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A case of thoracic psammomatous and
meningothelial subtype meningioma presenting
with atypical low back pain and sciatica
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Spinal meningioma is a benign tumor, with a slow but severe course of symptoms, demonstrating different
neurological deficits according to the anatomic region. Diagnosis is generally made with magnetic resonance
imaging (MRI). A 74-year-old female presented with chronic atypical low back pain spreading bilaterally to the
thighs and progressive difficulties in walking with a history of onset after surgery for gallbladder stones. There
was no neurological deficit in the physical examination. MRI revealed a spinal intramedullary mass at T8-9 level,
1.5 cm in size. Laminectomy and instrumentation were applied. Post-operative histopathological examination
reported the case as ‘psammomatous’ and ‘meningothelial’ Grade |. The lower back pain and difficulty in walking
improved rapidly postoperatively. The aim of this paper was to emphasise the importance of early investigation
with MRI and differential diagnosis of spinal tumors in patients presenting with complaints of persistent atypical
low back pain and sciatica.
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BEJ AUMATBIHJIAF bl ATUIIMSJIBIK AYPY CE3IMI MEH PAJIUKYJIUTIEH KOPIHIC TAIIKAH IICAM-
MOMATO3/bI ’)KOHE U MEHUHI'OTEJIMOMATO3/1bl TYPAEI'I KEYJAE BOJIII'THIH OMBIPTKACBIHBIH,
MEHHWHI MOMACBIHBIH KJTITMHUKAJIBIK "KAF TAMBI

Tuba Tulay Koca, Aydin Arslan
Mauiatbsi MEMJICKETTIK aypyxaHachl, Manarbs, Typkust

Ben MeHMHTHOMAchl- COlfKeC aHATOMMSUIBIK ayMaKTa op TYpJIi HEBPOJOTHSIIBIK CHMIITOMATHKa OepeTiH, Oasy opi Kypzeli arbIMIbI Karepei3 icik.
OJleTTe ANarHo3 MarHUTTi-pe3oHaHcTsl ToMorpadus (MPT) sxacaranHaH coH KolbuIabl. bex aymarbIHars! cO3BIIMANIEI aTHITHSIIBIK aypy ce3iMi Masa-
JIAUTBIH 74 ’KacTarbl oifell KiCiHiH KIMHUKAJIBIK JKaFfailbl Oepinmi. by marsiMaap eT-Tac aypyblHa jKacaJFaH XUPYPrisUIbIK eMHEH KelliH maiina GoraH.
AyBIpCBIHY €Ki jKaKTa Ja caH TYCBIHA TapasaJbl JKoHe XKYpreH Kesne Kymedeni. HaykacTel KaparaHia HEBPOJIOTHSUIBIK CHMIITOMATHKA aHBIKTAJIFaH
oK. MPT sxacarannau coH T8-9 neHreitinie auametpi 1,5 cM. HHTpaMeaysUIsIpIibl Macca aHbIKTaN bl JIaMUHIKTOMUS xKacanabl. Onepanusiad Kelinri
THCTOJIOTHSUIBIK 3€PTTEY HOTIDKECIHIE MCaMMOMATO3/bI JKOHE M MEHHHIOTEIMOMATO3IbI TYPACTri Keyle OOMiriHiH OMBIPTKACHIHBIH MEHHHIHMOMAChI
AHBIKTaJIIBL.

Manb3bI co3ziep: Oe aiiMarbIHIAFBl aTHIISUIBIK aypy ce3iMi, KepiHic IICaMMOMATO3IBbI TYP, MEHHHIOTEIMOMATO3MIBl TYP, Keyde OeiriHig
OMBIPTKACEIHBIH MEHUHI'OMACEI, O€JI-KYHBIMIITAK paIuKyIHTI.

KJIAHUYECKHI CTYYAN MEHUHTHOMBI TPYTHOT'O OTAEJIA TIO3BOHKA ICAMMOMATO3HOI'O 1 ME-
HUHI'OTEJIUOMATO3HOT'O MOATHUIIOB, COITPOBOXKJIAIOIINUCA C ATUTIMYHBIM BOJIEBBIM CUHAPO-
MOM B IIOSICHUYHOM OBJIACTHU U IOSICHUYHO-KPECTIIOBBIM PATUKYJIUTOM

Tuba Tulay Koca, Aydin Arslan
Marareuckas rocyaapcTBeHHas oonbHuna, Manarbs, Typius

CrinHaIbHbIE MEHHHTHOMBI — 3TO JI00pOKaueCTBEHHAs! OITyXOJlb, C ME/UICHHBIM, HO TSKEJIbIM KJIMHUYECKHM TEYCHHUEM, C PA3INYHOI HEBPOJIOTHYECKOH
CHMIITOMATHKOIl B COOTBETCTBYIOLIEH aHATOMHYECKON obnacth. JartHos, kak mpaBuIIO, BHICTABISETCS MOCIE IPOBEACHNS MArHUTHO-PE30HAHCHOI TO-
morpaduu (MPT). [IpencraBnen KIMHUYECKUI CiTydaii 74-MeTHHI )KSHIIMHBI ¢ XPOHUYECKUM aTHITHYHBIM OOJICBBIM CHHIPOMOM B MOSICHUYHOIT 00/1aCTH.
JauHble »an00bl MOSBHINCH NOCIE NEPEHECEHHOI OMepalii 10 MOBOY KelueKaMeHHOi Oone3nn. OTmevaetcs uppaauanus 6onu Ha Oeapa ¢ 06enx
CTOPOH M ycuiuBaercs 1pu xojs0e. [Ipu ocMoTpe HeBpOIOrHyeckoit CUMIITOMATHKY He BbisiBlIeHO. [1pu npoBenennn MPT BbIsiBIeHa MHTpaMeLyIuisp-
Hast Macca Ha T8-9 yposHe, 1,5 cM B tnamerpe. bbuta npumeHena samunskromus. [lociaeonepannoHHOe rHCTONATOIOTMYECKOE UCCIIeJOBAaHUE MTOKA3aJ10
MEHHHIHOMY I'PYHOTO OT/IENa IICAMMOMATO3HOTO M MEHHHIOTEIMOMATO3HOTO TTOITUIIOB.

KuroueBble ciioBa: atumyHas 60Jb B HOSCHHIE, MCHUHIMOMBI, ICAMMOMATO3HBIH MOJTHII, MCHUHIOTEIMOMATO3HBIN TTOATHII, MOSICHUYHO-KPECT-
LOBBIN paJIuKyIUT
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INTRODUCTION

Meningioma, which originate from the meningeal
covering of the brain and spinal cord, are the most
frequently seen intercranial tumours in adults. The vast
majority of meningioma are located in the intercranial,
orbital and intravertebral cavities. Although rare, the
development of meningioma has been reported in
almost all other organs. Spinal meningioma are mostly
found in the thoracic region. Although generally
solitary tumours they can be multi-focal, which are
observed particularly in neurofibromatosis Type 2
patients [1].

The noteable biological property of meningioma
is the inclusion of hormone receptors and they are
more often observed in females. In particular the
presence of progesterone receptor is of prognostic
importance. It is accepted as one of the most important
prognostic factors for meningioma in histopathological
classification. In the 2007 World Health Organisation
(WHO) classification, 9 subtypes of slow growth and
low recurrence risk were defined as Grade I, 4 subtypes
of higher risk as Grade II and 3 subtypes as Grade III.
The subtypes found in Grade 1 are meningothelial,
fibrous, transitional, psammomatous, angiomatous,
microcystic, secretory, rich lymphoplasmocyte and

CASE

A 74-year old female presented with complaints
of lower back pain affecting both legs (sciatica),
which was continuous and increased at rest and with
movement. These complaints had started 6 months
previously following gallstone surgery and were
progressing with increasing difficulty in raising the
foot and walking. There was nothing else remarkable
in the patient history.

In the physical examination, the bilateral sciatic
nerve tension tests were positive but no motor deficits

metaplastic. In Grade II are those showing brain
invasion, cordoid, clear cell and anaplastic, while
Grade III histological subtypes comprise papillary and
rhabdoid [2,3].

According to the anatomic localization, spinal
masses may cause findings such as pain, difficulty
in walking, muscle weakness, sensory and sphincter
defects. Spinal meningioma is a benign tumour which
may be seen as single and/or multi focal, alone or
together with cranial involvement. Early diagnosis
may be made with magnetic resonance imaging (MRI)
and treatment with complete resection and there are
low rates of recurrence and re-growth [3]. In literature,
differences can be seen between histopathological
subtypes in terms of prognosis.

The case is here presented of a 74-year old female
who presented 6 months after gallstone surgery with
complaints of lower back pain spreading to both
legs and progressive difficulties in walking. From
MRI and postoperative histological examination,
the patient was determined with an extramedullary
‘psammomatous’meningothelial’ Grade 1 meningioma
at the T8-9 level.

or sensory impairments were determined in the
upper or lower extremities. In the laboratory tests,
sedimentation rate was 88mm/hr and CRP and RF
factor values were normal. There was no history of
brucellosis or tuberculosis. The brucella agglutination
test was negative. No focus of active infection or
finding of inflammatory arthritis was determined. On
the MRI, a 1.5cm mass was determined at T8-9 level,
putting presssure on the T9 root (Figures 1a, 1b).

Figure 1a: Sagittal section image of intradural intramedullar location of the mass 1.5cm in size at T8-9 level
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Figure 1b: Axial section image of the intramedullar mass extending to the spinal cavity and creating pressure on the left T9 root.

The patient underwent surgery and the mass
was completely excised. Histopathological diagnosis
determined the mass as a psammomatous and meningio-
theliamatous type Grade I meningioma.

Postoperatively, the complaints of lower back
pain and sciatica recovered. On the MRI sagittal
section imagination, no residual mass was seen post-
operatively (Figure 2).

Figure 2: On MRI, sagittal section image of spinal canal there was seen no residual mass postoperatively

Spinal meningioma should be considered in the
differential diagnosis of patients presenting with
complaints of atypical lower back pain and sciatica.
With advanced imaging techniques and microsurgery

DISCUSSION

Spinal meningioma is a benign tumour with
a slow course [4], which comprises 14-25% of all
spinal tumours. Of spinal tumours with intradural,
extramedullary location, neurinoma and meningioma
are the most frequently seen. These are generally
benign tumours and total excision is possible. However,
for ependimoma and astrocytoma, which are the most
frequently seen of the intramedullary tumours, total
excision is not possible [3].

In meningioma, spinal location has been reported
at rates of 1.2-12%, with localisation often in the
thoracic region. Although they can be seen at every
age, incidence increases with increasing age. These
tumours are seen more in those aged over 70 years
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methods, spinal meningioma, which are benign tumors,
can be successfuly treated with low rates of recurrence
and morbidity.

and when seen at a young age are related to a poor
prognosis and genetic predisposition [5].

Intraspinal meningioma are benign tumours
with slow growth and severe course which may
cause neurological deficits. There are various
histopathological types. Generally, 90-96% are Grade
I, with histopathologically the most commonly seen
type being ‘meningo-thelial’. There is a low incidence
of malignant meningioma (1.0-5.0%) [6].

The age and thoracic location of the case presented
here were consistent with textbook information. There
was a 6-month history of continuous lower back pain
which was unresponsive to medical treatment and
physiotherapy. The patient was able to walk but was
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experiencing difficulties, with the complaints showing
a progressive course. The first impression was that it
could be a lumbar degenerative disease and the lumbar
MRI was partially clinically compatible. However, that
did not explain the difficulties in raising the feet and
walking. Medical treatment was started of 3x600mg/
day gabapentin and 2x400mg/day etodolac. In the
laboratory examination, raised sedimentation rate
(88mm/hour) initiated an investigation into infection.
There was nothing remarkable in the urine test or
on the pulmonary radiograph. There was no history
of brucellosis and agglutination tests were negative.
There were no complaints to suggest tuberculosis.
There were no findings of active arthritis or skin
disease which would raise the sedimentation value. As
the uric acid values were normal and there were no
joint complaints, pseudogout was not considered. For
differential diagnosis of the mass (whether tumoural or
infectious) a full spinal MRI scan was requested and a
mass was determined at the T8-9 level, so the patient
was admitted for surgery.

As a result of the postoperative pathological
report, the mass was reported as psammomatous,
meningiothelial type Grade 1. At one week
postoperatively, the patient’s pain had recovered.
There was no neurological deficit in the physical
examination. The patient was mobile with assistance
under another person’s supervision for a short time. The
patient was seen to obtain great benefit from the surgery but
in the postoperative period was clinically followed up for
the disease course.

Meningioma show differences in a wide spectrum
according to different histological subtypes. In spinal
meningioma, it is unclear whether or not there is a
relationship between histopathological parameters
and postoperative neurological recovery. In a study by
Schaller B [7] of the relationship between postoperative
results and histopathological subtypes, more unwanted
neurological results were observed in psammomatous
type meningioma compared to other histopathological
subtypes. In addition, a correlation was found between
better postoperative results and a posterior or lateral
position on the spinal canal, below C4, patient age
below 60 years and preoperative symptoms of short
duration.

Secretory meningioma are rarely seen Grade I
histological subtypes characterised by focal epithelial
and secretory transformation of meningiothelial
cells. The most differentiating histopathological
characteristic is the eosinophilic hyalin inclusion in
the neoplastic cell, known as the ‘pseudopsammoma
bodies’. The combination of secretory meningioma
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