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A Case of Phantosmia Occurred by Glioblastoma
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Phantosmia is defined as the false perception of odors without any environmental odor stimulus. It is a very rare phenomenon,
but it can be caused by a wide variety of conditions, such as viral or allergic rhinosinusitis, head trauma, brain tumor, migraine,
temporal lobe epilepsy, stroke, and psychiatric conditions. If it is caused by a brain tumor such as glioblastoma, it can be con-
trolled with steroids or antiepileptic drugs. Phantosmia can also be treated with surgical resection or adjuvant radiotherapy com-
bined with chemotherapy. We report a case of glioblastoma presenting with phantosmia.
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5~108 A= A&EH, £31817] 3t 8L 5FA] Yol AAFS} =2 (paranasal sinus computed tomography)
WA= AL, s el attoll A= A7t 8 & A3l "AF A vl A= ol o] A
ThaL okQleh Hot A 07 2~3Y 0] g A= WAkl 2] e, 5 559 TRl 34 ecm 2719 o+E
A2} Rzt F7Fehe AT WAL s 717E 5t % g 24 S Hole= T4 o] UebithFig. 1.
Al YA E BRSO 2 WAl T2 o)dgle] 2 TE FolE dAaket ©3Eq ohed gl A1 Q) o A=
AR WA= T2 L8 FoA =AF AL gt oA, 7EE SR R FUCE QIFH 1M 9] XX (aura)
ofoff H]ZF W AlA] HA& Aldstl ot vl txEe] & A=) 4= LA (anti-epileptic drug)Ql &
o|Af azo] BHAER] ekokon] Hulw A7 Ak, ZRAMGEE(sodium valproate, Orfil*)& 600 mg¥ 3F%
37t 24E 9lof FekE 92 HAHbutanol threshold test) 23] AR Wfal =4 AAles 8 thad dYsl=
9} .7} 91A] #AKcross cultural smell identification test) A& 31},
= Alskled], e A AAbelA = 5 TR F U A ZGe, HEFS A7) 38 D/ brain tumor mag-
SE XS = 10802 HAF S (FA: 0~4% T3 netic resonance image) ol A= Ku]5 AARSlckE2ke] of A}
7y 5~68 S5 A, 188 T = AT o~ 128 A 3 A7 22 5 HE o] ERIE o™, ¥ (main
370 A4S Bgon, 37} QA AAAE 12HC2 A lesion) GHU}(hlppocampusM]/ﬂ F-HH (sub lesion)2 -
& SR 047 B37F 5~68 5 A2 7~87 A3 (uncus), HEH (amygdala), ZF 9 (temporal lobe)ell 2
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Occipital lobe Fig. 1. Paranasal Sinus Computed Tomog-
raphy. A 3.4 cm-sized enhancing mass
(white arrow) in the right temporal lobe.
Axial view (A) and Coronal view (B).
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Fig. 2. Brain Tumor Magnetic Resonance

N~ ‘ Image. A 3.3 cm necrotfic enhancing mass

A ; (white arrow) in the right medial temporal

\ Occipital lobe . lobe including hippocampus (HP: hippo-

campus, AM: amygdala, UN: uncus). T1
Gadolinium protocol (A) and T2 protocol
B).
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o] ge ke MR ER 58 thadel Y YA 57 93812 S olfactory bulb) ZHE 44 417 A
HE 3= o, 5877 5 s B8 W& §2 f(afferent nerve tract) & &8l 2 JHE Wol5o|H, Ho]
Lo vjelubA] ekt Ya Y 717 & % oA ol9le A A (prepiriform cortex), W22+ A (entorhinal cortex), H
U, 7 AAHEE QoA a8 FHasta A9 B EX 5 (periamygdala cortex) 2 o] Fo] A gk o
shlom, S i AAIES S50 QHE HEstel o FEloA FFY A= SFEY WS F9o2A dat
Al A7 2 sl Szt 92 RISkl QISlth U 57+ mj g o] Fgol| 9

off A== A, T o] gle Ao thek 2+ HE 7L A
i Et JE]o] gho 7k ZA4Fo] vpEhd o2 Kl thyl Uy o
B olm A EZo A WAE = -, @4, FE, AXFof,

o712 BokA] o2 ) o] o] gt e EA], HA 2 AL Bl vl Aol], vhAlutE], Aojtof 5] &
ol AF FA}0] 0.8~25%01 4 LERHE Aoz A ok A0S HbAwR] giokt), @5 zto)] wFFo g g dojut
oS Ao 4= Gl YRl vl A = A2 = A TE S0l SWEA 3 = E 7] Wil o] &
71/ HlEel Y, B &4 H T 1R E SFE E,  dolAe Zol SA] 94 HARE Aldsks Aol vigrAl
HEF, A A B oul$ opofete] ¥ shszte] ol A it
S ] 2HoA 7hdet EA I Al HAmtez ggt AAH o2 & off, k57ko] 7HE g (epileptic activity)=
A Aksls AL Ax 44 Qg whebd $57 gyt Saf B e 1% vike 2 Algs] =& Holo)
st Hes 2o ZA stotetar 32 HAE ulzk HAF - SARE S5E Y (medial temporal bone)H i S5
9 G HA & ohFe AARE AlE Has Aol R % 3Hmesial temporal sclerosis)E E 3ot S 7t
sjc}? S Zuksls= BE 7H (partial epilepsy)' "2 2L HHS

SHS7e 5 Aoyt A ool FHbEe] YEhd = ZHAAL Q= Ao E e A itk oy Fe| o] A, et
T Yoy giRE ehmo® el A& AR =2 W &of 94 A BIRE e S ¢l U = Al
A 8 Arolth) B FeoA] Sl 37k oS & WHubaAE Ao ® veht MR Bukgh Ade
28FAL, 5~104 A&z ghgzto] 2~3of g st AR K] gttt Al @3t Sol| A Hup Al o] e 7S
I (X Y F7| 7 oA = A1 B v Wi A e AxE 2 AL e a4 AT A4
oA ol A2 t‘a*ﬁﬂﬂ otom 7k Wl ujzk HAbs we}l AR Bl ool AWE YEZEANERS
LR Aol it oyl 95 vZkol A HAZF UL, & W 2 JAIA 417 AE =49 GABA(y-hydroxybutyric acid)
Tl Aol S0l ARl 97 Brbe Aol E4Z0] o FelE AAlske 7S ol HE 2 L AR S =
Ak AT A AAL 7153 AAE ek giAlz = "k aeba Rz2AER A o diE 57t
714 424 5 7ZHcyclic unirhinal phantosmia)?] EA4S o] 4% AL 35 7bo] 7HA 9] Axet= FHS SWys)
wolh” AU F7) A=A S5 zboA B 4= Q=1 = Z2AR E 49t
o Zro] Valsalva®] A8 Ei= = o] $of] - E=%] of sk, ARl 21 —Erﬁﬂtﬂ Holg daksidS
= ZRAE|A] kot FolA w+Eg mvkd omogenous en-

se ho
1% el o)

A 3.4 cm@ &%  weighted image)oll A W& +31 I AH(necrosis) & EHM=
ERI= QT 712 APt = FoF A7) 3 QoA E5FARE A A (rregular margin)E 7H FF0] YO H,
o] o & WEs] Uebg=dl, SR Rol djntell $Ix|st T2 72 Q/HT2-weighted image)oll A 2117 (hyperin-
Hoywo] 1A3] He A, ZFHol 24 9l tense) 2] W|YHY FF O = UERSIT o] T1 7+ g Aol Al

240 A (olfactory cortex)= SF A WS AT HAF EF2T AAE Bolal T2 Z2JAollM 203 = AsE
bl Hole ofu kA EFE

FE 71A ol YxIRE SFA Y WS Y9 LA 4 of gt azolch”
Z (primary olfactory cortex)® 255kl HF¢ 714 F = ofuL A EF-E 7P} S5 oFd HFF I o =A,
o]} 37} 1] 2 (secondary olfactory cortex)2 ZE3cL? o3 EFE 7P Bt Foko] &3k fiEHow A7
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2 S/ o T FEoll tish AE 2o Ao 7HE
o 2d S Qs HHAEAE 27 s At Al
2 o]t} A2 07 el A A (sur-
gical resection) ¥ 382 7o} WEel B WFARA 2] & (ad-
juvant radiotherapy combined with chemotherapy)E i
e 4= Qlar, At o= A 8% (salvage treatment)
2 AEs]E Sk s|ul het A RolE Bs)a of
MRAEFE 3 AYEEO] 3~5%0] BT JEE 57t
2 gk o] Zelo M tiE A ARE FHAAE AL
ool gh5zto] A e = A7} AT shANE A A A
T S 210 ARE AJEHA] SR

AAFEZ o|H|QIT T QoA E] ¢ el of kL
HlZZFo| o3t e57F gx} 185 Akt 57 gkt
7F WA A9, 712 A Q1 AlA HAHERE ofy ek, &7+ b
oF u|zt HARE Aldshal AAkst @5 FYolu A7) 3
Fd B2 Qe AAEE Bl oheket dels s W
of gttt A& W32 A Hchol whef cheksiA AHE 4=
Al B BT 4 Astel oy WA ARE
S 22 H ARE A= & 4 ok
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