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Abstract 
Meningiomas are a type of tumor that arises from meningothelial cells and primarily develops in intracranial space, being some of the most 
common benign tumors of the central nervous system. However, meningiomas can rarely occur on the scalp and are called primary cutaneous 
meningiomas. Since the pathogenesis of these lesions is still uncertain, these tumors still pose challenges in terms of histopathological diagnosis. 
In this review, we will discuss the main cases of scalp meningiomas in the literature, their classification, pathological and immunohistochemical 
diagnosis, differential diagnosis with other scalp lesions and the most effective treatment. This study highlights the importance of immuno-
histochemistry in the differential diagnosis of skin lesions located on the scalp. 
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 Introduction 
Meningiomas are a type of tumor that arises from 

meningothelial cells [1]. They represent 37.6% of all primary 
tumors of the central nervous system (CNS) and 53.3% 
of all benign tumors of the CNS [2]. According to the 
World Health Organization (WHO), these tumors are 
categorized into three pathological grades, with grade 1 being 
the most benign and grade 3 being the most malignant, 
constituting the group of anaplastic (malignant) meningiomas. 
The incidence of atypical and malignant meningiomas is less 
than 10% [3, 4], and the incidence of grade 3 malignant 
meningioma is 1.7% among all meningiomas [2]. Both 
benign and malignant meningiomas can metastasize, with 
a probability of 0.1% [5]. Meningiomas can metastasize to 
distant organs like bone, spinal cord, lungs and liver, and 
the rate of distant metastasis of anaplastic meningiomas is 
30% [6, 7]. Regarding subcutaneous metastases of intra-
cranial meningiomas, the literature has reported several cases 
[6, 8–11]. 

In addition to these, another rare type of meningiomas 
is those that develop de novo on the skin of the head, face, 

or paraspinous regions, with no subcutaneous metastases of 
an intracranial meningioma [12]. Named primary cutaneous 
meningiomas, these lesions are much rarer than intracranial 
meningiomas, are slowly growing tumors, and usually 
have a benign nature [12]. However, primary cutaneous 
meningiomas pose problems in histopathological (HP) 
diagnosis, making it difficult [13], especially since the 
pathogenesis of these lesions is still uncertain [14]. 

Due to the rarity of these cutaneous meningiomas, the 
literature is mostly based on case reports [13–18]. The 
first cutaneous meningioma was reported in 1904 by Max 
Winkler and published in Virchows Archiv für pathologische 
Anatomie und Physiologie und für klinische Medizin 
[19]. Subsequently, a literature review conducted in 1974 
by Lopez et al. reported that of the 140 cases of ectopic 
meningiomas, 64% were primary extracranial lesions and 
36% were secondary extensions from underlying intracranial 
meningiomas [18]. 

Much like intracranial meningiomas, their de novo 
extracranial variants are slow-growing, well-circumscribed 
tumors, and the clinical presentation generally consists of 
the appearance of a mass on the scalp, accompanied or 
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not by alopecia [12] or overlying hair tufts [17]. The most 
common locations of cutaneous meningiomas are on the 
midline, in the occipital region of the scalp [18], but they 
can also occur in the orbit [20, 21], glabella [21, 22], nose 
[22], maxillary and frontal sinuses [22], or ear [18]. 

Several theories have been proposed to explain the 
development of cutaneous meningiomas, including: (1) head 
injuries which can lead to the displacement of superficial 
meningeal tissue and subsequent growth in the area where 
it was displaced, (2) the blockage of heterotopic rests of 
arachnoid between layers of soft tissue during embryonic 
development, (3) migration of arachnoid cells to the skin 

along cranial and spinal nerves, (4) persistence of an atretic 
encephalocele with intracranial extension, or (5) vascular 
turbulence that allowed the detachment and embolization 
of arachnoid islets [8, 23–26]. 

 Classification of scalp meningiomas 
Based on the pathological and clinical characteristics 

of cutaneous meningiomas that develop outside the CNS, 
Lopez et al. classified them into three types in 1974 [18]. 
This classification is still widely used today (Table 1)  
[8]. 

Table 1 – Characteristics of type I, II and III meningiomas according to Lopez’s classification 

Features Type I Type II Type III 

Origins 
Ectopic arachnoid cells 
(meningothelial cells) 

Remnant of arachnoid cells  
extended along nerves 

Extension from a meningioma 
that involves neuroaxis 

Pathology 

This focus was trapped outside  
the cranial cavity along in the  

dermis and subcutis, along lines  
of embryonic fusion 

Ectopic soft tissue meningioma 
extending to the skin along  

nerves (in the distribution of the 
cranial and spinal nerves) 

Primary meningiomas that 
secondarily involve the skin  
by direct extension through 

bone 
Congenital type Yes No No 

Anatomical region 
Scalp (along suture lines, especially 

occipital area), forehead, 
paravertebral regions 

Around eyes, nose, mouth  
and ears 

Anywhere on the skull 
(especially on the calvarium) 

Associated intracranial 
meningioma 

No No Yes 

Neurological symptoms No May cause neurological symptoms Yes 

Age of diagnosis 
Children and young adults that  

have present since birth 
Develop later in life (adults) More common in adults 

Prognosis Excellent Good Poor 

 
Type I – primary cutaneous meningiomas 

These tumors represent congenital meningiomas that 
occur on the face, scalp, or paravertebral region, especially 
in children and young people. Typically, these conditions are 
present from birth and typically follow a non-threatening 
course [27]. Regarding the occurrence of this type of 
cutaneous meningioma, there are currently two theories. 
According to the first theory, some authors believe that 
these tumors are present at birth and originate from an 
ectopic focus of arachnoid cells located outside the skull, 
because of abnormal cranial bone development [16], during 

embryogenesis [28]. Usually, the precursors are located 
primarily on the scalp and forehead skin [13]. In this case, 
meningothelial cells are ectopically located in the dermis 
or subcutaneous tissue [16, 29] (Figure 1, A and B). 

This theory is the most widespread and widely accepted. 
Other authors who have formulated a second theory believe 
that meningiomas of skin are not real tumors but rather 
sequestered heterotopic meningeal nodules or meningoceles 
located in the skin [30], considering that they probably 
develop from a rudimentary meningocele that did not 
maintain connection with the CNS [13, 17, 27, 30, 31]. 

 
Figure 1 – (A) Photomicrograph showing in the lower left part the hypodermis with groups of adipocytes (red arrow), 
and in the upper right part the tumor is present, whose cells are immunopositively for EMA (yellow arrow), which 
demonstrates the meningothelial origin of the cell’s tumors; (B) Photomicrograph showing a single tumor cell whose 
nucleus shows immunopositivity for Ki67, so the Ki67 labeling index was less than 1% (red arrow). Anti-EMA antibody 
immunomarking: (A) ×100. Anti-Ki67 antibody immunomarking: (B) ×400. EMA: Epithelial membrane antigen. 
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Type II – meningiomas of soft tissue  
with extension into the skin 

These lesions are ectopic soft tissue meningiomas that 
extend into the skin around the sensory organs [32]. They 
generally occur around the sensory organs of the head and 
can develop periorbitally, peribucally, perinasally, and 
periauricularly, or along cranial or spinal nerves. These 
tumors occur from ectopic arachnoid cells that extend to the 
skin by contiguity along the cranial nerves. Thus, the most 
frequent anatomical locations are the forehead, scalp, or 
angle of the mandible [16]. Like type I, type II cutaneous 
meningiomas are extracranial tumors and are not associated 
with intracranial meningiomas [16, 18, 33]. They appear 
de novo and represent a cutaneous extension of an ectopic 
soft tissue meningioma originating from an arachnoidal 
cell rests displaced along nerve sheaths [27]. Type II 
cutaneous meningiomas are more common in adults but 
can occur at any age. They usually grow slowly and become 
symptomatic when they increase in size [16]. 

Type III – CNS meningiomas  
with extension into the skin 

These lesions represent the direct extension under the 
scalp [27] of an intracranial meningioma that infiltrates 
the skull through a bony defect (traumatic or surgical) or 
directly through local invasion of the bone [32]. These 
meningiomas are aggressive, and their treatment involves 
extensive surgery [16], primarily of the intracranial tumor. 
Sometimes, the extracranial component can also have 
significant dimensions, Morina et al. reporting the resection 
of an extracranial meningioma up to 45 cm in size, weighing 
3.5 kg [34]. 

As this review is only about cutaneous meningiomas 

located on the scalp (type I cutaneous meningiomas), in 
the following, we will thoroughly address this topic. 

Primary cutaneous meningiomas  
(type I cutaneous meningiomas) 

The majority of scalp meningiomas are located in the 
occipital region or along the cranial sutures [16, 29]. Various 
authors have suggested that a rudimentary meningocele may 
represent the origin of some type I cutaneous meningiomas 
[17, 18], and furthermore, some patients have associated 
multiple congenital anomalies, such as mandibular asymmetry, 
abnormal segmentation of the vertebrae, cleft palate, lip, 
and nose [17], or even finger malformations, especially in 
neurofibromatosis type I [35]. 

The possibility of a genetic component may exist. In 
this regard, Tron et al. reported the familial occurrence of 
type I cutaneous meningiomas with autosomal dominant 
transmission [36]. In their study, they observed that these 
tumors were identified on the scalp of 11 of 24 family 
members over four generations [33, 36]. Additionally, other 
authors have reported the presence of cutaneous meningiomas 
in a pair of adult Japanese siblings [36]. 

Regarding imaging diagnosis, even though they are 
cutaneous lesions, authors still recommend magnetic resonance 
imaging (MRI) or contrast-enhanced computed tomography 
when MRI is contraindicated [37] to better define the cutaneous 
lesion and exclude the presence of an intracranial meningioma. 

 Histopathology 
Regarding the histological variants of type I cutaneous 

meningiomas, most have been reported as pathological 
findings of meningothelial cells, with psammoma bodies 
grouped in nests (Figure 2, A and B). 

 
Figure 2 – (A) Photomicrograph showing in the lower left the hypodermis with groups of adipocytes (continuous black 
arrow), and in the upper right the tumor is present, whose cells are immunopositively for vimentin, which demonstrates 
that meningothelial origin of the tumor cells; (B) Photomicrograph showing the immunopositivity of the tumor cells for 
vimentin, also highlighting the “swirling” arrangement of the tumor cells (solid black arrow), as well as the arrangement 
of collagen in the form of pseudopsammomatous bodies (dotted black arrow). Anti-vimentin antibody immunomarking: 
(A and B) ×100. 

 

Other reported variants have been acellular meningeal 
hamartomas, which are less circumscribed, with foci of 
hyperplastic meningothelial cells and psammoma bodies [33]. 
A third variant is represented by rudimentary meningoceles 
due to the presence of a rudimentary cystic cavity or stalk 
with nests and strands of meningothelial cells [33]. Although 
most authors consider these lesions to be both histologically 

and immunohistochemically identical to their meningeal 
counterparts [13, 33, 38], some authors have identified some 
HP differences. Thus, although type II or III meningiomas 
have similar characteristics to type I meningiomas, they 
usually have less collagen, are more cellular and lobulated, 
and extend more into the dermis [33]. In contrast, well-
developed collagen bodies are more typical for type I 
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cutaneous meningiomas [18]. Regarding hyperostosis, it has 
been reported in cases of type I cutaneous meningiomas 
[12, 39], not just in intracranial meningiomas with or 
without extracranial extension. 

 Differential diagnosis 
Since clinical and imaging characteristics are often 

inconclusive, especially in types I and II, the pathological 
examination, and especially the immunohistochemical 
(IHC) examination, represent the most important tool in the 
diagnosis of these lesions. 

The most frequent pathological form is the meningothelial 
histological subtype [40], with nests and sheets of polygonal 
or oval meningothelial cells, with collagen or psammoma 
bodies (calcification foci), characteristics that are helpful 
in pathological diagnosis [13]. Regarding the pathological 
characteristics for the three types in Lopez’s classification 
(1974), type I (congenital) meningiomas tend to be centered 
in the subcutaneous fat and have collagenous stroma [40]. 
On the other hand, type II and III (acquired) lesions extend 
higher into the dermis, are more cellular, and more frequently 
associated with ulceration or atrophy of the epidermis. 
Furthermore, HP differentiation between type II and type 
III is not possible without neuroimaging, which provides 
information about the existence of intracranial meningioma 
[18, 40]. Regarding IHC characteristics, these are usually 
common, reported by various authors (Table 2). These 
characteristics are represented by positivity for vimentin and 
epithelial membrane antigen (EMA) (Figure 2, A and B), 
and negativity for desmin, S100 protein, cytokeratins (CKs), 
cluster of differentiation (CD)34, CD68, CD31, and smooth 
muscle actin [8, 13, 16, 27]. 

Cutaneous meningiomas located on the scalp have an 
insidious onset, and the clinical manifestations are those 
of a subcutaneous lesion. For this reason, the diagnosis is 
difficult, mostly based on IHC examination, and must 
differentiate cutaneous meningioma from other lesions, 
such as lipomas [18], sebaceous cysts [5], melanocytic 
nevi, embryonic cyst [13, 27], angiomas, benign fibrous 
histiocytomas, muscle tumors [13], dermoid cysts, lymph-
angiomas, deep granuloma annulare, calcified cephal-
hematomas, meningoceles with a fibrohistiocytic reaction 
[15, 41], verrucous hamartoma [42], adnexal tumor (dermal 
and subcutaneous epithelioid neoplasm of the scalp) [40] 
or cutaneous metastasis from tumor cell seeding during 
surgery for an intracranial meningioma. 

Clinical examinations of the head and face play an 
important role in the early detection of various pathologies 
that can be localized at this level, including cutaneous 
meningioma. In some such cases, a multidisciplinary approach 
involving neurosurgeons, ophthalmologists, maxillofacial 
surgeons, dentists, dermatologists, and pathologists may 
even be considered. 

To make a differential diagnosis of a cutaneous 
meningioma from another lesion, IHC stains are very 
helpful, especially EMA and vimentin, because positivity 
for these supports the diagnosis of meningioma [43]. CK 
staining is used to exclude epithelial lesions [27], which 
will be negative in the case of meningiomas. A lack of 
staining for Melan-A and S100 will exclude melanocytic 
lesions [27]. To exclude myogenic, histiocytic or vascular 
tumors, muscle markers actin and desmin can be used, as 
well as cell markers, such as CD34, CD31 and CD68 [13]. 

However, EMA can also be positive in adnexal tumors 
[40]. Furthermore, CK reactivity can be diffuse or focally 
positive in meningiomas, ranging from 24% in benign 
meningiomas to 75% in malignant meningiomas, and can 
also be diffusely positive in adnexal tumors [44, 45]. Thirdly, 
it has been demonstrated that p63 exhibits positivity in both 
cutaneous meningiomas and malignant cutaneous adnexal 
tumors [46–48]. Therefore, we recommend a diverse panel 
of IHC stains for the diagnosis of cutaneous meningioma 
and differentiation from other cutaneous lesions. 

Association with other lesions 

Several authors have reported an association between 
cutaneous meningiomas and other scalp lesions [49, 50]. 
Tong et al. reported the coexistence of cutaneous meningioma 
and steatocystoma [50]. They suggest that immunological 
events in the meningioma microenvironment could contribute 
to the appearance of another tumor, such as steatocystoma 
in their case [49]. Their explanation is based on studies 
in literature that support the presence of B- and T-cells, 
macrophages, and plasma cells in meningiomas, indicating 
substantial immune cell infiltrates [50–53]. In 2006, 
Zeikus et al. [14] also reported the coexistence of a cutaneous 
meningioma and a sinus pericranii, an uncommon vascular 
anomaly characterized by abnormal communication between 
intra- and extracranial venous systems. 

 Treatment 
The “gold standard” for the treatment of these 

meningiomas is complete surgical resection [8, 54]. In some 
rare cases, when the patient’s clinical condition does not 
allow for complete excision, a biopsy may be performed 
[16]. Type I meningiomas have a better prognosis than 
type II or III meningiomas [8], as type III meningiomas can 
be inoperable in some cases [8]. The prognosis of cutaneous 
meningiomas is largely determined by the Lopez lesion 
type. Type I has a favorable prognosis if are achieved clear 
surgical margins intraoperatively [55]. Furthermore, no 
tumor recurrences have been reported after the complete 
surgical resections [33]. On the other hand, type II and III 
have a poorer prognosis, especially if the lesions are large 
and involve vital vasculo-nervous structures [33, 56]. In such 
cases, targeted therapies have been considered, especially 
for non-surgical treatable meningiomas, particularly type III 
meningiomas [33]. These treatments encompass platelet-
derived growth factor and vascular endothelial growth factor 
inhibitors [33] and are currently the subject of ongoing 
research [57] (Table 2). 

 Conclusions 
Cutaneous meningiomas are rare tumors that can be 

challenging in terms of diagnosis. Accurate diagnosis requires 
a combination of clinical experience, imaging techniques, 
and pathological diagnosis. Of these, pathological diagnosis 
and especially IHC one plays a major role in the precise 
diagnosis of these lesions, and especially in their differential 
diagnosis with other scalp lesions. The most effective 
treatment remains surgical resection, ensuring complete 
tumor removal until clear margins are achieved. This study 
highlights once again the importance of immunohisto-
chemistry in the differential diagnosis of cutaneous lesions 
located on the scalp. 
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Table 2 – The main cases of scalp meningiomas (type I) reported in the literature and their characteristics 

Authors Year 
Gender/ 

Age 
[years] 

Region 
of scalp 

Dimensions 
[mm] 

Macroscopic 
features 

Treatment Recurrence 
Histological 
grade (WHO) 

IHC 
characteristics 

Li & Qi [5] 2022 M/50 Forehead 42×41 

Lobulated nodule 
Close to bone 

surface 
Irregular in shape 

(US, MRI) 

Resection No 

Grade 3 
meningioma 
(malignant 

meningioma) 

Ki67 10% (+) 
EMA (+) 
PR (+) 
SMA (-) 

Jaiswal  
et al. [56] 

2018 F/7 
Occipital 
region 

10×10×0.8 
Well-defined 

margins  
(skull X-ray) 

Resection 
Not  

specified 
Grade 1 

meningioma 
EMA (+) 

Kishore  
et al. [58] 

2017 F/40 
R  

parietal-
occipital 

35×30×3 

Firm, fixed, 
nontender, non-
fluctuant; bone 

underlying erosion 
(X-ray, CT) 

Initial – 
biopsy 

Second – 
resection 

Not  
specified 

Not  
specified 

EMA (+) 
Vimentin (+) 

S100 (+) 

Konopinski  
et al. [41] 

2017 F/30 
L 

posterior 
scalp 

28×18 
Not  

specified 
Resection 

Not  
specified 

Grade 2 
meningioma 

Ki67 21.6% (+) 
EMA (+) 
S100 (-) 
CD34 (-) 
SMA (-) 

STAT6 (-) 
CD31 (-) 
ERG (-) 

Desmin (-) 

Brantsch  
et al. [27] 

2009 F/33 
R  

parietal 
35 

Large 
subcutaneous  

node (MRI) 

Resection 
with 

periosteum 
Re-excision 

(three 
months later) 

No 
Grade 1 

meningioma 

Vimentin (+) 
EMA (+) 
S100 (-) 

Melan-A (-) 
CK (-) 

Hussein & 
Abdelwahed 

[13] 
2007 

F/ 
newborn 

baby 

L 
posterior 
occipital 

30×20, 
protruding  

20 mm  
above the 
scalp level 

Well-circumscribed 
ovoid mass  
(CT, MRI) 

Resection No 
Grade 1 

meningioma 

Vimentin (+) 
EMA (+) 
CKs (-) 

CD34 (-) 
CD31 (-) 
CD68 (-) 
Alpha-1 

antitrypsin (-) 
SMA (-) 

Desmin (-) 
S100 (-) 

Courville  
et al. [30] 

2000 M/6 
Vertex 

(midline) 
10 (US, MRI) Resection 

Not  
specified 

Grade 1 
meningioma 

Vimentin (+) 
EMA (+) 
S100 (-) 
NSE (-) 

GFAP (-) 
Actin (-) 

CK (KL1, 
MNF116) (-) 

Ragoowansi 
et al. [16] 

1998 M/77 
L  

parietal 
50×50 

Well-localized  
(CT) 

Biopsy 
Not  

specified 
Not  

specified 

Vimentin (+) 
EMA (+) 

CAM 5.2 (-) 
LP34 (-) 
CEA (-) 
CD34 (-) 

Factor VIII-
related  

antigen (-) 

Theaker & 
Fleming  

[59] 
1987 M/33 Vertex 

20  
(diameter) 

Firm, non-tender 
(CT) 

Resection 
Not  

specified 
Not  

specified 

Vimentin (+) 
EMA (+) 
S100 (-) 
CK (-) 

Serwatka & 
Mellette  

[12] 
1984 M/45 

Vertex 
(parietal-
occipital 

area) 

30×30 

Firm, not hard, 
nonmobile 

subcutaneous 
tumor; important 

hyperostosis of the 
posterior parietal 
bones bilaterally 

(CT) 

Initial – 
biopsy 

Second – 
resection  
(parietal 

craniectomy  
with  

cranioplasty) 

Not  
specified 

Not  
specified 

S100 (-),  
weakly positive 
immunostaining 

CD: Cluster of differentiation; CEA: Carcinoembryonic antigen; CK: Cytokeratin; CT: Computed tomography; EMA: Epithelial membrane antigen; 
F: Female; GFAP: Glial fibrillary acidic protein; IHC: Immunohistochemical; L: Left; M: Male; MRI: Magnetic resonance imaging; NSE: Neuron-
specific enolase; PR: Progesterone receptor; R: Right; SMA: Smooth muscle actin; STAT6: Signal transducer and activator of transcription 6; 
US: Ultrasonography; WHO: World Health Organization. 



Elena Porumb-Andrese et al. 

 

472 
 

Conflict of interests 
The authors declare that they have no conflict of interests. 

References 
[1] Huntoon K, Toland AMS, Dahiya S. Meningioma: a review of 

clinicopathological and molecular aspects. Front Oncol, 2020, 
10:579599. https://doi.org/10.3389/fonc.2020.579599  PMID: 
33194703  PMCID: PMC7645220 

[2] Ostrom QT, Cioffi G, Gittleman H, Patil N, Waite K, Kruchko C, 
Barnholtz-Sloan JS. CBTRUS Statistical Report: primary brain 
and other central nervous system tumors diagnosed in the United 
States in 2012–2016. Neuro Oncol, 2019, 21(Suppl 5):v1–v100. 
https://doi.org/10.1093/neuonc/noz150  PMID: 31675094  PMCID: 
PMC6823730 

[3] Claus EB, Bondy ML, Schildkraut JM, Wiemels JL, Wrensch M, 
Black PM. Epidemiology of intracranial meningioma. Neuro-
surgery, 2005, 57(6):1088–1095; discussion 1088–1095. https:// 
doi.org/10.1227/01.neu.0000188281.91351.b9  PMID: 16331155 

[4] Perry A, Gutmann DH, Reifenberger G. Molecular pathogenesis 
of meningiomas. J Neurooncol, 2004, 70(2):183–202. https:// 
doi.org/10.1007/s11060-004-2749-0  PMID: 15674477 

[5] Li M, Qi M. Misdiagnosis of malignant meningioma in sub-
cutaneous soft tissue of the forehead: a case report. Chin J 
Plast Reconstr Surg, 2022, 4(1):25–27. https://doi.org/10.1016/ 
j.cjprs.2022.02.002  https://www.sciencedirect.com/science/ 
article/pii/S209669112200005X 

[6] Maggio I, Franceschi E, Tosoni A, Di Nunno V, Gatto L, Lodi R, 
Brandes AA. Meningioma: not always a benign tumor. A review 
of advances in the treatment of meningiomas. CNS Oncol, 2021, 
10(2):CNS72. https://doi.org/10.2217/cns-2021-0003  PMID: 
34015955  PMCID: PMC8162186 

[7] Parisi JE, Mena H. Nonglial tumors. In: Nelson JS, Parisi JE, 
Schochet SS (eds). Principles and practice of neuropathology. 
1st edition, Mosby, Inc., St. Louis, MO, USA, 1993, 203–213. 
https://catalog.lib.uchicago.edu/vufind/Record/1697213# 

[8] Ramos L, Coutinho I, Cardoso JC, Garcia H, Cordeiro MR. Frontal 
cutaneous meningioma – case report. An Bras Dermatol, 2015, 
90(3 Suppl 1):130–133. https://doi.org/10.1590/abd1806-4841. 
20153798  PMID: 26312695  PMCID: PMC4540529 

[9] Wang N, Osswald M. Meningiomas: overview and new directions 
in therapy. Semin Neurol, 2018, 38(1):112–120. https://doi.org/ 
10.1055/s-0038-1636502  PMID: 29548058 

[10] Surov A, Gottschling S, Bolz J, Kornhuber M, Alfieri A, 
Holzhausen HJ, Abbas J, Kösling S. Distant metastases in 
meningioma: an underestimated problem. J Neurooncol, 2013, 
112(3):323–327. https://doi.org/10.1007/s11060-013-1074-x  
PMID: 23404622 

[11] Liu Y, Li J, Duan Y, Ye Y, Xiao L, Mao R. Subcutaneous 
metastasis of atypical meningioma: case report and literature 
review. World Neurosurg, 2020, 138:182–186. https://doi.org/ 
10.1016/j.wneu.2020.02.128  PMID: 32145423 

[12] Serwatka LM, Mellette JR. Cutaneous meningioma. J Dermatol 
Surg Oncol, 1984, 10(11):896–900. https://doi.org/10.1111/j. 
1524-4725.1984.tb01343.x  PMID: 6491028 

[13] Hussein MR, Abdelwahed AR. Primary cutaneous meningioma 
of the scalp: a case report and review of literature. J Cutan 
Pathol, 2007, 34(Suppl 1):26–28. https://doi.org/10.1111/j.1600-
0560.2007.00720.x  PMID: 17997734 

[14] Zeikus P, Robinson-Bostom L, Stopa E. Primary cutaneous 
meningioma in association with a sinus pericranii. J Am Acad 
Dermatol, 2006, 54(2 Suppl):S49–S50. https://doi.org/10.1016/ 
j.jaad.2004.08.058  PMID: 16427994 

[15] Hayhurst C, Mcmurtrie A, Brydon HL. Cutaneous meningioma 
of the scalp. Acta Neurochir (Wien), 2004, 146(12):1383–1384; 
discussion 1384. https://doi.org/10.1007/s00701-004-0345-x  
PMID: 15309587 

[16] Ragoowansi R, Thomas V, Powell BW. Cutaneous meningioma 
of the scalp: a case report and review of literature. Br J Plast 
Surg, 1998, 51(5):402–404. https://doi.org/10.1054/bjps.1997. 
0204  PMID: 9771369 

[17] Sibley DA, Cooper PH. Rudimentary meningocele: a variant of 
“primary cutaneous meningioma”. J Cutan Pathol, 1989, 16(2): 
72–80. https://doi.org/10.1111/j.1600-0560.1989.tb00014.x  
PMID: 2474587 

[18] Lopez DA, Silvers DN, Helwig EB. Cutaneous meningiomas – 
a clinicopathologic study. Cancer, 1974, 34(3):728–744. https:// 

doi.org/10.1002/1097-0142(197409)34:3<728::aid-cncr2820 
340332>3.0.co;2-u  PMID: 4851231 

[19] Winkler M. Über Psammome der Haut und des Unterhaut-
gewebes. Virchows Arch Pathol Anat Physiol Klin Med, 1904, 
178(2):323–350. https://doi.org/10.1007/BF02059075  https:// 
link.springer.com/article/10.1007/BF02059075 

[20] Cushing H, Eisenhardt L. Meningiomas. Their classification, 
regional behaviour, life history, and surgical end results. 
Charles C. Thomas Publisher, Ltd., Springfield, IL, USA, 1938. 
https://search.worldcat.org/title/5048433 

[21] Rubinstein LJ. Tumors of the central nervous system. In: ***. 
Atlas of Tumor Pathology. 2nd Series. Fascicle 6, Armed Forces 
Institute of Pathology (AFIP), Washington, D.C., USA, 1972, 
130–153. https://search.worldcat.org/title/15927304 

[22] Bain GO, Shnitka TK. Cutaneous meningioma (psammoma); 
report of a case. AMA Arch Derm, 1956, 74(6):590–594. https:// 
doi.org/10.1001/archderm.1956.01550120010002  PMID: 
13371911 

[23] Mazloom SE, Holliday AC, Coman GC, Chavan RN, Kolodney MS, 
Grider DJ. Type I cutaneous meningioma (rudimentary menin-
gocele) with intradural attachment to the phylum terminale. 
Am J Dermatopathol, 2016, 38(12):927–929. https://doi.org/ 
10.1097/DAD.0000000000000646  PMID: 27828803 

[24] Pacheco Compaña FJ, Midón Míguez J, Avellaneda Oviedo EM, 
Busto Lodeiro E. Post-traumatic cutaneous meningioma. Arch 
Plast Surg, 2016, 43(4):381–384. https://doi.org/10.5999/aps. 
2016.43.4.381  PMID: 27462574  PMCID: PMC4959984 

[25] Enwereuzo C, Moral L, Henneberry JM. Heterotopic cutaneous 
meningioma: an unusual presentation occurring in a patient with 
a remote history of intracranial meningioma. Am J Dermatopathol, 
2018, 40(4):e57–e59. https://doi.org/10.1097/DAD.00000000 
00001019  PMID: 28984696 

[26] Pillai B, Sapkota M, Farooque U, Asghar F, Perez A, Mechtler L. 
Type 1 primary cutaneous meningioma with atretic meningocele. 
Ann Indian Acad Neurol, 2021, 24(2):278–280. https://doi.org/ 
10.4103/aian.AIAN_394_20  PMID: 34220087  PMCID: PMC 
8232477 

[27] Brantsch KD, Metzler G, Maennlin S, Breuninger H. A meningioma 
of the scalp that might have developed from a rudimentary 
meningocele. Clin Exp Dermatol, 2009, 34(8):e792–e794. https:// 
doi.org/10.1111/j.1365-2230.2009.03519.x  PMID: 19817762 

[28] Peñas PF, Jones-Caballero M, Amigo A, Aragüés M, García-
Díez A. Cutaneous meningioma underlying congenital localized 
hypertrichosis. J Am Acad Dermatol, 1994, 30(2 Pt 2):363–
366. https://doi.org/10.1016/s0190-9622(94)70041-9  PMID: 
8294599 

[29] Brown JM, Cherry AP. Subcutaneous meningioma. Med J Aust, 
1971, 2(21):1072–1073. https://doi.org/10.5694/j.1326-5377. 
1971.tb92710.x  PMID: 5127489 

[30] Courville P, Cappèle O, Bachy B, Hemet J, Métayer J. Type 1-
primary cutaneous meningioma of the scalp. Eur J Pediatr Surg, 
2000, 10(6):387–389. https://doi.org/10.1055/s-2008-1072397  
PMID: 11215781 

[31] Borggreven PA, de Graaf FH, van der Valk P, Leemans CR. 
Post-traumatic cutaneous meningioma. J Laryngol Otol, 2004, 
118(3):228–230. https://doi.org/10.1258/002221504322928035  
PMID: 15068523 

[32] Juárez A, Domínguez-Fernández I, Santiago-Sánchez-Mateos D, 
García C, Fraga J, García-Diez A. Cutaneous meningioma: 
extracranial extension from an intracranial tumour. Clin Exp 
Dermatol, 2009, 34(8):e1001–e1003. https://doi.org/10.1111/ 
j.1365-2230.2009.03662.x  PMID: 20055817 

[33] Miedema JR, Zedek D. Cutaneous meningioma. Arch Pathol 
Lab Med, 2012, 136(2):208–211. https://doi.org/10.5858/arpa. 
2010-0505-RS  PMID: 22288971 

[34] Morina A, Kelmendi F, Morina Q, Morina D, Mekaj A. Intracranial 
extracranial huge meningioma: report of a case. Turk Neurosurg, 
2015, 25(5):779–782. https://doi.org/10.5137/1019-5149.JTN. 
9412-13.2  PMID: 26442546 

[35] Simić R, Đuričić S, Plamenac P, Ilić S, Todarović V. Cutaneous 
meningioma of the scalp in an infant. Arch Oncol, 2001, 
9(Suppl 1):149–150 (UDC: 616-006.592:616-098.1). http:// 
www.onk.ns.ac.rs/Archive/Vol9/PDFVol9/V9S1-8-Extended-
Abstracts.pdf#page=23 

[36] Tron V, Bellamy C, Wood W. Familial cutaneous heterotopic 
meningeal nodules. J Am Acad Dermatol, 1993, 28(6):1015–
1017. https://doi.org/10.1016/s0190-9622(08)80658-5  PMID: 
8496446 



Humps and bumps of head: review of meningiomas of the scalp 

 

473 

[37] Miyamoto T, Mihara M, Hagari Y, Shimao S. Primary cutaneous 
meningioma on the scalp: report of two siblings. J Dermatol, 
1995, 22(8):611–619. https://doi.org/10.1111/j.1346-8138.1995. 
tb03884.x  PMID: 7560462 

[38] Nowosielski M, Galldiks N, Iglseder S, Kickingereder P, von 
Deimling A, Bendszus M, Wick W, Sahm F. Diagnostic challenges 
in meningioma. Neuro Oncol, 2017, 19(12):1588–1598. https:// 
doi.org/10.1093/neuonc/nox101  PMID: 28531331  PMCID: 
PMC5716093 

[39] Nochomovitz LE, Jannotta F, Orenstein JM. Meningioma of 
the scalp. Light and electron microscopic observations. Arch 
Pathol Lab Med, 1985, 109(1):92–95. PMID: 3838243 

[40] Pendergrass EP, Hope JW. An extracranial meningioma with 
no apparent intracranial source; report of a case. Am J 
Roentgenol Radium Ther Nucl Med, 1953, 70(6):967–970. PMID: 
13104730 

[41] Konopinski J, Prieto VG, Ivan D, Nagarajan P, Tetzlaff MT, 
Curry JL, Torres-Cabala CA, Fuller GN, Aung PP. Isolated 
ectopic cutaneous atypical meningioma of the scalp: another 
mimicker of primary adnexal tumor. Am J Dermatopathol, 2017, 
39(7):545–547. https://doi.org/10.1097/DAD.0000000000000 
821  PMID: 28178009 

[42] Cummings TJ, George TM, Fuchs HE, McLendon RE. The 
pathology of extracranial scalp and skull masses in young children. 
Clin Neuropathol, 2004, 23(1):34–43. PMID: 14986932 

[43] Avecillas-Chasin JM, Saceda-Gutierrez J, Alonso-Lera P, Garcia-
Pumarino R, Issa S, López E, Barcia JA. Scalp metastases of 
recurrent meningiomas: aggressive behavior or surgical seeding? 
World Neurosurg, 2015, 84(1):121–131. https://doi.org/10.1016/ 
j.wneu.2015.02.041  PMID: 25765926 

[44] Theaker JM, Fletcher CDM, Tudway AJ. Cutaneous heterotopic 
meningeal nodules. Histopathology, 1990, 16(5):475–479. https:// 
doi.org/10.1111/j.1365-2559.1990.tb01547.x  PMID: 2361660 

[45] Rushing EJ, Bouffard JP, McCall S, Olsen C, Mena H, Sandberg GD, 
Thompson LDR. Primary extracranial meningiomas: an analysis 
of 146 cases. Head Neck Pathol, 2009, 3(2):116–130. https:// 
doi.org/10.1007/s12105-009-0118-1  PMID: 19644540  PMCID: 
PMC2715454 

[46] Liu Y, Sturgis CD, Bunker M, Saad RS, Tung M, Raab SS, 
Silverman JF. Expression of cytokeratin by malignant menin-
giomas: diagnostic pitfall of cytokeratin to separate malignant 
meningiomas from metastatic carcinoma. Mod Pathol, 2004, 
17(9):1129–1133. https://doi.org/10.1038/modpathol.3800162  
PMID: 15133478 

[47] Ivan D, Hafeez Diwan A, Prieto VG. Expression of p63 in 
primary cutaneous adnexal neoplasms and adenocarcinoma 
metastatic to the skin. Mod Pathol, 2005,18(1):137–142. https:// 
doi.org/10.1038/modpathol.3800263  PMID: 15389254 

[48] Rushing EJ, Olsen C, Man YG. Correlation of p63 immuno-
reactivity with tumor grade in meningiomas. Int J Surg Pathol, 

2008, 16(1):38–42. https://doi.org/10.1177/1066896907306772  
PMID: 18203782 

[49] Fox MD, Billings SD, Gleason BC, Thomas AB, Cibull TL. 
Cutaneous meningioma: a potential diagnostic pitfall in p63 
positive cutaneous neoplasms. J Cutan Pathol, 2013, 40(10): 
891–895. https://doi.org/10.1111/cup.12198  PMID: 23924346 

[50] Tong J, Aksenov SA, Chorost MI, Rodgers WH. Extracranial 
meningioma in the scalp with concurrent steatocystoma. Case 
Rep Pathol, 2020, 2020:6539064. https://doi.org/10.1155/2020/ 
6539064  PMID: 32963867  PMCID: PMC7495167 

[51] Fang L, Lowther DE, Meizlish ML, Anderson RCE, Bruce JN, 
Devine L, Huttner AJ, Kleinstein SH, Lee JY, Stern JNH, 
Yaari G, Lovato L, Cronk KM, O’Connor KC. The immune cell 
infiltrate populating meningiomas is composed of mature, 
antigen-experienced T and B cells. Neuro Oncol, 2013, 15(11): 
1479–1490. https://doi.org/10.1093/neuonc/not110  PMID: 
23978377  PMCID: PMC3813416 

[52] Bø L, Mørk SJ, Nyland H. An immunohistochemical study of 
mononuclear cells in meningiomas. Neuropathol Appl Neurobiol, 
1992, 18(6):548–558. https://doi.org/10.1111/j.1365-2990.1992. 
tb00825.x  PMID: 1488087 

[53] Paine JT, Handa H, Yamasaki T, Yamashita J, Miyatake S. 
Immunohistochemical analysis of infiltrating lymphocytes in 
central nervous system tumors. Neurosurgery, 1986, 18(6): 
766–772. https://doi.org/10.1227/00006123-198606000-00015  
PMID: 3488516 

[54] Sheu M, Fauteux G, Chang H, Taylor W, Stopa E, Robinson-
Bostom L. Sinus pericranii: dermatologic considerations and 
literature review. J Am Acad Dermatol, 2002, 46(6):934–941. 
https://doi.org/10.1067/mjd.2002.120600  PMID: 12063495 

[55] Cheng MF, Cheung LK, Dodoo EA, Po YC. A case of giant 
cutaneous Lopez type III meningioma of the scalp. J Neurol 
Surg Rep, 2023, 84(1):e21–e25. https://doi.org/10.1055/s-0043-
1764322  PMID: 36874632  PMCID: PMC9984268 

[56] Jaiswal P, Jaiswal S, Chakrabarti S, Mukherjee A. Primary 
type I cutaneous meningioma of the scalp: cytohistological and 
immunohistochemical features of a rare neoplasm. Asian J 
Neurosurg, 2018, 13(1):110–112. https://doi.org/10.4103/1793-
5482.181123  PMID: 29492137  PMCID: PMC5820862 

[57] Arnold M, Cleaver D, Cleaver N. Type II cutaneous meningioma. 
Dermatol Surg, 2020, 46(11):1449–1451. https://doi.org/10. 
1097/DSS.0000000000002120  PMID: 31453903 

[58] Kishore M, Kaushal M, Bhardwaj M, Sharma N. Cutaneous 
meningioma: a cytomorphological diagnosis. Indian Dermatol 
Online J, 2017, 8(3):201–204. https://doi.org/10.4103/idoj.ID 
OJ_169_16  PMID: 28584759  PMCID: PMC5447342 

[59] Theaker JM, Fleming KA. Meningioma of the scalp: a case 
report with immunohistological features. J Cutan Pathol, 1987, 
14(1):49–53. https://doi.org/10.1111/j.1600-0560.1987.tb00126.x  
PMID: 3549813 

 
 
 
 
 
 
Corresponding authors 
Claudia Florida Costea, Professor, MD, PhD, Department of Ophthalmology, Faculty of Medicine, Grigore. T. Popa 
University of Medicine and Pharmacy, Iaşi; 2nd Ophthalmology Clinic, Prof. Dr. Nicolae Oblu Emergency Clinical 
Hospital, 2 Ateneului Street, 700309, Iaşi, Romania; Phone +40232–264 271, e-mail: costea10@yahoo.com 

Georgiana Macovei, Associate Professor, MD, PhD, Department of Oral and Dental Diagnostics, Faculty of Dental 
Medicine, Grigore T. Popa University of Medicine and Pharmacy, 16 Universităţii Street, 700115 Iaşi, Romania; 
Phone +40740–202 301, e-mail: georgiana.macovei@umfiasi.ro 
 
 
 
 
 
 
Received: August 8, 2023 

Accepted: December 6, 2023 
 


