺瘤：三者临床表现和影像学特征相似。组织

学形态，垂体腺瘤细胞胞核呈较一致的圆形，较少

表现为单一梭形细胞增生。免疫组织化学染色，Syn
和各项垂体激素阳性，而 TTF ⁃1 和 AMA 阴性。因

此，组织学形态和免疫表型可资鉴别。

治疗方面以手术全切除肿瘤为主。对生长固

定、血供丰富、无法全切除的肿瘤，建议术后辅以放

射治疗。若术前疑诊梭形细胞嗜酸细胞瘤或明确

诊断梭形细胞嗜酸细胞瘤后二次手术，建议应于术

前行脑血管造影术，有助于术中有效控制出血［30］。

文献报道的 39 例和本文报道的 1 例梭形细胞

嗜酸细胞瘤患者中肿瘤全切除 19 例，除 2 例无随访

资料，余 17 例中复发 3 例（首次术后 3 ~ 13 年）；肿瘤

部分切除和（或）术后辅以放射治疗有 18 例，除 1 例

无随访资料，余 17 例中复发 7 例（首次术后 3 个月至

3 年）；复发患者 Ki⁃67 抗原标记指数平均 6.90%，无

复发患者平均 3.27%，且 Ki⁃67 抗原标记指数随复发

次数的增加而升高。由此可见，首次手术是否全切

除肿瘤和 Ki⁃67 抗原标记指数可以作为梭形细胞嗜

酸细胞瘤的预后评价指标。
利益冲突 无

参 考 文 献

［2］

［3］

［4］

［5］

［6］

［7］

［8］

［9］

adenohypophysis: a clinicopathological and ultrastructural study
of two cases［J］. Folia Neuropathol, 2010, 48:175⁃184.
Roncaroli F, Scheithauer BW, Cenacchi G, Horvath E, Kovacs
K, Lloyd RV, Abell ⁃ Aleff P, Santi M, Yates AJ. 'Spindle cell
oncocytoma' of the adenohypophysis: a tumor of folliculostellate
cells［J］? Am J Surg Pathol, 2002, 26:1048⁃1055.
Louis DN, Ohgaki H, Wiestler OD, Cavenee WK, Burger PC,
Jouvet A, Scheithauer BW, Kleihues P. The 2007 WHO
classification of tumor of the central nervous system［J］. Acta
Neuropathol, 2007, 114:97⁃109.
Louis DN, Perry A, Reifenberger G, von Deimling A, Figarella ⁃
Branger D, Cavenee WK, Ohgaki H, Wiestler OD, Kleihues P,
Ellison DW. The 2016 World Health Organization Classification
of Tumors of the Central Nervous System: a summary［J］. Acta
Neuropathol, 2016, 131:803⁃820.
Vuong HG, Kondon T, Tran TM, Oishi N, Nakazawa T,
Mochizuki K, Inoue T, Kasai K, Tahara I, Jieying W, Katoh R.
Spindle cell oncocytoma of adenohypophysis: report of a case
and immunohistochemical review of literature［J］. Pathol Res
Pract, 2016, 212:222⁃225.
Yoshimoto T, Takahashi ⁃Fujigasaki J, Inoshita N, Fukuhara N,
Nishioka H, Yamada S. TTF ⁃ 1 ⁃ positive oncocytic sellar tumor
with follicle formation/ependymal differentiation: non ⁃
adenomatous tumor capable of two different interpretations as a
pituicytoma or spindle cell oncocytoma［J］. Brain Tumor Pathol,
2015, 32:221⁃227.
Mete O, Lopes MB, Asa SL. Spindle cell oncocytomas and
granular cell tumor of the potuitary are variants of pituicytoma
［J］. Am J Surg Pathol, 2013, 37:1694⁃1699.
Kloub O, Perry A, Tu PH, Lipper M, Lopes MB. Spindle cell
oncocytoma of edenohypophysis: report of two recurrent case
［J］. Am J Surg Pathol, 2005, 29:247⁃253.
Dahiya S, Sarkar C, Hedley⁃Whyte ET, Sharma MC, Zervas NT,
Sridhar E, Louis DN. Spindle cell oncocytoma of the
adenohypophysis: report of two cases［J］. Acta Neuropathol,
2005, 110:97⁃99.

Matyja E, Maksymowicz M, Grajkowska W, Olszewski W,
Zieliński G, Bonicki W. Spindle cell oncocytoma of the

［1］

·· 108



中国现代神经疾病杂志 2019 年 2 月第 19 卷第 2 期 Chin J Contemp Neurol Neurosurg, February 2019, Vol. 19, No. 2

下期内容预告 本刊 2019 年第 3 和 4 期报道专题为内镜颅底外科，重点内容包括：垂体瘤人工智能联合大数据诊断与治疗；应

重视内镜下鼻颅底手术并发症；内镜颅底外科发展史；神经内镜下扩大经蝶窦入路垂体柄占位性病变活检术临床价值初探；

Knosp 分级和海绵窦分区在侵袭性垂体瘤内镜手术中的意义初探；内镜颅底肿瘤切除术中高流量脑脊液漏修补失败模式及处

理；内镜下经鼻颅底重建治疗脑脊液鼻漏；内镜下经鼻脑脊液漏修补；内镜下经鼻颅底手术继发蝶窦感染诊断与治疗；内镜颅

底手术并发严重鼻出血诊断与治疗；神经内镜下经翼突入路 Sternberg 管未闭脑膜膨出伴脑脊液漏一例

［10］

［11］

［12］

［13］

［14］

［15］

［16］

［17］

［18］

［19］

［20］

［21］

［22］

［23］

Vajtai I, Sahli R, Kappeler A. Spindle cell oncocytoma of the
adenohypophysis: report of a case with a 16 ⁃year follow ⁃up［J］.
Pathol Res Pract, 2006, 202:745⁃750.
Farooq MU, Bhatt A, Chang HT. Teaching neuroimage: spindle
cell oncocytoma of the pituitary gland［J］. Neurology, 2008, 71:
E3.
Borota OC, Scheithauer BW, Fouger SL, Hald JK, Ramm ⁃
Pettersen J, Bollerslev J. Spindle cell oncocytoma of the
adenohypophysis: report of a case with marked cellular atypia
and recurrence despite adjuvant treatment ［J］. Clin
Neuropathol, 2009, 28:91⁃95.
Coiré CI, Horvath E, Smyth HS, Kovas K. Rapidly recurring
folliculostellate cell tumor of the adenohypophysis with the
morphology of a spindle cell oncocytoma: case report with electron
microscopic studies［J］. Clin Neuropathol, 2009, 28:303⁃308.
Demssie YN, Joseph J, Dawson T, Roberts G, de Carpentier J,
Howell S. Recurrent spindle cell oncocytoma of the pituitary: a
case report and review of literature［J］. Pituitary, 2011, 14:367⁃
370.
Borges MT, Lillehei KO, Kleinschmidt ⁃ DeMasters BK. Spindle
cell oncocytoma with late recurrence and unique neuroimaging
characteristics due to recurrent subclinical intratumoral bleeding
［J］. J Neurooncol, 2011, 101:145⁃154.
Millka M, Azouz H, Chelly I, Said IB, Jemel H, Haouet S,
Zitouna M, Kchir N. Spindle cell oncocytoma of the
adenohypophysis in a woman: a case report and review of the
literature［J］. J Med Case Rep, 2011, 5:64.
Romero ⁃ Rojas AE, Melo ⁃ Uribe MA, Barajas ⁃ Solano PA,
Chinchilla ⁃ Olaya SI, Escobar LI, Hernandez ⁃ Walteros DM.
Spindle cell oncocytoma of the adenohypophysis［J］. Brain
Tumor Pathol, 2011, 28:359⁃364.
Ogiwara H, Dubner S, Shafizadeh S, Raizer J, Chandler JP.
Spindle cell oncocytoma of the pituitary and pituicytoma: two
tumors mimicking pituitary adenoma［J］. Surg Neurol Int, 2011,
2:116.
Vajtai I, Beck J, Kappeler A, Hewer E. Spindle cell
oncocytoma of the pituitary gland with follicle ⁃ like component:
organotypic differentiation to support its origin from folliculo ⁃
stellate cells［J］. Acta Neuropathol, 2011, 122:253⁃258.
Fujisawa H, Tohma Y, Muramatsu N, Kida S, Kaizaki Y,
Tamamura H. Spindle cell oncocytoma of the adenohypophysis
with marked hypervascularity: case report［J］. Neurol Med Chir
(Toyko), 2012, 52:594⁃598.
Alexandrescu S, Brown RE, Tandon N, Bhattacharjee MB.
Neuron precursor features of spindle cell oncocytoma of
adenohypophysis［J］. Ann Clin Lab Sci, 2012, 42:123⁃129.
Singh G, Agarwal S, Sharma MC, Suri V, Sarkar C, Garg A,
Kale SS. Spindle cell oncocytoma of the adenohypophysis:
report of a case and review of literature［J］. Clin Neurol
Neurosurg, 2012, 114:267⁃271.
Rotman JA, Kucharczyk W, Zadeh G, Kiehl TR, Al⁃Ahmadi H.
Spindle cell oncocytoma of the adenohypophysis: a case report
illustrating its natural history with 8 ⁃ year observation and a
review of the literature［J］. Clin Imaging, 2014, 38:499⁃504.

Mu Q, Yu J, Qu L, Hu X, Gao H, Liu P, Zheng X, Sun Y,
Huang H. Spindle cell oncocytoma of the adenohypophysis: two
case reports and a review of the literature［J］. Mol Med Rep,
2015, 12:871⁃876.
Bie L, Peng T, Yu HQ, Xu HY, Zhao G, Zhang XF. Spindle
cell oncocytoma of the adenohypophysis: two case reports and a
review of the literature［J］. Zhonghua Shen Jing Wai Ke Za Zhi,
2013, 29:783 ⁃785.［别黎, 彭涛, 于洪泉, 许海洋, 赵刚, 张显

峰. 垂体前叶梭形细胞嗜酸性细胞瘤二例并文献复习［J］. 中

华神经外科杂志, 2013, 29:783⁃785.］
Zygourakis CC, Rolston JD, Lee HS, Partow C, Kunwar S, Aghi
MK. Pituicytomas and spindle cell oncocytomas: modern case
series from the University of California, San Francisco［J］.
Pituitary, 2015, 18:150⁃158.
Mansour M, Juanita G, Tyler S, Edison V, Shams H, Teresa A.
Spindle cell oncocytoma of the pituitary gland: case report and
literature review［J］. Neuro Oncol, 2015, 17(Suppl 5):202.
Ryu WH, Hamilton L, Starreveld Y, Chan J. An unusual
oncocytic sellar neoplasm in a patient with Birt ⁃ Hogg ⁃ Dubé
syndrome［J］. Int J Neuropathol, 2015, 3:43⁃54.
Custodio PJ, Jho DH, Pu C, Gordon MB, Donangelo I. Spindle
cell oncocytoma of the pituitary presenting with severe
hyponatremia［J］. AACE Clin Case Rep, 2016, 2:E237⁃243.
Billeci D, Marton E, Giordan E, Carraro V, Ronzon M, Rossi S.
Spindle cell oncocytoma: report of two cases with massive
bleeding and review of the literature［J］. J Clin Neurosci, 2017,
39:39⁃44.
Osman M, Wild A. Spindle cell oncocytoma of the anterior
pituitary presenting with an acute clinical course due to
intraventricular hemorrhage: a case report and review of
literature［J］. Am J Case Rep, 2017, 18:894⁃901.
Kong X, Li D, Kong Y, Zhong D. Malignant adenohypophysis
spindle cell oncocytoma with repeating recurrences and a high
Ki⁃67 index［J］. Medicine (Baltimore), 2017, 96:E5657.
Sali A, Epari S, Tampi C, Goel A. Spindle cell oncocytoma of
adenohypophysis: review of literature and report of another
recurrent case［J］. Neuropathology, 2017, 37:535⁃543.
Zhao LH, Wu XH, Xu MH, Wang Y, Xu LS, Xiao HL. Spindle
cell oncocytoma of adenohypophysis: a clinicopathological
observation［J］. Zhen Duan Bing Li Xue Za Zhi, 2009, 16:440 ⁃
443.［赵连花, 吴晓华, 许民辉, 王毅, 徐伦山, 肖华亮. 腺垂体

梭形细胞嗜酸细胞瘤临床病例观察［J］. 诊断病理学杂志,
2009, 16:440⁃443.］
Hasiloglu ZI, Ure E, Comunoglu N, Tanriover N, Oz B,
Gazioglu N, Mihmanli I. New radiological clues in diagnosis of
spindle cell oncocytoma of the adenohypophysis［J］. Clin
Radiol, 2016, 71:E5⁃11.
Guadagno E, Cervasio M, Di Somma A, Califano M, Solari D,
Del Basso De Caro M. Essential role of ultrastructural
examination for spindle cell oncocytoma: case report of a rare
neoplasm and review of the literature［J］. Ultrastruct Pathol,
2016, 40:121⁃124.

（收稿日期：2018⁃12⁃25）

［24］

［25］

［26］

［27］

［28］

［29］

［30］

［31］

［32］

［33］

［34］

［35］

［36］

·· 109


