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—Abstract—

The extraaxial presentation of a medulloblastoma is rare. This article describes the case of

a 12-year-old boy who presented with severe headache, nausea, and vomiting. The tumor

developed in the left tentorium; it was misdiagnosed as a meningioma based on the radiology

examination. We review the literature and discuss the atypical presentation of medulloblastoma.
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Introduction

Medulloblastoma is the most common
childhood intracranial tumor, accounting for
25% of all pediatric intracranial tumors and
33% of all posterior fossa neoplasms in
children.” The common radiological findings
of a medulloblastoma are a hyperdense, well
enhancing, well-demarcated mass that develops
from the cerebellar vermis; variations are not
common. There have been reports of cystic
changes, calcifications, and metastasis.” Here

we report a case of medulloblastoma, which

appeared to be an extraaxial tumor on

radiological imaging.

Case report

A 12-year-old boy, with a headache, nausea,
and vomiting presented for evaluation. These
symptoms had worsened during the preceding
5 days. The magnetic resonance imaging
studies presented a well enhanced and well-
demarcated cerebellar mass and central
necrosis or cystic changes (Fig. 1). Surgery
left  suboccipital

was performed by the
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Fig. 1. The mass is shoed high signal intensity on T2-weighted image (1-A), low signal in T1-weighted
image (1-B) and strong irregular enhancement accompanying with edema (1-C, D, E). And cystic
lesion and calcification is seen in the tumor mass.

approach. The tumor was yellow colored and  be totally removed. The histopathology findings
had a relatively soft consistency; it adhered  were consistent with a medulloblastoma with
to the left tentorium. The tumor appeared to  neuronal and glial differentiation(Fig. 2). The
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Fig. 2. Mlcrophotograph presents the intensely tumor cells consisting of small oval to carrotfshaped cells
with hyperchromatic nuclei (A: H&E stain X 100, B: Synaptophysin X 200).
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postoperative period was uneventful. The
magnetic resonance images (MRI) of the
whole spinal cord and the cerebrospinal fluid
studies were normal. After we confirmed that
there was no residual or metastatic tumor,
adjuvant chemotherapy and radiotherapy
were administered. After 1 year, follow up of
the whole spine by MRI and brain MRI
studies were performed, which showed no

metastasis or recurrence of tumor.
Discussion

Most medulloblastomas are located at the
midline in the posterior fossa, especially in
the cerebellar vermis. The typical imaging
findings of cerebellar medulloblastoma are
well established. On CT the images appear
as a well defined, hyperdense and homogeneous
midline mass with marked enhancement after
intravenous contrast injection. The typical
magnetic resonance images are seen as low
signal intensity on T1-weighted images and
high signal intensity on TZ2-weighted images,
with marked enhancement after gadolinium
injection. In presence of calcification, cystic
or necrotic regions, ill-defined margins, and
lack of enhancement are atypical features of
medulloblastoma during the first decade of
life.” Similar to our case, there is a case report
of findings mimicking an extraaxial tumor
on radiological examination that originated
from the tentorium.” This was considered in

the differential diagnosis as well as other
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posterior fossa tumors including meningioma,
PNET, dysplastic gangliocytoma (Lhermitte-
Duclos disease), and medulloblastoma.

The dural-tail sign can be seen on the
T1-weighted magnetic resonance images with
enhancement as in this case. Most dural
tail signs are associated with meningiomas.
However, lesions that are not meningiomas
can present with the dural tail sign, such
as the glioblastomas multiforme and the
acoustic neuroma.” Detwiler et al.” reported
a medulloblastoma presenting with a dural
tail sign. There are many theories on the
dural tail sign. Some investigators suggest
that this sign reflects tumor extension.”
Other suggest that it may indicate cortical

)

vein enhancement around the tumor,” or

reactive changes because of hypervascularity
and increased loose connective tissue.”
Surgery is the most important treatment
modality. Postoperative adjuvant therapy is
necessary for poor risk groups defined by a
young age less than 3 years, residual tumor
larger than 15 cm” and metastases.” Although
our patient did not have any of these risk
factors, postoperative chemoradiotherapy was
performed to improve the patient survival
and the disease—free interval.”” To date, at
the one year follow up there is no recurrence.
Recently, postoperative chemotherapy alone
1s being performed in young children without

10, 11)

metastases. This treatment modality is

universally applicable to non-—metastatic

medulloblastoma. However, there is no coutcome
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data on chemotherapy alone compared to
postoperative chemoradiotherapy. We report
an atypical case of cerebellar medulloblastoma
originating from the tentorium that was treated
with

chemotherapy.

surgical excision and postoperative
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