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Description

A 28-
year-
old man presented to his primary care
physician for chronic headaches, memory concerns
and a history of traumatic brain injury. A non-contrast
brain MRI was performed, which revealed a large T2
hyperintense, lobulated mass in the left infratemporal
fossa. The lesion had an intracranial origin involving
the left cavernous sinus and middle cranial fossa
with extracranial extension through the foramen
rotundum and inferior orbital fissure, causing mild
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Figure 2 Axial post-contrast T1 weighted MR image
demonstrates a dural-based attachment (arrowhead),
along with smooth expansion of the left foramen
rotundum and inferior orbital fissure (arrow); note the
intracranial component within the middle cranial fossa
(asterisk) and the extra-cranial component lateral to the
lateral orbital wall (curved arrow).
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Figure 1 Coronal CT (A) and short tau inversion
recovery (STIR) (B) images demonstrate a large lobulated
hyperintense mass (asterisk) extending through the
inferior orbital fissure (arrowheads) into the left
infratemporal fossa and masticator space. Note the
smooth expansion of the inferior orbital fissure and
preservation of the cortical bone, compatible with a
nonaggressive process.

mass effect on the adjacent brain and muscles of
mastication without oedema (figure 1). Given the
trans-
spatial location with extension through the
skull base foramen, the differential diagnosis included
nerve sheath tumour, venolymphatic malformation,
meningioma and less likely malignant tumour. The
patient was referred to ear, nose and throat (ENT),
and contrast-enhanced MRI of the skull base and CT
neck were recommended for further evaluation.
Evaluation by ENT revealed a history of left facial
and palatal numbness in a V2 distribution, and physical examination demonstrated diminished sensation
in the left V2 distribution. CT neck showed smooth
benign-appearing expansion of the foramen rotundum
without destructive bony changes. MRI with contrast
demonstrated an intracranial lesion involving the
central skull base with a dural-based attachment and
extension through the foramen rotundum into the
infratemporal fossa (figure 2). Given the combination
of benign imaging features and an intracranial dural-
based attachment, a secondary extracranial meningioma was favoured.
The patient underwent a CT-guided percutaneous
biopsy, confirming meningioma. He was subsequently
referred to an outside hospital for higher level subspecialty care, where he underwent preoperative tumour
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Extracranial meningioma as an incidental
infratemporal fossa mass in a patient presenting with
a history of traumatic brain injury

Images in…

Patient’s perspective
I had a history of traumatic brain injury and was experiencing
chronic headaches for several years. I was told that they were
migraines, but they just would not go away. When I found out
I had this brain mass, it was somewhat of a relief to know that
there was something actually responsible for my long-standing
headaches and other symptoms. It has been a long up and down
road to recovery following surgery and treatment, and I am
ready for this to be over so I can get back to work!

Learning points
►► Extracranial meningiomas are rare tumours that can

present as a primary extracranial mass or as an extension
of an intracranial meningioma into the head and neck and
should be considered in patients presenting with atypical
or no symptoms, as well as findings of an extracranial mass
involving the skull base.
►► Contrast-enhanced MRI is the imaging modality of choice,
and an intracranial dural attachment is characteristic.
►► Treatment is surgical resection, although radiation therapy is
used as an adjunct in cases of incomplete resection.
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angioembolisation and craniotomy with subtotal tumour resection,
for which he completed 6 weeks of radiation therapy. Follow-up
physical examination and imaging after completion of radiation
therapy demonstrated persistent but improved diminished sensation in the left V2 distribution with residual tumour along the
left middle cranial fossa, sphenoid wing and cavernous sinus. The
patient will be followed with serial surveillance MRI to monitor
response to therapy.
Although meningiomas are relatively common, only 2% of
meningiomas are extracranial.1 2 In comparison to intracranial
meningiomas, extracranial meningiomas disproportionately affect
male patients.1 2 Extracranial meningiomas can be categorised as
primary tumours which are completely extracranial without an
associated intracranial mass, or secondary tumours which are a
propagation of an intracranial meningioma.1 Common locations
include the orbit, nasal cavity and infratemporal fossa.2 Clinical presentation is varied with symptoms relating to the specific
anatomical site involved, for example, nasal cavity location with
the symptom of epistaxis.3 Treatment is primarily surgical resection; however, radiation therapy may be used as an adjunct, particularly in cases of incomplete resection.4 Our patient presented with
relatively non-specific symptoms and was found to have an incidental infratemporal fossa mass confirmed to be an extracranial
meningioma.

