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This is a rare case presentation of a patient who presented with severe 
trigeminal neuralgia and was found to have a petroclival meningioma. 
Meningiomas in the petroclival region represent 2% of meningiomas, and can 
present with the compression of the brainstem, cranial nerves, basilar artery or 
perforating arteries. Secondary trigeminal neuralgia associated with tumor 
compression is a rare and complex pathology, representing only 1-5% of 
trigeminal neuralgia cases. The severe, reproducible facial pain can significantly 
affect a patient’s quality of life, especially when confounded by common co-
existing psychiatric issues such as anxiety or depression.

Introduction

Objective and Methods

Petroclival meningiomas are among the most complex skull base tumors to 
manage, and their treatment is especially challenging when paired with 
trigeminal neuralgia. Treatment options include both microsurgical resection 
and stereotactic radiosurgery; however, radiosurgery can be less effective in 
both maintaining tumor control and providing immediate pain relief from nerve 
compression. This patient had intolerable pain and worsening psychiatric 
issues, so she opted for microsurgical decompression. Due to the location of 
this tumor summarized in Figure 2, superior to the internal acoustic canal and 
lateral to the porus trigeminus, an anterior petrosectomy approach was chosen 
to resect the tumor. She achieved complete pain relief and follow-up MRI 
showed no evidence of tumor recurrence at 6 month follow-up.

Discussion

This case presentation describes the treatment of a patient who presented with 
trigeminal neuralgia secondary to a petroclival meningioma. The patient’s facial 
pain was intolerable and severely worsened her co-existing psychiatric issues. 
The goal of the treatment was to achieve maximal safe resection of the tumor 
and pain relief. This case illustrates the important considerations in treating 
secondary trigeminal neuralgia, including the surgical technique and the 
management of psychiatric concerns.

Rare Case Presentation of Petroclival Meningioma 

Presenting with Trigeminal Neuralgia

A 63 year old female with history of anxiety, depression, substance use disorder 
presented with left trigeminal neuralgia for over 6 months. Her neuro exam 
revealed a severe, reproducible pain in the left V1, V2, and V3 distributions. The 
pain had significantly worsened her anxiety and depression in the months prior 
to presentation. MRI findings are shown in Figure 1.

Preoperative images were used to render a 3D model (Figure 2) to illustrate the 
anatomic relationship of the tumor to the arcuate eminence, internal acoustic 
canal, and porus trigeminus leading to Meckel’s cave.

She underwent a left middle fossa craniotomy and anterior petrosectomy for 
resection of the meningioma and decompression of her trigeminal nerve. The 
drilling was carried out between the standard Kawase quadrilateral borders, 
drilling medially to laterally, between the superior petrosal sinus, the arcuate 
eminence, the greater superior petrosal nerve, and the lateral margin of V3.

Microscopic images (Figure 3) showed severe compression of the trigeminal 
nerve at the porus trigeminus as it entered Meckel’s cave. Postoperative MRI 
revealed gross total resection, and the patient experienced complete relief of 
her facial pain upon 6 month follow-up. 

Results

An anterior petrosectomy approach through a middle fossa craniotomy is a 
safe and effective way to manage petroclival meningiomas superior to the 
internal acoustic canal, with expansive exposure to decompress the trigeminal 
nerve as it enters Meckel’s cave.

Exacerbations of pain have a large impact on a patient’s mental health, 
especially with a history of psychiatric issues. In addition to the surgical 
management, management of these psychiatric concerns surrounding an 
invasive procedure should be handled with patience and compassion.

See the attached link for the Video Abstract of the case presentation and a 
step-by-step overview of the surgical technique.

Conclusions
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