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Gezen: Metastasis of Glioblastoma

Extraneural Metastasis Of Glioblastoma Multiforme
Case Report
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Abstract : The case of a 26-yearold man with extraneural
metastasis from intracranial glioblastoma multiforme is presented.
The patient was operated on three times in five years. After the
second operation, metastasis occurred direct to the cranium and

to the dura mater and remote metastasis to the left cervical region.
We discuss the incidence, treatment and outcome with a review
of the literature.
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INTRODUCTION

Metastatis of intracranial tumours and particularly
of gliomas is uncommon. The first case with the
spread of extraneural metastasis was reported in
1928. Since then, nearly 100 cases of metastatic
glioma have been reported (1,3.5.7,10,16,18,19,21).

It is generally noted that most of the extraneural
metastases have been observed after craniotomy and
diversional cerebro-spinal fluid (CSF) shunt pro-
ceedures for treatment or diagnosis (2.5.9.10). Spon-
taneous extraneural metastasis of glioblastoma and
cranium invasion are extremely rare (1,3,6,11,12.13).
In this report we present a case of glioblastoma
multiforme with cervical region metastasis arising
from dura and cranium invasion after the second
surgical craniotomy.

Case Report

A 28-year-old man was admitted to the
Neurosurgical Department on April 5, 1987, because
of severe headache, nausea and vomiting, seizures
and blurred vision for two weeks. There were no
significant systemic physical findings. Neurological
examination revealed marked papilledema
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bilaterally and right-sided hemiparesis. EEG
demonstrated generalised abnormality. CT-scan with
contrast medium showed a cystic mass lesion in the
left parieto-occipital region. Gross total tumour exci-
sion was performed on April 17, 1987.
Histopathological examination revealed a
glioblastoma.

Brain radiation was begun on May 5, 1987, (total
7000 Rad.). The patient appeared to be clinically
stable and there were no complications in the post-
operative period. On November 23, 1987
chemotheraphy (Adriomycin, Endoxan, Oncovin,
Decarbazine) was started and the patient was
discharged symptom free on December 4, 1987.

Grand mal seizures and dysphasia were observ-
ed on September 26, 1990. CT-scan with contrast
medium demonstrated tumour recurrence in the left
parieto-occipital region (Fig. 1) which was totally
removed on September 30, 1990. Reflecting the scalp,
part of the tumour, 2 cm in diameter was revealed,
protruding through the craniotomy defect into the
subgaleal space. The dura mater was found to be
tightly adherent to the parietal bone and the underly-
ing brain. Microscopic examination disclosed grade
IV astrocytoma with extradural and extracranial
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muscles, great vessel and upper part of the left
brachial plexus. Histopathological examination show-
ed metastatic glioblastoma multiforme. In the post-
operative period, additional radiotherapy was given.
After 3 months lympha accumulation was observed
in the tumour cavity (Fig. 3-B). Since the extraneural
metastatic tumour continued to grow, on May 5,
1992, a second course of chemotherapy was started
and the patient was later discharged with no
neurological deficit.

Fig. 1 : CT scan with contrast shows extension of recurrent glial
tumour with ring contrast enhancement in the left parieto-
occipital region. Tumoral lesion infiltrated dura mater and
cranium (arrows).

extension (Fig. 2) The patient was discharged on the
9th post-operative day in good health.

Fig. 2 : Cranial bone trabeculae infiltrated by the tumour
(Hematoxylin-eosin X 200).

The patient was readmitted on January 26, 1992,
because of left occipital headache, pain and swelling
in the left upper middle cervical region. Neurological
and overall systemic examination were normal. MRI
in the PD, T2-weighted axial and T1-weighted coronal
series after Gd-DTPA injection showed invasive

Fig. 3 A.B : (A). T1 weighted coronal, and (B), sagittal MR images
with Gd-DTPA showing a mass lesion with digital edema

neoplastic tissue in the left occipital and cervical in the left parieto-occipital location. Invasion of the tumour
regions (Fig. 3-A). On February 5, 1992, subtotal through craniotomy defects to soft tissues in the left oc-
tumour excision was performed. Solid tumour was dipital and cervical region (small arrows). Lympha acounnula

p : tion was observed in the tumour cavity after subtotal

found to be attached to the surrounding soft tissue, tumour resection in the cervical region (large arrow).
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