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Sellar chondroid chordoma
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[Abstract]  Objective To investigate the clinical and pathological characteristics of sellar
chondroid chordoma and discuss differential diagnosis of sellar chondroid chordoma with literature review.
Methods The clinical manifestations of a patient with chondroid chordoma occurring in sellar area were
stated. The morphological characteristics and immune phenotype were analyzed by using HE and
immunohistochemical staining, and related literatures were reviewed. Results A 66-year-old male mainly
presented with repeated hyponatremia. MRI revealed a well - circumscribed, round and space - occupying
mass in sellar area. The tumor was removed under endoscope via the right nasal cavity. During the
resection, the tumor could be seen locating in sellar region with solid, tough quality and clear boundaries.
Histologically, part of the tumor showed the chondroid differentiation in classical chordoma. The
immunohistochemistry of this tumor was positive for cytokeratin (CK), epithelial membrane antigen (EMA)
and S-100 protein (S-100), and Ki-67 labeling index was about 1%. The pathological diagnosis was sellar
chondroid chordoma. During the follow-up period of 11 months, the patient was in good condition and no
tumor recurrence was found. Conclusions Despite low incidence, chondroid chordoma usually develops
in the midline regions with distinctive histological features and immunohistochemical phenotypes. In
general, the prognosis is better than general type of chordoma, and the diagnosis should be differentiated
from general types of chordoma and chondrosarcoma.

[Key words] Chordoma; Chondrocytes;  Sella turcica; Immunohistochemistry

HRBIGR DI R E TR T RAL BRBEW SRS &d, JFi i SOk ) 0 414
AR IR, A R AR AR, BRI PR E A BRSO REL WS RS W, LR T

Gr A1 VAR DA SN B BRI . B R R RNBIUS SRR AT ) R
I LAY R AR, AR R R 2 1100 1 _
AT 1B % AT 66 % U3 1 B DX B0 A GRS

105

doi:10.3969/j.issn.1672-6731.2014.02.007
PR L 710032 T 2, 35 U 26 B8 O 75 ot R o g L7
JHIRAEE : 27 (Email : liging@fmmu.edu.cn)

B B 66 4. FAME MRS A & B X
A ERRAE 1N A, F 20124611 A 22 H ARBE. &
B VAT R BN 2, PR IE = 0 T, & 2 b PR B it
12, 45000 K AT 2 W AN I E T X RE TR T



. 106 - rpE BRI 2 e e 7 2014 4F 2 H A 14 555 2 )

Chin J Contemp Neurol Neurosurg, February 2014, Vol. 14, No. 2

Bl1 SKESMRIKEZEIL 1o BEWIE T WIS 8 X5 O R AL, AR RS A (T Sk s ) b B I T W 7 3% X
AL S BIRRE T (H PR ) e SRARDBLIG SR T W 41315 5 7 Iob 98 kb3 43 5 Ak (5 3k s )

Figure 1 MRI findings of the lesion. Axial T\WI demonstrated a well-circumscribed and space-occupying lesion located at sellar
area with isointensity (arrow indicates, Panel la). Axial T;WI showed mixed signal of sellar lesion (arrow indicates, Panel 1b). Sagittal

enhanced T\WI showed the tumor lesion was partially reinforced (arrow indicates, Panel Ic).
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Figure 2 Optical microscopy findings. HE staining
The tumor cells were large, polygonal cells with
abundant cytoplasm and clear boundary. Part of cells
contained vacuoles in cytoplasm (Panel 2a). x 200
The tumor cells were arranged in nests, cords or floated
singly within abundant myxoid stroma (Panel 2b). x
100 Part of the tumor showed the chondroid
differentiation (Panel 2¢). %200

RFG R T HALURBESA P, Walker 55 "k
B, R AR R e e RS O R A T TR
[FFHEE. Rosenberg%[12]%3ﬂ?§%%mulﬁzm
J, JF 98 i Walker S5 BT S M H B RE S
Heffelfinger 55 $ H (1% 0B AE 15 2R I8 12 W s AN 4
KIS % 91 46 38 3 F BB L R B, A R X3
F1%) S8 24 5 6] TG e AR AR R BRI T TC AR
P OB A UKL I T 5 I 2T A 1 i 2T 4 ) T 4 R R
JBT, B RE A 2R A0 S AR B A X R T[] — i
U, R A 2R Y o A SR A SR B MR B R OR
B R VWS i 6 s o S AR 1 TR e
e 20 A L b R BT RO S-100 8 Y ARGk
FHE 75512 W b

AR R S AR T« SR 1 R IX
B O W R S AR BOR A o i TR RS RO
BAFEW, H K Z 808 TC I R AE R SR AE , 24
FRWTH BAE, HEUE S S UE S 5 E W
AHTR VS , W1 12 W7 200K 1 20 SUTE 765 27 L 58 4 8 4

UM 2R AR 25 4 o T S i 3 2 29 5 e B o Ak
IO A 20 R PN R A R A O A R I A
JE 2 — 0 % ok 96 2 B 4 e B Y B R R A 2L R
Ao WA FRALILE =R, W& BECH
FEB BRI, I 2] 38 3 G0 0 21 20k 2 e (0 40 ff 2R
LR Bz BT D 22 38 BR M, DL BE 45501,

HY T 2% 00 R I R 5 R A TR IR A
S ST 2 o S S =i VA T I i B e
TRVE o R, 76 I PR 12 W ik B2 v 1 v 2 26 12
(1) 22988 1 M ASS 98 B 5 %08 X BSR4
TR ) Ji S 96 DX 38 AN B I8k 5 200 R A i iR
SERE L, ELE I RS A AE TR AL 38 AT R A i
R RHE R  . (2) Fgss L 24Uk AR e, B R IR AR ik
JECJRE b R BB TR A1 (Vim) R S-100 25 1155 3%
K BH P 20 A A 2 A B M D BB M R R
Je 440 L ) B 11 . S-100 & [ 23k P D BB H P
ORI R, FREWRBE REL N




108 - o E A 2 PR 2 R 2014 4 2 5B 14 555 2 )

Chin J Contemp Neurol Neurosurg, February 2014, Vol. 14, No. 2

-4 e T .

Figure 3
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Optical microscopy findings. Immunohistochemical staining (EnVision) Tumor cells were diffusely positive for CK
(Panel 3a). x 100 Tumor cells were diffusely positive for EMA (Panel 3b). x 400 Tumor cells were diffusely positive for S-100

(Panel 3¢). x200 Ki-67 labeling index was about 1% (Panel 3d). X200
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29th CINP World Congress of Neuropsychopharmacology

Time: June 22-26, 2014

Venue: Vancouver Convention Center, Vancouver, Canada

Email: cinp@northernnetworking.co.uk

Website: www.cinp2014.com

The 29th CINP World Congress will be held in June 22-26, 2014 in Vancouver, Canada. The main purpose of this CINP
World Congress is to provide a truly outstanding scientific and educational program featuring leading figures from around the world
who are literally changing the face of neuropsychopharmacology.

The Plenary Speakers will include nobel laureates, and other innovators who are transforming our ability to visualize and
manipulate the brain with a specificity that was undreamed just a few years ago. Medical practice will be informed by leading
clinical researchers who are spearheading new treatment regimens for brain disorders where sensory - motor disturbance and
cognitive (emotional) difficulties often reflect two sides of the same coin. These memorable lectures will be complimented by 36
Symposia spanning the broad spectrum of neuropsychopharmacology from both preclinical and clinical perspectives.

Scientific and Educational Workshops will provide interactive discussions on the latest techniques along with opportunities to
learn firsthand about new and successful clinical approaches to mental ill-health. Lively Pro and Con Debates will ensure that

different perspectives are given the respect they deserve.

European Stroke Conference

Time: May 6-9, 2014

Venue: Nice, France

Email: hennerici@eurostroke.eu

Website: www.eurostroke.eu; www.eurostroke.org

Deadline for abstract submission: January 12, 2014

The European Stroke Conference (ESC) was founded in 1990 by J. Bogousslavsky (Switzerland) and M.G. Hennerici
(Germany). The first meeting was held in Diisseldorf and was attended by about 500 people and proved to be a great success. At
that time only the North American conference existed for clinical researchers and basic scientists to present data from stroke
research. The prospect to establish another European stroke meeting was highly challenging. After biannual meetings, 1992 in
Lausanne and 1994 in Stockholm and increasing attendance, however, the European Stroke Conference became an annual,
international, well-received and continuously growing stroke conference. In the meantime this meeting became a highly successful

conference with more than 4200 attendees 2013 in London, UK.



