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lined by flattened endothelial cells. There were large 
interspaced areas of necrosis with focal calcifications, few 
chronic inflammatory cells, and myxoid changes were 
present [Figure 3]. Immunohistochemistry was diffusely 
positive for CD34. Vimentin. Bcl2 immunohistochemistry 
was not done.

Meningeal solitary fibrous tumor (SFT) is a rare tumor 
and is different from fibroblastic meningiomas (FM) and 
hemangiopericytoma (HPC). SFTs account for 0.09% of 
all meningeal tumors.[1-3] Compared to meningiomas 
the SFTs show a predilection for the posterior fossa and 
spine.[1,2] Most of these tumors are benign, however, 
local recurrence have been reported.[3] Gengler and 
Guillou[4] in a review described SFT as one of the HPC-
like tumor of meninges.[4] Differentiation of SFT from 
HPC is essential because of the therapeutic implications. 
HPC is a dural-based aggressive mesenchymal tumor 
and 15-year recurrence rate is 76%.[5] Postoperative 
radiotherapy therefore is indicated in patients with 
HCP, whereas the SFTs present a benign clinical 

course similar to meningiomas and do not recur unless 
subtotally resected. [2,3] We reported this case of giant SFT 
of middle cranial fossa because of many unusual features: 
Rare location, local aggression, and bony erosion. The 
other unusual feature was internal carotid artery block. 
Although aggressive looking on imaging, it could be 
totally excised.

Rabi Narayan Sahu, A. K. Jaiswal, M. S. Sharma1, 
S. Behari, V. K. Jain

Department of Neurosurgery, Sanjay Gandhi Post Graduate Institute 
of Medical Sciences, Lucknow, 1Department of Neurosurgery,

All India Institute of Medical Sciences, New Delhi, India.
E-mail: drrnsahu@gmail.com

PMID: *** 
DOI: 10.4103/0028-3886.59496

References

1. Prayson RA, McMahon JT, Barnett GH. Solitary fibrous tumor of 
the meninges. Case report and review of the literature. J Neurosurg 
1997;86:1049-52.

2. Brunori A, Cerasoli S, Donati R, Giangaspero F, Chiappetta F. Solitary 
fibrous tumor of the meninges: Two new cases and review of the 
literature. Surg Neurol 1999;51:636-40.

3. Carneiro SS, Scheithauer BW, Nascimento AG, Hirose T, Davis DH. 
Solitary fibrous tumor of the meninges: A lesion distinct from fibrous 
meningioma. A clinicopathologic and immunohistochemical study. Am 
J Clin Pathol 1996;106:217-24.

4. Gengler C, Guillou L. Solitary fibrous tumour and haemangiopericytoma: 
Evolution of a concept. Histopathology 2006;48:63-74.

5. Guthrie BL, Ebersold MJ, Scheithauer BW, Shaw EG. Meningeal 
hemangiopericytoma: Histopathological features, treatment, and long-
term follow-up of 44 cases. Neurosurgery 1989;25:514-22.

Accepted on 24-03-2009

Lipoma of conus medullaris 
without spinal dysraphism in 
an adult
Sir,
A 46-year-old male was admitted with a two-year 
history of low back pain, followed by radiating 
pain in the lateral aspect of left upper thigh. At 
admission, neurological examination showed motor 
weakness of grade 4/5 in both the lower limbs, 
hypoesthesia in the lateral aspect of left upper thigh 
in the L1-2 dermatomes., normal tendon reflexes and 
no pathological reflexes. Magnetic resonance imaging 
(MRI) of lumbar spine revealed an intradural ovoid 
mass of approximately 13 3 15 3 43 mm3 in size 
occupying T11 to L1, which was hyperintense on both 
T1-weighted and T2-weighted images [Figure 1a and b]. 
He underwent T11 to L1 laminectomy. At operation, 
the tumor removal was subtotal as there was no 

Figure 2: Postoperative contrast computed tomography scan of the brain 
showing complete excision of the lesion

Figure 3: Photomicrograph showing fibrous elements and calcifications 
(H and E stain). Inset showing CD 34 immunopositivity
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obvious interface between the tumor, cord, and nerve 
roots. The pathological examinations confirmed the 
diagnosis of lipoma. Postoperatively motor weakness 
worsened and developed loss of anal tone, and urinary 
incontinence. The incontinence improved one month 
after the operation. Motor power in both the lower limbs 
improved from grade 2 to grade 4 after six months of 
rehabilitation.

Lipoma of conus medullaris without spinal dysraphism 
in an adult is a rare entity and only seven cases have 
been reported in the English literature till 2002.[1] 
Many causes such as proliferation of adipose cells, 
deposition of fat in the connective tissue, metaplastic 
differentiation of persisting embryonic meninges, and 
abnormal embryologic development (dysraphism) 
have been hypothesized for the development of these 
tumors.[2] The clinical presentations of intradural 
spinal lipoma are mainly related to the mass effect. [3] 
Most of these patients have the symptoms for more 
than two years before the diagnosis. MRI is the best 
diagnostic modality to evaluate spinal lipoma and 
delineate the adjacent neural structures. The fat 
component can be easily confirmed by using the 
fat-suppression images. Surgical intervention is 
indicated for the patients with progressive neurological 
symptoms. The goal of surgery is not only to remove the 
tumor, but also to preserve the neurological functions. 
With improvements in the neurosurgical techniques, 
use of carbon dioxide laser has been shown to have 
surgical precision, and maximal removal of the tumor 
with minimal surrounding trauma and improved 
hemostasis. Use of carbon dioxide has less electrical 
interference with the intraoperative evoked potential 
recordings. However, as there is often no clear-cut 
margin between lipoma and the cord, aggressive total 
removal of tumor is hard to achieve and is also not 
recommended. Partial surgical excision with wide 

laminectomy, laminoplasty or duroplasty also has 
been advocated to treat the intraspinal lipoma.[4] The 
management of lipoma of conus medullaris without 
spinal dysraphism remains a challenge.
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Ruptured anterior 
communicating artery 
aneurysm presenting with 
monocular blindness
Sir,
Subarchnoid hemorrhage (SAH) is the common 

Figure 1: (a) Sagittal view of T2-weighted magnetic resonance images revealing the intraspinal mass (asterisk) in the T11 to L1 level, which was 
connected to the conus medullaris; (b) Axial view of T2-weighted magnetic resonance images revealing the intradural spinal tumor (asterisk), 

compressing the conus medullaris (white arrow) severely
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