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Abstract :  
Meningioma is the most common extra-
axial neoplasm of adults. Among its his-
tological variant, Chordoid meningioma is 
uncommon. We report a 19years young 
girl who presented with simple partial sei-
zure, headache for 3 months. The neuro-
logical examination was normal. The im-
aging of the patient showed a lobulated 
lesion with solid and cystic component 
located in the left occipital region. We 
proceeded with left occipital craniotomy 
and total excision of the lesion. The 
histopathological report was chordoid 
meningioma. The post-operative period 
was uneventful. 
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Introduction: 
Meningioma is the most common extra –
axial neoplasm of adults accounting for 
about 20% of primary intracranial neo-
plasm. Meningioma exhibits a wide variety 
of histological diversity. Chordoid men-
ingioma is a metastatic meningioma with 
aggressive behaviour (WHO Gr II).They 
are locally invasive and the recurrence 
rate is high after subtotal excision. Kepes 
et al coined the term chordoid men-
ingioma, as its histological features re-
semble chordoma. 
Case report: 
A 19 years young girl, presented with 
complaints of seizure-3 months headache 
for 2 months. The seizure starts with pe-
rioral twitching followed by tonic clonic 
movements of the right upper and lower 
limbs, lasting for about 2-3 minutes. The 
consciousness was preserved during the  
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attack and there was no post ictal confu-
sion or weakness. She had about 2 such 
episodes per month. She had headache in 
the occipital region lasting for about 1 hour 
initially, which became holocranial later. 
There was no diurnal or postural variation. 
There were no aggravating or relieving fac-
tors. It was not associated with vomiting or 
blurring of vision. There was no history of 
trauma, loss of consciousness, fever, and 
loss of weight, loss of appetite or any 
chronic cough. No history suggestive of cra-
nial nerve disturbance, motor/sensory defi-
cit .Bladder and bowel habits were normal. 
Examination:  
The general examination was normal with 

stable vitals. On neurological examination, 
her higher mental functions were normal. 
The cranial nerves, motor/ sensory system, 
cerebellum, spine, cranium, autonomic sys-
tem did not reveal any abnormality. 
Clinical and Radiological investigation: 
The routine investigations, complete 

haemogram, blood sugar , urea, creatinine 
were with in normal limits. X-rays chest was 
normal and mantoux was negative. Oph-
thalmic examination did not show any ab-
normality. 
 

Fig:1 Pre op CT scan Brain shows solid, 
contrast enhancing lesion with cystic com-
ponent in the left occipital region 

Fig:2 MRI Brain T 1 images show hypo-
iso intense and T 2 hyper intense lesion 
 



 

                                     An Initiative of The Tamil Nadu Dr M.G.R. Medical University 
                                           University Journal of Surgery and Surgical Specialities 

Fig:3 MRI Brain T 1 contrast images 
show enhancement of the solid compo-
nent 
CT scan brain of the patient shows an 
enhancing lesion in the left occipital re-
gion. MRI brain shows T1 iso-hypo in-
tense lesion, T2 hyper intense, with cystic 
component not suppressed in flair im-
ages. Solid component shows contrast 
enhancement in the left occipital region 
with attachment to the posterior portion of 
falx. 
Intra operative photos: 

 

 
 

 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 

Fig:4 Intra operative images 
Procedure: 
Left occipital craniotomy was done, and 
through trans sulcal approach , the cystic 
component was aspirated and the solid 
component was removed in Toto. The 
size was about 4x4 cm. The specimen 
was subjected to histopathological exami-
nation. 
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Fig:5 The CT brain after surgery shows co 
 

Fig :6 Visual charting was Normalmplete 
removal. 
 

The post op CT brain shows complete 
excision of the tumour . The post op-
erative period was uneventful. She re-
coverd well without any neurological 
deficit and she was discharged with ad-
vice to come for regular follow up. 
 

Fig:7 HPE shows myxoid matrix and 
lymphocytic infiltrates 
 
 

Fig:8 Meningothelial cells in whorls 
The tumour contains a bluish myxoid 
matrix mimicking a chordoma, Focal 
areas of meningiothelial cells in whorls 
and lymphoplasmacytic infiltrates. The 
histopathological report was Chordoid 
meningioma. 
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 Discussion: 
Meningiomas are the most common 
primary intracranial tumours,and the 
most remain asymptomatic hroughout 
the patients life. They arise from arach-
noid cap cells and not from Dura. Inci-
dence peaks at 45 years age. Female: 
Male ratio is 1.8:1.Most commonly lo-
cated along falx, convexity, or 
sphenoid bone. 
WHO classified meningioma based on 
the histopathology as: 
 Grade 1 
Meningothelial, fibrous, transitional, 
psammomatous,    angiomatous, micro-
cystic, secretory,metaplastic 
Grade II 
 
Chordoid, clear cell, atypical 
 
Grade III 
 
Papi l lary,  rhabdoid,  anaplast ic 
Chordoid meningioma is an uncommon 
variant of meningioma, classified under 
WHO Gr.II. 
Histologically it has the characteristic 
features of meningioma and chordoma. 
The tumour contains trabeculae of 
vacuolated or eosiophilic cells in a blu-
ish matrix mimicking a chordoma. Focal 
areas of meningiothelial and transi-
tional features and lymphoplasmacytic 
infiltrates are common. The immunohis-
tochemistry shows scant positivity for 
epithelial membrane antigen and S-
100. Differential diagnosis includes 
chordoid chordoma, myxoid chon-
drosarcoma and chordoid glioma. 
Total surgical excision is the treatment 
of choice. Post-operative radiotherapy 
i s  l e s s  u s e f u l  w h e n  t h e 
residual or recurrent tumour size is 
large 

They are aggressive, locally invasive. The 
chance of recurrence is high when it is not 
removed totally. In the literature, less than 75 
cases have been reported. The largest case 
report was 42 cases (1975 to 1997) by Couce 
et al in the American journal of surgical pa-
thology. We report this is case because; it is 
an uncommon variant of a common extra ax-
ial neoplasm. 
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