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A CASE OF INFECTIVE ENDOCARDITIS COMPLICATED
BY RUPTURED INTRACRANIAL MYCOTIC ANEURYSM

Tetsushi ITo, Keiichi CHIN, and Seibu MOCHIZUKI
Division of Cardiology, Department of Internal Medicine, The Jikei University School of Medicine

Intracranial mycotic aneurysm is a relatively infrequent complication of infective endocar-
ditis. However, rupture and intracranial hemorrhage are associated with such high mortality
that few patients with this condition survive. A-44-year-old man with fever and heart
murmur was admitted to our hospital. Echocardiography showed infective endocarditis and
mitral valve regurgitation with vegetations, and blood cultures yielded Streptcoccus sanguis.
During treatment with antibiotics, the mitral valve vegetations disappeared. However, stroke
suddenly developed on the 15th hospital day and the patient became unconscious. Computed
tomography revealed intracranial hemorrhage, and cerebral angiography revealed a ruptured
intracranial mycotic aneurysm of the left middle cerebral artery. Because conservative
treatment was ineffective, craniotomy and evacuation of the hematoma were done. However,
the patient died on the 26th hospital day. In conclusion, the possibility of intracranial mycotic
aneurysm, associated with significant mobidity and mortality, should always be considered in
patients with infective endocarditis. We recommend that imaging studies, such as cerebral
angiography, magnetic resonance, and sequential computed tomograhy, be performed for
patients suspected to have intracranial mycotic aneurysm.

(Tokyo Jikeikai Medical Journal 2002 ; 117 : 441-7)
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Table 1. Blood examination on admission
CBC Biochemistry Immunology
WBC 18,800 1 AST 16 1U/1 CRP 13.2 mg/dl
RBC 426 X10* ul ALT 331U/1 ASO 27 1U/ml
Hb 13.3 g/dl LDH 4331U0/1 RF 91U/ml
Ht 30% ChE 3.11U0/ml Urinalysis
Plt 24.3X10* u1 v-GTP 148 1U/1 SG 1.023
ALP 376 1U/1 pH 6.5
Hemogram LAP 1311U0/1 protein a+)
Stab 3% T-Bil 0.7 mg/dl glucose (=)
Seg 79% D-Bil 0.2 mg/dl acetone (=)
Lymp 0%  AMY 1101U/1  bililbin ()
Mono 7% TC 140 mg/dl urobilinogen (—)
Eosino 0% TG 77 mg/dl occult 3+)
Baso 0% TP 6.4 g/dl sediment
ESR Alb 3.2 g/dl RBC many/1
ESR (1Hr) 62 mm BUN 12 mg/dl WBC 3-4/1
ESR (2Hr) 91 mm Cr 0.8 mg/dl Blood culture
Coagulation test Na 135 mEq/1 Arterial blood
PT 77% K 4 mEq/1 Streptococcus sanguis (+)
APTT 32.3 sec Cl 97 mEq/1
Fbg 646 mg/dl Fe 62 ug/dl
TT 509% UIBC 133 g/dl
HPT 83% Cu 160 pg/dl
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Fig. l.a.b. Transthoracic echocardiogram showing a vegetation over the atrial side of the anterior
mitral leaflet.

Table 2. Clinical course

[ PIPC 6g/day |  PIPC  8g/day
[ GM 120mg/day

body
temperature | Glyceol 900ml/day
stroke
39 rt. hemiparesis re—strokel _r
; [_ \u/’"\\v/"\~_-—’l’———‘—‘Q\\\\\!‘~_-—""“-——
36
Blood culture Brain CT Brain CT
Streptcoccus Cergbral -
sanguis angiography|Operation
vy ¥ ¥ L]
hospital day 1 5 10 15 20 25
WBC 18800 16500 15200 15200 15300 18100 21700
CRP  13.2 12.5  10.7 9.2 7.4 6.3 3.8

ESR  62/91 73/97  68/95 64/93 69/98 61/88
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Fig. 2. Brain computed tomography scan showing intracranial homorrhage in the left parietal and
temporal region.
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Fig. 3.a.b. Left carotid angiography showing mycotic aneurysm arising from the left posterior
parietal artery (arrow).
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Fig. 4. Follow-up CT scan (on the 18 hospital day) showing enlargement of hematoma with

perifocal edema and midline shift.
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Fig.5.a.b.c. Photomicrographs of the specimen
of the aneurysm showing (a) infiltration of
inflammatory cells (Hematoxylin and eosin
stain), (b) partial interruption of the wall
(Hematoxylin and eosin stain), and (c)
destruction of the internal elastic membrane
(elastic tissue van Gieson stain).
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