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Case Report

Unfortunately no intravenous contrast was given. Due to 
the clinical signs of mass effect the patient underwent an 
emergency left frontal craniotomy which revealed intradural 
lesion as a gelatinous solid tissue with no evidence of epidural 
hemorrhage. The mass was not vascular, grayish white in color. 
The lesion was completely excised, and the skull and bone flap 
was replaced. Postoperatively she promptly recovered to a GCS 
of 15 without a focal neurological deficit.

Diagnostic tests
The histopathological report was plasmacytoma [Figure 2]. On 
histopathology, the tumor cells resembled plasma cells and were 
immunopositive for CD138 and MUM‑1 and were kappa light 
chain restricted. They were negative for CD20 and CD56. The 
blood counts, erythrocyte sedimentation rate, and radiological 
skeletal survey were normal. The postoperative period was 
uneventful, and the patient was discharged but without radiation 
therapy and adjuvant chemotherapy for private reasons.

Discussion

Plasmacytoma of skull is a rare finding.[1] Total surgical resection 
followed by adjunctive radiation therapy has been advocated as 

Introduction

Intracranial plasmacytomas are rare in neurosurgical practice.[1] We 
present the patient with intracranial plasmacytomas mimicking 
epidural hematoma on computed tomography (CT).

Presentation and intervention
A 27‑year‑old female presented in the outpatient department on 
December 06, 2013 with a severe headache and vomiting without 
any history of loss of consciousness or seizure. There was H/O 
head trauma 2 months back due to hit by some heavy object.

Physical examination found pupil of normal size and normal 
reaction to light and normal neurological status with Glasgow 
Coma Scale  (GCS) score 14. CT scan was performed which 
showed a hyperdense left frontal chronic extradural/subdural 
mass lesion [Figure 1] and which was characteristically biconvex 
in shape, and in a position typical for an epidural hematoma. 
A midline shift (8 mm) on CT revealed the evidence of a mass 
effect on the adjacent brain and the ventricular system.
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Presenting a case of 27-year-old female presented in our OPD on 6-12-2013 with severe headache and vomiting and no 
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an effective treatment in the majority of skull plasmacytomas,[1] 
because these tumors are considered to be very radiosensitive.[2] 
The above treatment strategy provides the adequate control of the 
disease and decreases the possibility of recurrence.[3] Therefore, it 
is important to increase awareness of the clinical manifestation 
combined with neuroradiological findings. The diagnosis of 
solitary plasmacytoma can be made only when there is no evidence 
of multiple myeloma based on the bone marrow aspiration, 
electrophoresis of serum and urine protein, and no other lesion 
on the complete skeletal survey.[4,5] Arienta et al. reported that if 
total resection has been achieved then radiotherapy should be 
reserved for the case of tumor recurrence.[6] There are reports of 
complete cure after biopsy and radiotherapy, because plasma cell 
neoplasm are exquisitely radiosensitive.[7]
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Figure 1: A 27-year-old, female presented with history of a headache, 
vomiting with history of head trauma 2 months back with above computed 
tomography scan finding with normal neurological examination

Figure 2: Microscopy and immunohistochemistry report
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