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ABSTRACT 

We present a case of a Myxoid Meningioma noticed in a 43-year-old woman. The patient, who had no noteworthy 
medical antecedents, showed repeated focal epileptic crisis. Imaging studies (MR and CT) showed a solitary and well 
delimited tumour located in the frontral lobe. Once extirpated, the histological study revealed a neoplasm of myxoid and 
benign appearance, with elongated and uniform cells, with no atypias and a very low mitotic index. Immunohistochem- 
isty studies (positivity for Vimentin and Epithelial Membrane Antigen, and negativity for the other markers) as well as 
physical and radiological examination of the patient (absence of tumours in any other location), suggested the diagnosis 
of a Myxoid Meningioma, which was confirmed by electron microscopy (by the presence of desmosomes). We also 
revise the characteristics of Myxoid Meningiomas, an absolutely exceptional primary tumour of the central nervous 
system. 
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1. Introduction 

The spectacular advance in the comprehension of pri- 
mary tumor genetic alterations, has made possible the use 
of more efficient and more specific antitumor treatments. 
These therapies, with their secondary effects, have obliged 
practitioners, radiologists and pathologists to submit 
more accurate diagnosis and therefore, to know in depth 
and exhaustively about the different neoplasms, not only 
the more frequent ones, but also those uncommon and 
difficult to notice in the daily practice. 

This logical statement, at least for us, acquires a spe- 
cial significance when we face up to cases like this, ab- 
solutely infrequent 

2. Clinical Case 

A 43-year-old woman, with any interesting medical an- 
tecedent, who came to our hospital because of repeated 
focal epileptic crisis. Radiological studies (MR and TC) 
showed a solitary and well delimited tumour of 1 cm of 
diameter located in the frontal lobe (Figure 1). 

The well demarcation of the tumour, allowed to its 
surgical enucleation, observing an encapsulated and ge- 
latinous lesion. The histological study (Figure 2(a)) re- 

vealed a markedly myxoid neoplasm consisting of po- 
lygonal and fusiform cells with no evident cytological 
atypias and with a very low mitotic index (lower than 1 
mitoses per 50 High Power Fields). 

In the immunohistochemical studies, tumour cells 
showed positivity for Vimentin and EMA (Figure 2(b)), 
and negativity for Cytokeratins (AE1/AE3 and CAM 5.2), 
HMB.45, S-100, Actin, Desmin, CD117, Neurofilaments 
and GFAP. Progesterone receptors were also negative 
and CD31 and CD34 were positive only in vessels. The 
proliferation activity marker (MIB1), was lower than 1%. 

Complementary studies with electron microscopy re- 
vealed the presence of intercellular desmosomal junc- 
tions, interdigitations and microtubules (Figure 3). 

Radiological complementary studies (TC and heart ul- 
trasonography) dismissed the presence of any other tu- 
mour out of the central nervous system. 

On the basis of all these findings, the tumour was di- 
agnosed as a Myxoid Meningioma (grade I Meningioma), 
primary from the central nervous system. 

3. Discussion 

The 2007 WHO classification [1], distinguishes three 
different types of Meningiomas according to their bio- 
logical behaviour (grade I, II and II Meningiomas), in-  *Corresponding author. 
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Figure 1. MRI: image of a well delimited lession located in 
frontal lobe.  
 

(a) (HE) (b) (EMA) 

 

Figure 2. (a) Myxoid Meningioma: Myxoid tumour with 
scattered cells of benign appearance (He × 200); (b) Myxoid 
Meningioma: Tumour cells showed positivity for EMA (I h 
× 200). 
 

(a) (b) 
 

Figure 3. Myxoid Meningioma: (ultra structure). (a) Pres- 
ence of interdigitations between tumour cells (Transmis- 
sion Electron Microscopy); (b) Presence of intercellular 
unions and microtubules (Transmission Electron Micros- 
copy). 
 
cluding a wide range of histological variants in the less 
aggressive group (grade I Meningiomas). One of these 
variants is Metaplastic meningiomas [2-4], which are 
those that show areas constituted of non meningothelial 
mature tissues such as cartilage (Chondroid Meningi- 
oma), adipose tissue (Lipomatous Meningioma), foamy 
histiocytes (Xantomatous Meningioma) or bone tissue  

(Ossificant Meningioma). It is in this curious section of 
Metaplastic meningiomas where the Myxoid Meningi- 
oma is included. Myxoid Meningioma is an infrequent 
variant and difficult to diagnose, and as its name indi- 
cates, this tumour is characterized by a marked myxoid 
transformation and a very different histological appear- 
ance if compared to usual Meningiomas. All this makes 
this lesion subject to be mistaken with other tumours of 
different histological linage and with a very different 
prognosis [5-7]. 

In our case we found an example of a Myxoid Me- 
ningioma, which needed several studies to differentiate it 
from other entities. Immunohistochemistry confirmed 
positivity for Vimentin and EMA, and this allowed us to 
recognize a profile that suggested a meningothelial tu- 
mour. Negative stain for other markers, also allowed us 
to reject other possibilities such a metastases from a 
mucinous tumour (positivity for Cytokeratins), Cranial 
Chordoma or Ecchordosis physaliphora (Cytokeratin and 
S-100 positive), Choroid glioma from the central nervous 
system (GFAP positive), Neurinoma (S-100 positive), 
Neurofibroma (S-100, CD-34 and Neurofilaments posi- 
tive), Neurotecoma (S-100, GFAP positive), Melanomas, 
either primary or metastatic (HMB-45 positive), Myxoid 
Leiomyosarcoma (Actin positive), Rhabdomyoma and 
Rhabdomyosarcoma (Actin and Desmin positive), My- 
xoid Chondrosarcoma (S-100 positive) and a GIST me- 
tastasis (CD 117 positive) [8-12]. Radiological studies 
ratified the results obtained by the immohistochemical 
analysis, rejecting the possibility of a malignant metas- 
tatic process, or the embolism of a Cardiac Myxoma [13]. 
Electron microscopy revealed the existence of intercellu- 
lar unions, and definitively confirmed the meningothelial 
origin of the neoplasm [14]. 

Among all Meningiomas, it also should be made a 
differential diagnosis with Chordoid Meningioma (grade 
I Meningioma), which was easily rejected because no 
typical cytological images were found (similar in some 
degree to those in the Chordoma) [15,16]. 

In our opinion, the presentation of this case, can serve 
to release a rare neoplasm with a difficult diagnose, as it 
has been proved, as well as to reaffirm the importance of 
the collaboration between practitioners, radiologists and 
pathologist, which is the best for a right clinical practice. 
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