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PRACTICE POINTS

- Meningiomas are common intracranial neoplasms
that generally present with a benign course.

- Rarely, meningiomas exhibit malignant potential and
can present as extracranial cutaneous neoplasms.

- Patients presenting with nodules on the scalp war-
rant a thorough medical history and consideration
beyond common cysts and lipomas.

Meningiomas generally present as slow-growing, expanding intra-
cranial lesions and are the most common benign intracranial tumor
in adults. Rarely, meningiomas can exhibit malignant potential and
present as extracranial soft-tissue masses through extension or
as primary extracranial cutaneous neoplasms. Although<they are
uncommonly encountered by dermatologists, it is important to
include meningioma in the differential diagnosis for sealp neoplasms.
We present a rare case of a 68-year-old woman with-scalp metasta-
sis of meningioma 11 years after initial resection‘of the primary tumor.
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eningiomas generally present as slow-growing,

expanding intracranial lesions and are the most

common benign intracranial tumor in adults.!
Rarely, meningioma exhibits malignant potential and
presents as an extracranial soft-tissue mass through
extension or as a primary extracranial cutaneous neo-
plasm. The differential diagnosis of scalp neoplasms
must be broadened to include uncommon tumors such
as meningioma. We present a rare case of a 68-year-old
woman with scalp metastasis of meningioma 11 years
after initial resection of the primary tumor.

Case Report
A 68-year-old woman presented for evaluation of an
asymptomatic nodule on the left parietal scalp of 2 years’

duration. She denied any headaches, difficulty with
balance, vision changes, or changes in mentation. Her
medical history was remarkable for a benign meningioma
removed from the right parietal scalp 11 years prior with-
out radiation therapy, asswell'as type 2 diabetes mellitus
and arthritis. The patient’s son died from a brain tumor,
but the exact tumor type and age at the time of death were
unknown. Her current medications included metformin,
insulin glargine, aspirin, and a daily multivitamin. She
denied any allergies or history of smoking.

Physical ‘examination of the scalp revealed 4 fixed,
nontender, flesh-colored nodules: 2 on the left pari-
etal scalp measuring 3.0 cm and 0.8 cm, respectively
(Figure 1A); a 0.4-cm nodule on the right posterior
occipital scalp; and a 1.6-cm sausage-shaped nodule on
the right temple (Figure 1B). No positive lymph nodes
were appreciated, and no additional lesions were noted.
No additional atypical lesions were noted on full cutane-
ous examination.

A diagnostic 6-mm punch biopsy of the largest nodule
was performed. Intraoperatively, there was no apparent
cyst wall, but coiled, loose, stringlike, pink-yellow tissue
was removed from the base of the wound before closing
with sutures.

The primary histologic finding was cells within fibrous
tissue containing delicate round-oval nuclei, inconspicu-
ous nucleoli, and lightly eosinophilic cytoplasm with
an indistinct border (Figure 2). Immunohistochemical
studies for S100 protein were focal and limited to the
cytoplasm of a subset of neoplastic cells (Figure 3). Tumor
cells stained positive for epithelial membrane antigen
(EMA) and were focally positive for progesterone receptor
(Figure 4). Tumor cells were negative for CD31 and CD34.
Based on the clinical and histologic findings, a diagnosis
of metastatic meningioma of the scalp was made.

Magnetic resonance imaging and positron emission
tomography of the head, neck, and chest demonstrated
3 residual subcutaneous nodules on the scalp and an
indeterminate subcentimeter nodule in the right lung.
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FIGURE 1. Metastatic meningioma presenting as<a firm nodule on the
left parietal scalp (A) and a 1.6-cm, sausage-shaped noedule on the
right temple (B).

The 0.4-cm nodule on the right posterior occipital scalp
was removed without complication, and no radiation
therapy was administered. The rest of the lesions were
monitored. She remained under the close observation
of a neurosurgeon and underwent repeat imaging of the
scalp nodules and lungs, initially at 3 months and then
routinely at the patient’s comfort. The patient currently
denies any neurologic symptoms.

Comment

Meningiomas are derived from meningothelial cells
found in the leptomeninges and in the choroid plexus
of the ventricles of the brain.? They are common intra-
cranial neoplasms that generally are associated with
a benign course and present during the fourth to
sixth decades of life. Meningiomas constitute 13% to
30% of intracranial neoplasms and usually are female
predominant (3:1).*>* Rarely, malignant transformation
can lead to local and distant metastasis to the lungs,>®
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FIGURE 2. Tumor cells forming whorl-like structures in a metastatic
meningioma (A)(H&E, original magnification X4). The tumor cells had
round-oval nuclei, inconspicuous nucleoli, lightly eosinophilic cytoplasm,
and indistinct cytoplasmic borders (B)(H&E, original magnification X40).

liver,” and skeletal system.® In cases of metastatic spread,
there is an increased incidence in males versus females.’**

Risk Factors—Although many meningiomas are spo-
radic, numerous risk factors have been associated with
the disease development. One study showed a link
between exposure to ionizing radiation and subsequent
development of meningioma.'”” Another study found a
population link between a higher incidence of menin-
gioma and nuclear exposure in Hiroshima, Japan, after
the atomic bomb blast in 1980." There is an increased
incidence of meningioma in patients exposed to radiog-
raphy from frequent dental imaging, particularly when
older machines with higher levels of radiation exposure
are used.

Another study demonstrated a correlation between
meningioma and hormonal factors (eg, estrogen for
hormone therapy) and exacerbation of symptoms dur-
ing pregnancy.” There also is an increased incidence
of meningioma in breast cancer patients.* Genetic
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FIGURE 4. Tumor cells in a metast meningioma on the scalp were

FIGURE 3. Areas of focal S100 protein positivity in a metastatic menin-

gioma on the scalp (original magnification X40). focally positive for progesteron or (original magnification x40).

alterations also have been implicated in the develop- Most commo lesions tend to be cystic or lipoma-
ment of meningioma. It was found that 50% of patients  tous. In children, a broad differential diagnosis should be
with a mutation in the neurofibromatosis 2 gene (which  consi ,-including dermoid and epidermoid tumors,
codes for the merlin protein) had associated meningio- derm s tumors, hemangiomas, metastasis of another

mas.'®"” Scalp nodules in patients with neurofibromatosis aplasia cutis congenita, pilomatricoma, and lipoma.
type 2 increases suspicion of a scalp meningioma and In‘adults, the differential should focus on epidermoid cysts,

necessitates biopsy. lipomas, metastasis of other tumors, osteomas, arteriove-
Clinical Presentation—Cutaneous meningiom nous fistulae, and heterotopic brain tissue. Often, micro-
cally present as firm, subcutaneous nodules. Sc - scopic examination is necessary, along with additional
ules ranging from alopecia’®' to hypertrichosis® ‘have immunohistochemical staining (eg, EMA, vimentin).
been reported. These neoplasms can be or pain- Treatment—Treatment options for meningioma
ful, depending on mass effect and loc include observation, surgical resection, radiotherapy, and
Classification—The primary clinical classification system  systemic therapy, as well as a combination of these

of metastatic meningioma was fi ibed in 19742' modalities. The choice of therapy depends on such vari-

Type 1 meningioma refers to congenital lesions that tend ables as patient age; performance status; comorbidities;

to cluster closer to the midli refers to ectopic soft-  presence or absence of symptoms (including focal neu-

tissue lesions that extend @kin from likely remnants  rologic deficits); and tumor location, size, and grade. It is

of arachnoid cells. These lesions are more likely to be found —important to note that there is limited knowledge look-

around the eyes, ears, nose, and mouth. Type 3 menin- ing at the results of various treatment modalities, and no

giomas extend from intracranial tumors that secondarily —consensus approach has been established.

involve the skin through proliferation through bone or

anatomic defects. Type 3 is the result of direct extension and ~ Conclusion

the location of the cutaneous presentation depends on the Our patient’s medical history was remarkable for an

location of the intracranial lesion.*** intracranial meningioma 11 years prior to the current
Pathology—Meningiomas exhibit a range of mor- presentation, and she was found to have biopsy-proven

phologic appearances on histopathology. In almost all metastatic meningioma without recurrence of the initial

meningiomas, tumor cells are concentrically wrapped in  tumor. Patients presenting with a scalp nodule warrant a

tight whorls with round-oval nuclei and delicate chroma-  thorough medical history and consideration beyond com-

tin, central clearing, and pale pseudonuclear inclusions. mon cysts and lipomas.
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