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the posterior aspect of her right thigh. Pain aggravated 
with lying down in the supine position for prolonged 
periods and was relieved in sitting a position and partially 
with analgesics. Her neurological examination was within 
normal limits. Magnetic resonance imaging showed a 
solitary intradural‑extramedullary iso‑intense lesion on 
T1 and T2‑weighted images, homogenously enhancing on 
contrast measuring 3 cm × 2 cm, located at L1 region pushing 
the conus medullaris to left side  [Figure 1]. A presumptive 
diagnosis of ependymoma was made. Patient underwent 
D12 and L1 laminectomy, exposing normal dura above and 
below the lesion. Dura was opened lateral to lesion towards 
the left side to avoid injury to conus‑cauda and nerve 
rootlets. Tumor was brownish red, soft in the center and 
firm to hard in consistency as we proceeded outwards. The 
calcified peripheral parts had to be cut with a scalpel after 
protecting the roots and only then the tumor was completely 
excised. Adherent part of the tumor to dura was excised, 
and the dural base was coagulated. Histology showed frank 
bony trabeculae within the meningioma. The lesion was 
compromising of spindle cells arranged in whirling pattern 
and in syncytical pattern. Metaplastic bone was seen along 
with psammomatous calcification [Figure  2]. Mitosis was 
sparse 0–1/10 HPF. There was no necrosis. Progesterone 
receptor status was negative, and Ki 67 index showed a 
labeling index of <1%; features consistent with Metaplastic 
Meningioma. Postoperatively patient had mild weakness 
of hip flexion (4/5) that improved over next 3  days with 
physiotherapy. At present patient is asymptomatic and under 
our follow-up for 3 months.

Introduction

Spinal meningiomas are the second only to tumors of the 
nerve sheath in the intradural‑extramedullary location. 
They account for approximately 25% of all spinal tumors. 
Approximately, 80% of spinal meningiomas are located in 
the thoracic spine, followed by cervical spine (15%), lumbar 
spine  (3%), and near foramen magnum  (2%).[1‑3] Based on 
location, lumbar meningiomas constitute merely 2–3% of all 
spinal tumors. We hereby present a case of 55‑year‑old lady 
presenting with persistent low backache diagnosed to have 
intradural‑extramedullary calcified metaplastic meningioma 
at L1 undergoing complete surgical excision of the lesion.

Case Report

A 55‑year‑old female patient consulted us with persisting 
dull aching low backache for past 2 months, radiating along 
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Cranial meningiomas may present with or without major deficits depending on their location and morphology. Spinal 
meningiomas account for 25% of all the spinal tumors. Most commonly encountered in the dorsal spine in middle‑aged 
females, these intradural‑extramedullary tumors can usually be excised without difficulty. Rarely, they can be encountered 
in the lumbar spine and may create many tactical problems for the surgical team especially if it is calcified and contains 
metaplastic bone. We report a 55‑year‑old patient who presented with backache and investigations revealed a calcified 
lesion at L1 level that was thought of as an ependymoma initially. Intraoperatively, the lesion was calcified in parts, and the 
histopathology revealed it to be a metaplastic meningioma with calcification. The patient had a transient hip weakness, which 
recovered completely later on. Calcification in meningiomas is common. However, frank bony metaplasia is extremely rare. 
More importantly, the applied aspect of their presence in the region of conus lies in the careful dissection to prevent damage 
to the surrounding neural structures. Awareness regarding the same may help us preventing complications in the future.
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Discussion

Meningiomas are the most common benign intracranial 
tumors arising from arachnoid cap cells. Spinal meningiomas 
though not uncommon account for approximately 0.75–12.7% 
of all meningiomas[4-6] and about 25–46% of total spinal 
cord tumors.[7,8] These lesions most commonly involve the 
thoracic region (67–84%) and encountered least commonly 
in the lumbar region (2–10%).[2,3] Meningiomas presenting 
as primary tumors of the intradural conus and cauda equina 
region are still rare, and these represent only 2% of all spinal 
cord meningiomas.[2,4,5] Overall incidence is common among 
middle-aged women, but the sex incidence is equal in the 
lumbosacral region.[9] Our patient presented with only dull 
aching backache. As spinal meningiomas are generally 
slow growing benign tumors, neurological deficits or 
gait disturbances appear following significant spinal cord 
compression mostly at an advanced stage of the disease. 
Hence, these unspecific symptoms such as local pain are 
often misinterpreted until the diagnosis is confirmed by 
neuroimaging procedures[10-12] like in our case.

Metaplasia of the arachnoid cells has been proposed as the 
etiology of ossification by some and others favored dystrophic 
calcification as the pathogenesis.[13] Psammoma bodies are 
especially frequent in spinal meningiomas.[14] Approximately 
50–90% of spinal meningiomas have psammoma bodies 
compared with only 10% of the intracranial form.[15] Where 
they are particularly numerous, they have a tendency to fuse 
and form calcium spicules. The gradual confluence of calcium 
deposits can give the meningioma a rock-like consistency,[16] 
like in our case where metaplastic bone formation was noted 
along with psammomatous calcification. The quintessential 
surgical challenge in our case was to excise it piecemeal 
where the tumor had to be cut with scalpel and underlying 

adherent rootlets needed to be separated with great care 
under microscope. But still patient ended up having hip 
flexion weakness that gradually improved with physiotherapy, 
this emphasizing the eloquent nature of underlying 
structures. Many investigators have stated that calcification 
of meningioma is another variable in tumor recurrence as it 
adds to incomplete removal of the tumor.[7,17,18] Also, outcome 
following surgery for metaplastic spinal meningioma can 
be good, despite the severity of the pre and intraoperative 
condition; however, highly calcified tumors may bear a poor 
prognosis.[7,18] At times, it is mentioned that a calcified anterior 
spinal, thoracic meningioma should be managed like a calcified 
disk herniation despite the increased risk of cerebrospinal 
fluid leakage.[19,20] Therefore, the detection of metaplastic bone 
within a meningioma is important to estimate the difficulty of 
resection and thereby improving the postoperative prognosis 
by careful intra‑operative handling in eloquent region like 
conus.
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