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Multiple Infected Cerebral Aneurysms Mimicking Metastatic Brain Tumor: A Case Report

Jeong Mo Shin, |k Seong Park
Department of Neurosurgery, Bucheon St. Mary’s Hospital, College of Medicine, The Catholic University of Korea, Seoul, Korea

The authors emphasize the importance of accurate history taking through a case report of an infectious cerebral aneur-
ysm after undergoing craniotomy under a metastatic brain’s diagnosis. A 54 years old man was presented with a head-
ache. Brain magnetic resonance images (MRI) revealed multiple small enhancing mass lesion with pial enhancement.
No suspicious findings of systemic cancer were observed on positron emission tomography. Follow up MRI scan per-
formed two weeks later showed an increase in mass size. Exploration craniotomy was done. A fusiform dilated vessel
with surrounding hematoma was noticed on subarachnoid space. Pathologic study revealed pseudoaneurysm. Multiple
vegetations on the left ventricle were detected by echocardiography. But blood culture reported no growth of any bac-
teria. Cerebral digital subtraction angiography revealed multiple intracerebral aneurysms ranging from 1 to 3 mm. Further
investigation of the patient's past history revealed a dental extraction due to carries, which was the most common
cause of infected aneurysms. Empirical antibiotics therapy was performed for 6 weeks, and the disappearance of en-
hanced lesions on Brain MRI and vegetation on echocardiography was confirmed. Sophisticated history taking and a
systemic evaluation are essential for the evaluation of uncertain cerebrovascular disease.
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Fig. 1. Initial non enhance brain computed tomography (CT) and
CT angiography. Linear high density along Left frontoparietal
cortical sulci with surrounding edema (white arrow), indicating
suspicious leptomeningeal pathology with subarachnoid hemor-
rhage, was present (A). There were no definite vascular abnormal-
ities on middle cerebral artery (B).
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Fig. 2. Initial enhanced brain magnetic resonance image. Multiple
small enhancing lesions on subcortical area with leptomeningeal
involvement (arrow) was noticed.

Fig. 3. Follow-up enhanced magnetic resonance image. Increased
size change of enhancing lesions with leptomeningeal involvement
(arrow) was noticed.
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Fig. 4. Subtraction digital angiography: (A) Right internal carotid
artery images, (B) Left vertebral artery images. Multiple intracere-
bral aneurysms ranging 1 to 3 mm in size were noticed.
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