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while avoiding injury to the normal spinal cord. The tumour in our
case included dense fibrous tissue, and use of CUSA did succeed.
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Nocardia brain abscess
misinterpreted as cerebral
infarction
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Summary We present the case of a non-immunocompromised man
with right-sided hemiparesis and aphasia thought to be caused by
cerebral infarction, but which in the later clinical course evolved to be
a nocardia brain abscess that needed surgical intervention. Misin-
terpretation of imaging combined with the absence of clinical signs of
infection led to inadequate primary treatment.
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INTRODUCTION

Modern imaging techniques and standard laboratory tests com-
bined with the clinical presentation make it possible to establish a
correct diagnosis and treatment in most patients referred with an
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acute focal neurological deficit. However, misinterpetation does
occur in certain circumstances, e.g. if unfamiliarity with neuro-
radiological studies is present or if in cases of uncertain findings
in computed tomographic (CT) studies the investigators rely on
the clinical status of a patient. This may lead to fatal misdiagnosis
and subsequently to treatment failure. The differential diagnosis of
cerebral ischemia versus early infection of the brain is sometimes
not easy to establish, especially in cases with negative laboratory
findings, which are not unusual in early brain infection.! We
present the case of a man with an acute focal neurological deficit
and no signs of infection where misinterpretation of initial CT
studies of the brain was followed by inadequate treatment of an
early brain infection.

CASE REPORT

A 56-year-old non-immunocompromised man experienced acute
right-sided hemiparesis and aphasia without any signs of infec-
tion. He was treated in a neurological clinic for brain infarction
after a CT scan performed at a non-specialised general hospital
revealed a hypodense area with slight contrast enhancement
thought to be postinfarction luxus perfusion in the left fronto-
temporal area (Fig. 1). No signs of infection were identified in the
laboratory tests including white blood cell count, C-reactive pro-
tein, and sedimentation rate.

His clinical course was uneventful with good restitution of
neurological function within a few days and he was transferred to
a rehabilitation unit after 3 weeks of medical treatment. During his
rehabilitation course, 2 months after the initial event, the patient
complained of headache, aphasia and intermittent hemiparesis on
the right side. He developed focal seizures. CT and magnetic
resonance imaging (MRI) scans now showed a 6 x 3 x 3cm le-
sion in the left frontotemporal region which enhanced markedly
with contrast agents and appeared to be polycystic (Figs. 2 and 3,
upper). No signs of infection, either clinically or in laboratory
investigations, were present at this time. The diagnosis of brain
abscess was now established. The patient was referred to our
department for operation.

At operation, after osteoplastic frontotemporal craniotomy and
durotomy, a completely encapsulated, firm abscess was found
with two lobuli. Total exstirpation was performed. Cultures
showed Nocardia asteroides (Fig. 3, lower). An extensive search
for the focus of infection including a thoracic CT scan revealed
signs of a clinically silent pneumonia. Postoperative antibiotic
treatment with sulfonamides and trimethoprim for 3 weeks was
initiated. The postoperative course was excellent with complete
recovery of neurological deficits. At follow-up after 24 months,
the patient was free of complaints and neurologically intact.

DISCUSSION

This case demonstrates the differential diagnostic problem of
cerebral infarction versus infection of the brain. We assume that in
our patient the clinically non-apparent pneumonia was the source
of brain abscess formation and the early stroke-like symptoms
were caused by cerebritis that evolved into a mature brain abscess.
Although secondary abscess formation in infarcted brain areas is
documented,? we believe that in this case the initial CT scans were
misinterpreted. This may have been caused by inexperienced ra-
diologists who were not familiar enough with interpretation of
neuroradiological pathology. Assessment by a neuroradiologist or
an early MRI may have, in this case, prevented the inadequate
treatment course and may have led to a successful conservative
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Fig. 1 CT scans after the initial event showing a hypodense area with slight contrast enhancement misinterpreted as infarction with luxury perfusion.

management with antibiotic therapy in this early stage of brain percentage of patients being immunocompromised and with a
infection.’” high mortality ranging between 24 and 50%.°° According to

Nocardia is known as an opportunistic pathogen that is very Mamelak et al. 38% of patients have multiple abscesses leading
likely to metastasise into the central nervous system, with a high to a mortality of 66%.% Although in selected cases medical
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Fig. 2 CT scans obtained 2 months after the initial event showing
marked mass effect and ring enhancement consistent with abscess formation.
(The figure is mirrored because of the different CT scan orientation.)

TrasCor -22

Fig. 3 (Upper) MRI delineating multilobulated abscess; (Lower)
photograph of a microscopic specimen of Nocardia asteroides (Gram staining,
magnification x1000).
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treatment can be successful,’>® surgical extirpation and antibiotic

treatment with sulfonamides and trimethoprim, or alternatively
minocyclin, imipenem or an aminoglycoside in combination
with cephalosporins is recommended.>®” Whether biopsy and
consecutive antibiotic treatment or open abscess extirpation
combined with antibiotics is to be preferred depends mainly on
the appearance of the lesion and the immune status of the pa-
tient. A recent paper by Fleetwood et al. suggested that a more
aggressive approach may be more appropriate in the face of a
nocardia brain abscess even if an extracranial focus is identi-
fied.®

In conclusion, early infection of the brain can occur with
symptoms of stroke and may be present without laboratory
pathology. As misinterpretation of CT imaging in the early
infection stages does occur, additional early MRI investigation
is recommended, as well as serial imaging at short time inter-
vals in patients with acute stroke-like symptoms and an un-
certain diagnosis.
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Arachnoid granulations in the
transverse sinuses of a
patient with ocular
melanoma
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Summary Arachnoid granulations show typical imaging features
that allow their distinction from dural sinus thrombosis and intrasinus
tumor. These features include a mid-lateral transverse sinus loca-
tion, focality, common adjacent entering superficial veins, origin of
attachment, low density on computed tomography (CT), isointensity—
hypointensity on T1-weighted magnetic resonance imaging (MRI)
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