PHOTO QUIZ FROM NEUROSURGERY

DoOES A 25-YEAR-OLD WOMAN NEED (GLASSES
OR BRAIN SURGERY!
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CASE HISTORY

A healthy appearing 25-year-old woman with no
past medical history presented with blurry vision which
had worsened recently during the latter months of her
recent pregnancy, and delivery of her second child. She
believed she needed corrective glasses.

She had headaches which, at worst, she considered
mild. She denied diplopia, visual loss, nausea or vomit-
ing. On examination she was pleasant, calm, and in
no distress. Evaluation of her fundus revealed marked
papilledema, prompting an MRI. (Fig. 1, next page)

1. Do these findings likely represent a benign or
a malignant process?

It is clear this is a neoplasm. Its round symmetric
appearance, and location arising from the dura, suggest
a meningioma, which is the most common reported
tumor in the United Srates.! Approximately two thirds
are benign, and one third are malignant. Although
this tumor appears to be most likely benign, adverse
sequelae have occurred as a result of the mass effect,
resulting in papilledema and compromised vision.

2. Is it significant that her symptoms occurred
after pregnancy?

Yes. Meningiomas are known to express both
estrogen and progesterone receptors. During preg-
nancy, levels of both hormones rise, with an increase
in progesterone from the placenta during the second
trimester. Most likely, this patient’s tumor was present
at the onset of gestation, followed by a pattern of lin-
ear growth that correlated with the pregnancy. As the
brain is primarily composed of fat, it is soft, compress-
ible, and has the capacity to accommodate a mass this
size except when exponential growth occurs.

3. Does this patient require transfer to the
Emergency Department?

No, provided there have been no further changes
in her exam, no worsening of her headaches, and no
nausea or vomiting. However, considering the striking

findings, immediate consultation with a neurosurgeon
is warranted, who will assume care and determine
disposition.

After consultation with neurosurgery about the
MRI results, the patient was seen by neurosurgery in
clinic a few days later, and surgery was scheduled for
the following week. The operation was successful in
removing all the tumor. (Fig. 2, next page)

Ideally, to prevent recurrence of a meningioma,
the tumor and a 1 cm margin of its dural attachment
should be removed,” but this is not always possible.
Fortunately for this patient, it was possible to obtain
this margin.

Tumor pathology identified a grade I meningioma,
which is benign. Staining for estrogen and progester-
one receptors revealed the presence of progesterone
receptors, but not estrogen receptors. Clinically, the
patient did very well post operatively. No new deficits
were incurred, and a few days later she was discharged
home. Her vision returned to her normal baseline.

4. Since the tumor was completely removed, with
clean margins, is there still chance of recurrence?

Yes. It has been shown that up to 20% of menin-
giomas that have grossly been totally resected can
recur within 20 years.” Thus, these patients should
be followed by the patient’s neurosurgeon with inter-
val MRIs to monitor for recurrence. The MRIs are
obtained yearly at first, with gradual increases in the
intervals between studies.

5. If such a patient presents to their primary
care doctor in the months or even years after surgery
complaining of headaches, should an MRI always be
obtained?

Yes, if the headache is persistent, especially if wors-
ening in severity. An MRI is also warranted for new
onset seizures or a neurological deficit. Usually these
patients are monitored closely enough with MRIs
that recurrence is detected prior to the development
of symptoms, so regular follow up with neurosurgery
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Fig. 1. MRI taken prior to surgery.

to maintain this surveillance is important. In addi-
tion, this longterm relationship enables questions of
uncertainty to be referred to the neurosurgeon who is
familiar with the patient.

6. Are exogenous hormones safe for women with
meningiomas?

Meningiomas have a higher incidence in women.*
Published data are unclear regarding a specific risk, as
there aren’t enough data sets with large enough num-
bers of patients who are taking exogenous hormones at
the time, or around the time, of diagnosis. The ques-
tion is complicated further, since pathological analysis
of exwvivo tumor tissue does not routinely include
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Fig. 2. MRI taken following surgery.

testing for hormone receptors unless it is specifically
requested.

However, in addition to the higher incidence of
meningiomas in women, there are data that suggest a
potential association with use of exogenous hormones.
Meningiomas also have a higher incidence in women
with a history of uterine fibroids,>® endometriosis,®
and possibly breast cancer,® as well as a variation in
tumor size during the luteal phase of the menstrual
cycle and - as in the present case - pregnancy.’

Since all these phenomena have a hormonal rela-
tionship, it can be inferred that it may be safer to avoid
exogenous hormones if a diagnosis of meningioma has

been established.
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