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epithelium, immature cartilage, and mucous salivary 
glands [Figure 3]. The patient made an uneventful 
recovery; the indwelling bladder catheter was removed 
after a week and the urinary dribble had completely 
resolved at the first follow-up visit at three weeks after 
the surgery. At four years follow up, she is asymptomatic 
and well.

Failure of an orderly separation of the neuroectoderm 
from the surface ectoderm with the interposition of 
mesoderm (dysjunction) results in a spectrum of defects 
involving the skin, spinal cord, as well as the intervening 
mesodermal structures. Errors in dysjunction manifest 
as a variety of spinal dysraphic states including dermal 
sinus tracts (DSTs) and CITs.[4] Spinal dysraphism is seen 
in 2-4/1000 live births. Spinal DSTs have an incidence of 
1 in 2500 live births and are common in the lumbosacral 
region.[5] CITs such as epidermoids, dermoids, and 
teratomas form along the DSTs till the spinal cord or 
within it.

In occult spinal dysraphism, the most frequent reason for 
referral is a cutaneous finding; however, many already 
have neurologic deficits at presentation. About 50% of 
a large series of DSTs had an associated intradural mass 
lesion.[4] CITs exist at birth are overtly symptomatic 
in infancy, adolescence, or adulthood because of a 
characteristic slow growth.[6] DSTs and associated CITs 
may lead to spinal cord tethering and progressive 
neurological deterioration. In this case, despite the 
obvious overlying hypertrichosis, physician attention 
was sought only after the onset of the urinary dribble.

The presence of an intradural teratoma in association with 
spinal dysraphism is extremely rare. Anecdotal reports 
have described tertomas with split cord malformations, 
myelomeningocele, and lipomyelomeningocele.[3,7] 
Despite a relatively delayed adolescent presentation, 
our patient had a relatively short duration of urinary 
incontinence and made a complete neurologic recovery 
postoperatively.

Though some researchers have suggested a neoplastic 
transformation of heterotopic primordial elements during 
neural tube embryogenesis,[8] most believe that these 
tumors are more dysembryogenetic than neoplastic.[3] 
Teratomas contain derivatives from all three embryonic 
layers (tridermal); they are termed mature or immature 
depending on the differentiation of elements. Besides the 
usual admixture of skin and adnexal elements, muscle, 
fat, neural tissue, bone, and cartilage, mature intradural 
spinal teratomas with intestinal, respiratory, and renal 
tissue have also been reported.[3,9] This intradural spinal 
teratoma with a lumbar split cord malformation showed 
a mature tridermal differentiation and the endodermal 
component was represented by mucous salivary glands. 

This is probably the first report of salivary glandular 
differentiation in a spinal teratoma.
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Intraspinal meningioma in a 
four‑month‑old infant
Sir,
Meningiomas account for approximately 20% of all 
primary central nervous system (CNS) tumors in adults. 
In contrast, childhood meningiomas account for less than 
3% of all primary CNS tumors.[1] Spinal meningiomas 
have rarely been describe in infants.[2] We report a four-
month-old infant with thoracic extradural meningioma.

A four-month-old male infant presented with a two-
week history of a decrease in spontaneous movements 
in both the lower limbs. Prior to two weeks, the infant 
was able to push actively with his lower limbs and 
bear weight when held in the standing position. He is 
the fifth child of nonconsanguineous parents, the other 
four siblings are alive and well. The infant was born at 
term and the antenatal period was uncomplicated. The 
perinatal period was uneventful and the development 
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was appropriate-for-age till the onset of the present 
symptoms. He was exclusively breast-fed. There was no 
family history to suggest neurofibromatosis.

On examination, the infant was afebrile and playful. His 
weight was 6.5 kg, length 63 cm, and head circumference 
41 cm, all at the 50th percentile for age and sex. There were 
no neurocutaneous stigmata. There was no tenderness 
over the spine and no spinal deformity. Neurological 
examination revealed hypotonia in both the lower limbs 
with a motor power of 2/5 grade. Tendon reflexes were 
brisk in the lower limbs with ankle clonus and plantar 
response was bilaterally extensor. The abdominal, 
cremasteric, and anal reflexes were absent bilaterally. 
Anal sphincter tone was lax. Withdrawal response to 
pain was normal in both the lower limbs. The rest of the 
clinical examination was noncontributory.

A clinical diagnosis of compressive myelopathy was 
made and further investigations were done. The plain 
roentgenogram of the spine was normal. Magnetic 
resonance imaging (MRI) of the spine revealed an isointense 
lesion in the posterior extradural space extending from 
T4 to T11 vertebrae on T1-weighted images. The tumor 
was extending from the left T8-9 foramen into the left 
paravertebral region. The lesion caused significant 
compression of the cord at T3-T11 level [Figures 1 and 2].

The infant underwent a T4-T10 laminectomy. The 
tumor was well separated from the spinal cord and 
could be resected completely with its dural attachment. 
Histopathological examination of the tumor specimen 
showed whorls of cells with indistinct cytoplasmic 
boundaries, intranuclear cytoplasmic intrusion 
(pseudoinclusion), and a psammoma body suggestive 
of meningothelial meningioma [Figure 3]. Following 
surgery the power in the lower limbs started improving 
on the third postoperative day and the power was grade 
3/5 by the seventh postoperative day. At discharge the 
anal sphincter tone was normal. At follow up after one 
month, the superficial reflexes were normal but the 
deep tendon reflexes in the lower limbs were still brisk 
with ill-sustained clonus. Power in the lower limbs had 
improved to grade 4/5 at follow up.

Spinal cord tumor is an unusual cause of paraparesis in 
infancy; however, with the better availability of sensitive 
neuroimaging techniques, it is now possible to diagnose 
them early. Extradural meningiomas are uncommon and 
account for 2.7-10% of spinal neoplasms.[3-5].The most 
common site of spinal meningioma is the thoracic spine.[5-8] 
There are very few case reports in the literature describing 
intraspinal meningioma in children less than one year 
of age.[2] Female gender predilection has been attributed 
to sex hormones, however, in the pediatric age group, 
spinal meningiomas have been reported to lack the 
female predominance.[9] Contrast MR imaging is the best 

Figure 3: Pathology slides showing cellular whorls of cells with 
indistinct cytoplasmic boundaries, intranuclear cytoplasmic intrusion 

(pseudoinclusion), and a psammoma body. H and E, original 
magnification 3400

Figure 2: T1-weighted MR images showing a mass having an isointense 
lesion in the posterior extradural space and extending from the left T8-9 

foramen into the left paravertebral region

Figure 1: T2-weighted sagittal MR images showing a mass having an 
isointense lesion in the posterior extradural space extending from 

T4-T11 and causing mass effect on the spinal cord



824 Neurology India | Nov-Dec 2009 | Vol 57 | Issue 6

Letters to Editor

imaging modality for diagnosing spinal meningiomas. It 
clearly delineates the level of the tumor and its relation 
to the cord, which is useful in planning surgery.[7]

Surgery is the preferred treatment in cases of spinal 
meningiomas. Complete resection is possible in most 
of the cases and is associated with good postoperative 
functional improvement.[5-8] This emphasises the need for 
an early diagnosis and an early referral to a neurosurgical 
center. Recurrence of the tumor is rare, and in most series 
the reported rate of recurrence ranged from 3.1- 14.7%.[5-8] 
Radiosurgery should be considered for the exceptional 
cases involving recurrent and symptomatic spinal 
meningiomas.[8,10]
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Giant solitary fibrous tumor 
of the middle cranial fossa
Sir,
A 33-year-old lady presented with progressive diplopia, 

left hemifacial numbness, and left side chewing difficulty 
of eight years duration. She had also progressive decline 
in visual acuity in the left eye for the last two years and 
the decline was more rapid in the last eight months. 
Neurological examination revealed left primary optic 
atrophy, left sixth nerve palsy, hyposthesia in V1, V2, 
and V3 distributions on the left side, and left masseter 
and temporalis muscle wasting and weakness.

Magnetic resonance imaging (MRI) revealed a mass 
lesion in the left middle cranial fossa which was of 
mixed intensity on T1W and T2W sequences with 
heterogenous contrast enhancement [Figure 1]. The 
mass was extending medially up to the left cavernous 
sinus and anteriorly up to the superior orbital fissure. 
Posteriorly, the lesion was extending up to the left 
petrous apex with compression of the left cerebral 
peduncle posteromedially and superiorly the lesion 
displaced left temporal lobe upwards with effacement 
of left temporal horn. MR angiogram showed complete 
block of the left internal carotid artery.

The patient was operated through left subtemporal 
intradural approach. The tumor was yellowish-white, 
lobulated, vascular, and moderately firm. There was a 
relatively good plane of cleavage. The tumor was attached at 
places to the dura tightly and there was erosion of temporal 
base. Part of the tumor was going into the infratemporal 
fossa. Total excision of the tumor including the involved 
dura was achieved and duraplasty was done [Figure 2]. 
The postoperative course of the patient was uneventful. At 
six months follow-up her headache and vision improved 
(2/60) but there was no change in the other deficits.

Biopsy of the tissue revealed sparsely cellular areas 
of undulating spindle-shaped tumor cells with oval, 
mildly anisomorphic nuclei and course chromatin. The 
tumor cells were disposed in poorly formed vesicles on 
a collagenous background with small vascular channels 

Figure 1: Contrast axial magnetic resonance imaging of the brain 
showing heterogenously enhancing mass in the left
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