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SUMMARY

Introduction Medulloblastoma is a primitive neuro-ectodermal malignant tumor most commonly seen
in childhood and rarely and uncommonly in adult age. Treatment consists of surgery followed by radio-
therapy. In the case of a relapse there is no overall accepted treatment. Tumor metastasis can be seen
along the neural axis, lymph nodes, soft tissues, bones and distant organs.

Case Outline In this paper we present a 45-year-old female patient with a thoraco-spinal extramedullary
metastatic medulloblastoma and progressive neurological deterioration seen 11 months after the first
operation and description of magnetic resonance and intraoperative finding.

Conclusion Although rare, the presence of metastasis is a poor prognostic factor. The treatment options
for patients with metastases are limited and their prognosis continues to remain poor.
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INTRODUCTION

Medulloblastoma is a primitive neuro-ectoder-
mal malignant tumor most commonly seen in
childhood and rare and uncommon in adult
age, comprising only 0.4% of all adult tumors
[1, 2]. It can metastasize extracranialy through
the cerebrospinal pathways rarely intra- or ex-
traduraly or hematogenly mostly involving
bones. Although these metastatic tumors are
uncommon in adult age, there is no universal
accepted treatment strategy. The treatment
consists of surgery, following radiotherapy and,
in high risk patients, adjuvant chemotherapy.
Regarding new strategies, there are three stud-
ies concerning the treatment of recurrent
medulloblastoma with temozolomide [3].

We present a case of medulloblastoma me-
tastasizing to the thoracic spine and describe
the magnetic resonance and intraoperative

finding.

CASE REPORT

A 45-year-old female patient was operated on
in June 24, 2011 because of cerebellar medul-
loblastoma of the fourth ventricle. The tumor
was totally removed and pathohystological
examination confirmed medulloblastoma.
During the postoperative period patient’s gen-
eral and neurological status were intact. She
received cranial irradiation a month later that
was followed after one year. During that period
control computer tomography (CT) scan did
not show any sign of tumor recurrence and she
was without any neurological deficit.

Seven days before she was readmitted to our
hospital, on April 5,2012, she complained of a

sudden weakness in her legs which progressed
into paraplegia of lower extremities and sfinc-
ter incontinence. Hypoesthesia of the level Th8
and no reflexes in the legs were also found dur-
ing neurological examination. Magnetic reso-
nance imaging (MRI) of the spine showed a
total block in the thoracic spine with intradural
extramedullar mass (Figure 1).

The patient was operated on in April 12,
2012 and total Th8-Th12 laminectomies were
performed with no epidural lesions. Dura
mater was opened with 5 cm linear cut and
an intradural tumor solid mass was seen com-
pressing the medulla (Figure 2). The tumor
was extirpated (Figure 3) and histopathological
examination showed primitive neuroectoder-
mal tumor characterized by small, round and
anaplastic cells compatible with medulloblas-
toma (Figure 4). Individual tumor cells were
small with little cytoplasm and hyperchromat-
ic nucleoli, frequently elongated or crescent
shaped. After surgery neurological status did
not change during the postoperative period.
The patient died three weeks later.

DISCUSSION

Medulloblastoma, or primitive neuroectoder-
mal tumor of the cerebellum, accounts for ap-
proximately 20% of all childhood brain tumors
and is rarely seen in adults [1, 2, 3]. In 1936
Nelson [4] reported the first well-documented
case of metastasis in a patient with cerebellar
medulloblastoma. Although medulloblastomas
spread along the CSF pathways other accept-
ed modes of tumor spread to the spinal cord
may include hematogenous routes [5, 6]. Usu-
ally they metastasize to the spinal cord on the
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Figure 1. T2 Sagittal thoracic spine shows an enhancing nodule and
diffuse leptomeningeal enhancement consistent with metastatic
medulloblastoma
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Figure 2. Intraoperative images obtained before resection of the tho-
racic extramedullary metastatic medulloblastoma

surface of the leptomeninges [6]. Sometimes spinal dural
infiltration may occur in the absence of local recurrence
or systemic metastases and can suggests the first focus of
systemic metastasis [1]. Our patient had neither tumor
recurrence in the posterior fossa nor systemic extra axial
metastases. The patient had a diffuse involvement of tho-
racic spine canal which is rare according to the literature
[2, 6], i.e. spinal infiltration was the first sign of metastasis.
Although rare, seeding at presentation is a poor prognostic
factor. Zumpano [7] and Barnwell and Edwards [8] sug-
gested that metastatic spread of medulloblastoma can be
explained on the basis of direct extension from a primary
cerebellar medulloblastoma to an enlarged central canal.

The average time until the development of metastasis
after the initial diagnosis of medulloblastoma is 18 months
[1]. In some cases, 13 years had elapsed after initial diag-
nosis before metastasis developed [1, 9, 10]. In the case of
our patient the tumor relapsed in the spinal axis 11 months
later after the first presentation in the posterior fossa.

CT and MRI can be used in the diagnosis of metastatic
intramedullary tumors.

Fluorodeoxyglucose positron-emission tomography/
computer tomography (FDG-PET/CT) is a useful tool to
evaluate metastasis in medulloblastoma. One FDG-PET/
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Figure 3. Intraoperative images obtained after resection of thoracic
extramedullary metastatic medulloblastoma

CT study [11] revealed abnormal FDG from the cervi-
cal to the lumbosacral level suggesting the possibility of
metastasis.

MRI can be used in the diagnosis of metastatic in-
tramedullary tumors and has more diagnostic value than
other diagnostic procedures [12]. MRI gives detailed ana-
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Figure 4. Microscopic image: small, round and anaplastic cells in a
diffuse pattern (hematoxylin-eosin, original magnification x100)

tomic information and extent of lesions and it is important
for further treatment planning such as radiation therapy
or systemic chemotherapy.

In our patient MRT with T2 of sagittal thoracic spine
showed an enhancing nodule and diffuse leptomeningeal
enhancement consistent with metastatic medulloblastoma.

The treatment consists of surgery, following radiother-
apy and, in high risk patients, adjuvant chemotherapy. The
first step is radical surgery; adjuvant radiotherapy must
be 55 Gy on the posterior fossa and the remaining crani-
al-spinal axis; adjuvant chemotherapy may be useful in
patients at high risk of recurrence. The median time to
relapse was 23.5 months [13]. Late recurrences are also
described in literature. In our case, the patient underwent
second-protocol adjuvant radiotherapy for medulloblas-
toma treatment with good outcome for 11 months.

The survival results for medulloblastomas in adults
compare favorably with those in children [14]. Spinal seed-
ing is a poor prognostic factor for disease-free survival. A
minimal dose of 54 Gy to the posterior fossa is essential
for adequate tumor control. The interval between surgery
and the start of RT is a significant prognostic factor and
requires further study [13, 14, 15].

Although rare, the presence of metastasis is a poor
prognostic factor. Treatment options for patients with
metastases are limited and their prognosis continues to
remain poor.
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CnuHanHa meTactasa meaynobnactoma Kog oapacaunx ocoba: npukas 6onecHuKa

Henap *Kuskosuh', ViBa bepucaeau', Mapko Mapkosuh', Catba MuneHkosuh?

'Heypoxvpypluka cnyx6a, KnuHnuko-6onHunuku LeHTap ,3emyH’, beorpag, Cpbuja;
2Cnyx6a KNHNYKe natonoruje, KnnHnuKo-60mHNYKM LeHTap ,3emyH’, beorpag, Cpbuja

KPATAK CAPXAJ

YBoa Menyno65actom je NpUMUTUBHU HEYPOEKTOLE PMaTHU
ManurHu Tymop Koju ce Hajuelhe jaB/ba y eTUHCTBY, a pe-
AakK je n HeobuyaH Kof ofpacninx ocoba. Jleuetrse je xmpyp-
LIKO Y3 3payHy Tepanujy. Ykonuko gohe fo peunansa, Hema
onwTenpuxeaheHor HaunHa neyetba. MeTtactase Tymopa mory
Ce BUIETY Y MOXAAHOM CTaby, TMMGHUM YBOPOBKMA, MEKUM
TKMBKMA, KOCTVMA 1 yAarbeHVIM OpraHmma.

Mpukas 6onecHnKa Y oBom pagy npvikasaHa je 45-roguiitba

MpumrbeH « Received: 08/11/2013

»KEHa C TOPAKO-CMUHANTHUM, EKCTPameaynapHUM, MeTacTaTCKUM
Megynobnactomom. OnucaHy cy NPOrpecrBHO HEYPOOLLKO
noropluame youeHo 11 meceLin HakoH NpBe onepavuje, Hanas
MarHeTHe pe3oHaHLmje 1 MHTPaonepaLoHm Hanas bonecHuue.
3akmyuak [lpempaa petka, MeTacTasa je cnab NPOrHoCTUYKM
dakTop. Onuuje 3a nevere 6onecHrKa c MeTacTasama Cy orpa-
H/YeHe, a 1XOBa NPOrHO3a je 1 fasbe noLua.

KmbyuHe peun: Mefyno61actom; CrimHanHe MeTacTase; Xupyp-
LUKO Nneverbe
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