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Abstract : Intrasellar meningioma is a rare disease which is dif-
ficult to diagnose preoperatively. We describe an interesting case
of intrasellar meningioma in a 39—year—old woman who presented
with amenorrhea, galactorrhea and severe headaches for six
months. An intrasellar mass was demonstrated by computed
tomography. The mass was approached by the transcranial
route.an intrasellar tumour was found pushing against the
diaphragma sellae. After complete removal of the tumour, the pa-
tient was discharged with resolution of visual and endocrine ab-
normalities and normal serum prolactin level. Histopathological
examination revealed meningioma. Within six, months, the lesion
reappeared with the same visual and endocrine abnormalities.

Computed tomography revealed a contrast enhancing intrasellar
lesion and serum prolactin level was again elevated. At reexplora-
tion, the tumour was excised. Pure subdiaphragmatic intrasellar
meningiomas simulating prolactinomas are unusual lesions.Such
early recurrences may be attributed to incomplete resection or to
the histological character of the tumour. In spite of the rarity of
intrasellar meningioma, preoperative differentiation from a
pituitary adenoma is vital for the proper surgical approach.
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INTRODUCTION

Meningiomas constitute approximately 15 % of
all intracranial neoplasms and are the most common
primary non-glial lesions (3). A suprasellar location
is the fifth most common site of origin with 5 % (13).
Suprasellar meningioma (tuberculum sellae,clinoid
processes, diaphragma sellae) may grow downward
into the sella turcica. But pure subdiaphragmatic in-
trasellar meningiomas are well known though un-
common lesions. These tumors seem to be
exceptional and are thought to arise within the sella
turcica and extend superiorly into the chiasmatic
cistern, causing visual and endocrine disfunction by
compressing optic pathways and pituitary stalk.
There is some data in the literature referring to this
uncommon location (7.8,9,11,14,15). An unusual case
of intrasellar meningioma causing hyperprolac-
tinaemia, mimicking prolactinoma and early recur-
rence of the tumour with endocrine abnormality is

reported with a brief discussion of possible surgical
routes and diagnostic criteria.

CASE REPORT

This 39 year—old woman who earlier had regular
periods for years presented with a 6 months’ history
of headache, amenorrhea and galactorrhea, and
deterioration of vision. On examination corrected
visual acuity was 20/30 on the right and 20/25 on the
left. A left superior temporal quadrantanopia and a
right temporal hemianopia were present on formal
testing of the visual fields. X—rays of the skull and
tomograms of the sella turcica showed sellar enlarge-
ment with anterior and inferior erosion (Fig.1). Cor-
onal and axial cranial CT revealed an intrasellar
lesion with homogenous contrast enhancement ex-
tending superiorly into the chiasmatic cistern (Fig.2).
Carotid angiography showed bilateral slight upward
displacement of the Al segments of the anterior
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cerebral artery without evident tumoral blushing
(Fig.3). The serum prolactin level was 98 ng/ml (nor-
mal < 24 ng/ml), and other routine endocrinological
tests were normal. Thus with the diagnosis of pro-
bable prolactinoma, the patient was operated upon

Fig. 1: X—ray of the sella showing discrete enlargement of the sella
turcica with anterior and inferior erosion.

Fig. 2: CT scans after administration of intravenous contrast Fig. 3: Angiography of the right carotid artery. The Al seg-
medium demonstrating homogeneous intrasellar mass with ment of the anterior cerebral artery is elevated (A) and
suprasellar extension on coronal section (A) and mass in the lateral view shows no intrasellar or suprasellar
suprasellar cistern on axial section (B). No hyperostosis is seen. blush (B).
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by a right subfrontal approach. Surgical exploration
revealed an intrasellar tumour pushing against the
diaphragma sellae and the optic nerves which was
removed totally sparing the pituitary gland. A surpris-
ing finding was bleeding during the operation.
Macroscopically, the tumour was well circumscribed
and globe shaped. The sectioned surface was gray and
firm. The specimen was Stained for S-100 protein*,
Vimentin** and epithelial membrane antigen
(EMA)*** Microscopically, the tumour was compos-
ed of elongated cells in sheets and fascicles (Fig.4).

Fig. 4: The tumour is composed of markedly elongated cells
HEx 150

The nuclei of the cells were elongated and dense in
chromatin, but oval nuclei with delicate chromatin
were seen. The tumour cells were positive for S—100
protein, vimentin and EMA (Fig.5.6.7). There was no
mitosis or necrosis. Histopathological diagnosis was
meningioma. Postoperatively, the patient's visual
acuity and visual field improved gradually and the
serum prolactin level declined to 24
ng/ml.Postoperative CT scan showed no residual
tumour.Six months after the operation,the patient
was readmitted with severe headache.

On reexamination, the patient’s corrected visual
acuity was 20/40 on the right and 20/60 on the left,
a slight bitemporal hemiariopia was present. CT scan-
ning again revealed a heterogenous contrast enhan-
cing intrasellar lesion with moderate suprasellar
extension (Fig. 8). The serum prolactin level was
elevated to 40 ng/ml. At subfrontal reexploration
tumour was removed which was histologically

* S—100 (DPC, Cat. No: CKS1S, California, USA)
** Vimentin (DPC, Cat. No: CKVNS, California, USA)
*** EMA (DPC, Cat. No: CKEMS, California, USA)
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Fig. 5: Tumour cells showing membranous and cytoplasmic EMA
positivity ABC X 375

Fig. 7 : Tumor cells showing Vimentin—immunoreactivity
ABCX 375

identical to the original specimen. Following the se-
cond operation, the patient's visual acuity and visual
field improved and serum prolactin level declined to
20 ng/ml. Eights months after discharge, the patient
was normal.
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Fig. 8: CT scan after administration of intravenous contrast
medium showing heterogenous intrasellar mass with
suprasellar extension on coronal section.

DISCUSSION

Intrasellar meningioma may develop from the
lateral or inferior wall of the sella turcica or from the
diaphragma sella (8).Although intrasellar men-
ingioma is never reported in the large series of men-
ingiomas of the sellar region (1,10,12), several case
reports have appeared in recent literature on the suc-
cessful surgical treatment of intrasellar meningioma
by subfrontal or transsphenoidal route
(7.8.9.11,14,15). Many authors described satisfactory
resolution of the preoperative visual and en-
docrinological deficits, without any major complica-
tions and recurrence. Postoperative follow-up
averaged one year.To the best of our knowledge no
recurrence, in such a short period,has previously
been reported following excision of an intrasellar
meningioma. The cause of the early recurrence in this
case is unknown and may be related either to the
histological character of the tumour or to microscopic
residual tissue.

A rational surgical approach to intrasellar men-
ingioma is complicated by a general inability to cor-
rectly diagnose these uncommon lesions prior to
operation. The most sensitive imaging technique for
the diagnosis of intrasellar meningioma is MR.

Endocrinological findings of intrasellar men-
ingioma may be similar to those of the non—
functioning pituitary adenoma (8.15) or prolactinoma,
as in our case.Increased prolactin secretion level was
rarely reported with intrasellar meningiomas.
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It is very difficult to differentiate intrasellar men-
ingioma from other intrasellar neoplasms because the
X—ray findings resemble to those of other
neoplasms.But a meningioma should be suspected
if bony hyperostosis is evident on plain X—ray.

CT scan is not specific in the differential diagnosis
of intrasellar meningioma, adenoma or other intra
lesions because pituitary adenoma can grow in any
direction in the sellar region and can not always be
differentiated from other intra—parasellar lesions bas-
ed on morphology.Although intrasellar calcification
favors a diagnosis of meningioma.it may rarely be
seen with adenomas.

Although angiography may indicate an intrasellar
meningioma by showing an intrasellar tumour
blush,Cophignon et al (4) also reported tumour blush
in pituitary adenoma.But angiography did not show
a marked blush in our case as in the case of Grisoli
et al. (8).

Magnetic resonance (MR) imaging is an effective
modality in the differential diagnosis intrasellar
region.Identification of the diaphragma sella with MR
can be used to differentiate a pituitary tumor from
a suprasellar mass,elevated in the former but depress-
ed in the latter (5). But it is not useful for differentia-
tion of a pituitary tumour from an intrasellar
meningioma since the diaphragma sella elevated in
both lesions. Meningiomas have shown significant
enhancement on Gd—DTPA—enhanced MR studies
but pituitary adenomas usually demonstrate only
slight and inconsistent enhancement (2,6). Thus
enhanced MR imaging may be the best way to dif-
ferentiate intrasellar meningioma from pituitary
adenoma.

A few reports of treatment of an intrasellar men-
ingioma without complication by the transsphenoidal
route appear in the literature (8,15).Grisoli et al (8)
recommended the transsphenoidal route for biopsy
or removal of every intrasellar tumour with or
without suprasellar expansion.Since there are few
reports of treatment of this lesion by this route, the
actual incidence of recurrence and its reliability is
unknown.

We believe that subfrontal route should be the
preferred surgical approach since the tumor is
adherent to the meninges. The transsphenoidal route
has complications as CSF leak, massive hemorrhage
and incomplete excision. These drawbacks are
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avoided by the subfrontal route along with better
visualization of the suprasellar component of the
tumor allowing complete excision.

Correspondence : Faruk ildan,
Gukurova University,
School of Medicine
Department of Neurosurgery
Balcah. Adana-Turkey
Phone : 322 3386060/3212
Fax : 3224531511

REFERENCES

1. Bonnal J. Brotchi ]. Born J: Meningiomas of the lateral portion
of the sella turcica. Acta Neurochir Suppl 28: 385—388, 1979

2. Breger RK, Papke RA. Pojunas KW, Haughlon VM. Williams
AL, Daniels DL : Benign extraaxial tumors:contrast enhance-
ment with Gd—DTPA. Radiology 163: 427—429,1987

3. Challa VR, Markesbery WR: Meningiomas pathology. In
Wilkins RH,Rengachary SS. ed. Neurosurgery New York: Mc
Graw—Hill, 1985: 613 —622

4. Cophignon ], Djindjian R, Caron JP, Houdart R: Etude
angiographique de la vascularisation des tumeurs
hypophysaires Neurochirurgia 15 : 439—450,1969

5. Daniels DL, Pojunas KW, Kilgore DP.Pech P. Meyer GA.
Williams AL, Haughton VM: MR of the diaphragma sellae. Am
] Neuroradiol 7: 765—769.1986

Ildan: Intrasellar Meningioma In a Woman With Hyperprolactinaemia

6. Dwyer AJ, Frank JA, Doppman JL, Oldfield EH, Hickey AM,

10.

11.

12.

13.

14.

15.

Cutler GB, Loriaux DL, Schible TF: Pituitary adenomas in pa-
tients with cushing disease: Initial experience with Gd—DTPA
—enhanced MR imaging. Radiology 163: 421—426.1987

. Fenichel P, Grisoli F, Brucker F, Sadoul JL. Butori BJ, Harter

M: Panhypopituitarism induced by the development of an in-
trasellar meningioma (letter). Nouv Presse Med 11:
3855—3856.1982

. Grisoli F, Vincentelli F, Raybaud C. Harter M, Guibout M,

Baldini M: Intrasellar meningioma Surg Neurol 20: 36—41,1983

. Kasantikul V, Shuangshoti S, Phonprasert C: Intrasellar

menengioma after radiotherapy for prolactinoma. | Med Assoc
Thai 71: 524-527.1988

Ley A. Gabas E: Meningiomas of the tuberculum sella Acta
Neurochir Suppl 28 : 402—404,1979

Micheal AS, Paige ML : MR imaging of intrasellar meningiomas
simulating pituitary adenomas. ] Comput Assist Tomogr 12
: 944—946,1988

Ojeman RG : Meningiomas of the basal pituitary region. Clin
Neurosurg 27 : 233—262.1980

Taveras JM, Wood EH, eds Diagnostic cun Neurosurgy.
Baltimore Williams and Wilkins 1976 : 159—161

Vogel H, Horoupian DS, Silverberg G: Do folliculo—stellate
adenomas of the pituitary gland exist or are they intrasellar
meningiomas? Acta Neuropathol 77 : 219—223,1988
Watanabe M. Toyama M. Watanabe M.Taniguchi Y. Kaneko
K. Yokoyama M: A case of intrasellar meningioma with
panhypopituarism and hyperprolactinemia. No Shinkei Geka
15: 869—874, 1987

97



