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ABSTRACT

CASE REPORT

We report a previously unreported case of a 59-year-old ex-smoker
male with association between tongue squamous cell carcinoma
(SCC) and petrous ridge meningioma. Tongue SCC was successfully treated by partial glossectomy with left functional
neck dissection, 6 months later, petrous ridge meningioma was
discovered and gamma knife treatment was undertaken for it.

An ex-smoker male aged 59 years with no history of previous malignancy or radiotherapy was presented with
left marginal tongue ulcer (involving the lateral border
of the anterior 2/3) (Figs 1A to D). A punch biopsy that
was taken from the edge proved histopathologically to
be infiltrative SCC grade II. Clinical neck examination
could not detect any palpable lymph node enlargement
and the patient was staged as T1N0M0.
Patient was prepared and admitted for left partial
glossectomy (Figs 1A to D) with left functional neck
dissection. Postoperative pathological examination
confirmed the tongue ulcer to be SCC with all margins
free of malignancy and lymph nodes had no metastatic
deposits (0/36) so, apart from follow-up, no additional
therapy was needed.
Postoperative period was uneventful and the patient
was discharged with no further complaint.
Follow-up of the patient showed apparently normal
and healed mucosa without ulceration or recurrence so
far (9 months) (Figs 1A to D).
During routine follow-up after 6 months, the patient
complained of persistent left deep headache for which
neurosurgical consultation was requested and magnetic resonance imaging (MRI) was ordered and showed
3.1 cm sessile broad base mass on the left petrous ridge. It
was isointense on T1-weighted images and hyperintense
on T2-weighted images with a dural tail sign and a right
convexity compressing the parietal lobe and associated
with cerebral edema which was diagnosed as petrous
ridge meningioma (Figs 2A and B). Audiometry showed
normal hearing bilaterally. Patient was accepted for
gamma knife treatment that was performed with 12 Gy
to the 50% isodose and 99% cover. The patient is still
under follow-up in a good health with no more complains.
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INTRODUCTION
Squamous cell carcinoma (SCC) represents 90 to 95% of
all malignant neoplasms of the oral cavity, being located
mainly in the tongue, especially in the lateral posterior
border. It generally affects men aged over 50, most of them
with a history of high tobacco and alcohol consumption.1
Meningioma is regarded as benign vascular tumor
that arises from arachnoid cap cells of the dura mater
surrounding the brain and spinal cord. They account for
approximately 20% of all intracranial tumors in adults.
It occurs spontaneously or following exposure to cranial
low-dose radiation.2
Meningiomas are generally benign, slow growing
tumors that may produce neurological symptoms and
signs due to their compression of adjacent structures.3
Only one case showing both meningioma and tongue
cancer had previously been reported in the literature.4 We
report a case of petrous ridge meningioma subsequently
diagnosed in a patient with early tongue carcinoma
treated by partial glossectomy.
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With the advent of MR technology, the quality of diagnostic imaging for meningiomas has improved dramatically. Magnetic resonance imaging provides improved
delineation of dura and sinus involvement, and even
information about a tumor’s consistency.5 A characteristic
and highly specific feature of meningiomas is the ‘dural
tail sign’ surrounding the dural perimeter of the mass5-7
that was reported in MRI of our case.
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Figs 1A to D: (A) Malignant tongue ulcer, (B) partial glossectomy, (C) removed specimen and
(D) healed tongue (9 months postoperative)

Figs 2A and B: (A) Axial T1-weighted MRI showing isointense rounded petrous ridge meningioma and (B) enhanced axial T1-weighted
MRI showing enhanced rounded petrous ridge meningioma with dural tail enhancement axial flair MRI image showing mass to be
hyperintense and focally compressing cerebral cortex

We reported a unique case with petrous ridge meningioma after partial glossectomy for early tongue cancer
(SCC). Only one previous case had been reported to have
meningioma in patients with tongue cancer4 but it was
asymptomatic frontal meningioma detected incidentally
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at MRI during the preoperative assessment of the tongue
cancer in an elderly male aged 78 years.
The case we described started to complain of brain
mass about 6 months after tumor resection, and it is
known that brain metastases typically develop 6 months
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to 2 years after diagnosis8 so, it should be considered in
the differential diagnosis. Brain metastases are among
the most feared complications of cancer as they cause
profound neurologic symptoms that severely impair
quality of life and are associated with poor prognosis.9
Most metastases from SCC are reported to occur in liver,
lungs and bones; therefore preoperative tumor staging
is focused on these sites.10 But, distant metastases from
oral SCC are extremely rare, to date only few cases have
been reported previously,11 it is usually expected in cases
of advanced locoregional disease and typically located
in the cortical/subcortical areas. Magnetic resonance
imaging usually shows metastases to be spherical and
well demarcated from the adjacent brain tissue, it is
hyperintense on T1-weighted images after gadolinium
injection, T2-weighted images and flair sequences
demonstrate the surrounding edema and in 65 to 80%
they are multiple.8
Because, the reported case showed early stage tongue
cancer, the site of the brain mass and the MRI characteristics are suggestive of meningioma, the diagnosis of
metastases was excluded.
The clinical management of patients with meningiomas had changed over the past decade because of
improved diagnostic imaging, better results with surgery
and inter ventional neuroradiology, and the advent of
radiosurgery.6
Gamma knife radiosurgery (GKRS) for small and
medium sized meningiomas has proved to be an effective
alternative to microsurgical resection, radiotherapy, and
Linac-based radiosurgery for adjunctive and primary
treatment of selected patients with basal meningiomas.6
Our case had small, spherical lesion that was an ideal
target for GKRS. Radiosurgery for meningioma diagnosed
by imaging without tissue diagnosis is associated with a
high rate of tumor control and acceptable morbidity but
carries a small risk of incorrect diagnosis.7
To the best of the authors’ knowledge, this case report
is the first regarding the successful treatment of both
tongue cancer and petrous ridge meningioma in the
same patient.
Neck dissection is commonly performed in the
management of head and neck malignancy and may
involve internal jugular vein (IJV) sacrifice. Intracranial
hypertension as a potential complication is well-documented after bilateral neck dissection and reported after

unilateral IJV sacrifice.12 Every effort should be done to
preserve the IJV in neck dissection to avoid the potential
risk of intracranial hypertension, which will add more
risk and morbidly in the presence of any coincidental
intracranial lesion.

CONCLUSION
Meningioma should be considered in the differential
diagnosis of any brain mass associated with tongue
cancer and radiosurgery is a good tool in its management.
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