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Primary Calvarial Meningioma

Case Report
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rare and comprises less than 2% of all meningioma.

of her tumor and eventually fully recovered.
nature are initially managed by primary care physicians.
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Introduction: Although meningioma is the most common non-glial tumor of intracranial space, primary extra cranial meningioma is

Case Presentation: We report a case of slowly progressing extracranial meningioma that was presented in a young adult woman. The
tumor was asymptomatic but large enough to cause cosmetic discomfort. Patient underwent successful and complete surgical resection

Conclusions: Primary Extracranial Meningiomas (PEMs) without intracranial origin are very rare and because of their slow growing

1. Introduction

Although meningioma is one of the most common tu-
mors encountered in neurosurgery patients, primary
calvarias meningioma are very uncommon (1). Calvarial
meningioma is a variety of extracranial meningioma
that originates from meningothelial cells and primar-
ily invades the bone tissue and results in hyperostosis;
however, diffuse and widespread bone thickening is rare.
Such meningioma is rare unlike the more commonly
seen intracranial meningioma and its clinical presenta-
tion differs based on its sizes and location (2). They pres-
ent themselves as a slowly growing scalp mass that are
usually pain free and more commonly seen in periorbital
or frontoparietal regions (3). Trauma has been proposed
as a cause of these kind of tumors where meningothelial
cells trap into the suture lines or a fracture and conse-
quently grow to become a tumor (3). Most tumors are
histologically benign and in case of malignancy, distant
metastasis are rare. Its male to female ratio is 1:1 (4).

2. Case Presentation

A 19-year-old female presented with a slow growing
mass in her occipital region. Mass was growing for the
past 7 years; however, it was pain free and covered by her
hair, so she did not seek any medical attention. At the
time of presentation the tumor had grown large enough
to cause cosmetic and health concerns for her. She did
not give any history of trauma, skull fracture, previous
tumors, and any medical issues requiring hospitaliza-
tion. She also did not give any family history of radiation,
cancer, or congenital disease. Tumor had not caused any

mental or physical growth disruption and her physical
exam apart from the occipital mass was normal. Occipi-
tal mass was nontender, measuring 10 cm x 10 cm with no
superficial scarring. The thickness of the mass at its high-
est part was 4 cm. No other positive physical findings
were observed and neurological exam was completely
benign. Laboratory tests all came back normal. CT scan
and MRI reported an occipital hyperostosis with 10 cm x
11cm x 4 cm tumor that had crossed the midline without
any intracranial involvement (Figure 1).

Patient with the primary diagnosis of fibrosacroma
was taken to the operating room and under general anes-
thesia, tumor was completely excised. No dural involve-
ment or injury was observed or occurred during surgery.

Figure 1. Preoperative Axial View T-2 MRI With Tumor Crossing Midline
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Apart from some bleeding during the surgery due to hy-
pervascularity of the tumor, there was no injury to the
brain tissue or cerebral venous sinus (Figure 2). Tumor was
completely excised with wide resection of tumor edges
and removal of adjacent dura. Patient had an uneventful
postoperative period and discharged on the fourth hospi-
tal day. Microscopic Pathology of tumor confirms menin-
gioma. Seven years postoperative follow up proved no sign
of the tumor or no sensory neural deficit (Figures 3 - 6).

Figure 2. Intraoperative View

Figure 3. Postoperative Axial CT SCAN, Show Total Removal of Tumor

Figure 4. Microscopic Pathology of Patient
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Figure 5. Preoperative View of Patient

Figure 6. Postoperative View of Patient

3. Discussion

As explained before, primary extra dural meningiomas
are extremely rare. In reviewing the literature, we found
6 other reports of occipital meningioma but none were
as extensive as the case that is reported here. Increased
intracranial pressure is usually a complication associ-
ated with PEMs that is caused by dural thickening and
hyperostosis. It might also result from occlusion of dural
sinus and interruption of cerebrospinal fluid clearance
(5). Extradural meningiomas are usually benign and slow
growing but unlike intracranial meningioma they have
higher tendency to become invasive (11% vs. 3%) (2, 6). Me-
ningioma presenting with scalp swelling, osteolytic skull
lesions, and extracranial soft-tissue masses are found
to be more aggressive (7). Meningioma is histologically
categorized into different subtypes as meningothelial
(syncytial), fibrous (fibroblastic), psammomatous, angio-
matous (angioblastic), and transitional (mixed) (4). The
angioblastic type may have a mesenchymal non-menin-
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gothelial origin and also known as hemangiopericytoma
of the meninges (8). Most extracranial meningioma of
the paranasal sinuses have been syncytial (9). Imaging
studies, particularly CT scan can be helpful to narrow
down the diagnosis. All primary metastatic soft tissue, or
bone neoplasm have to be considered. However, when a
slow growing painless mass was observed, PEM should be
considered.
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