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Case Reports

Brain Tumor Presenting as an Acute
Pure Motor Hemiparesis

Marc Fisher, MD, and Lawrence D. Recht, MD

Acute pure motor hemiparesis is a clinical syndrome of isolated hemiparesis usually related to
lacunar infarction, although other etiologies have been described. We recently encountered
three patients with the abrupt onset of pure motor hemiparesis as the initial manifestation of
primary or metastatic brain tumor. In each patient, early computed tomography demonstrated
a nonhemorrhagic, right frontal, enhancing mass lesion. While the mechanism whereby brain
tumor may present abruptly and simulate a stroke remains uncertain, these cases illustrate that
pure motor hemiparesis can be the initial symptom of intracranial tumor. Early computed
tomography or magnetic resonance imaging is suggested for all patients who present acutely
with pure motor hemiparesis. (Stroke 1989;20:288-291)

paresis (PMH) typically represents a clini-

cal stroke syndrome of hemiparesis without
associated sensory deficit, homonymous hemianop-
sia, aphasia, or other higher cortical function
deficits.! PMH is usually caused by lacunar infarc-
tion in the posterior limb of the contralateral inter-
nal capsule or basis pontis, although small intrace-
rebral hemorrhages in these anatomic locations can
also manifest similar clinical symptoms.2 PMH has
also been described in association with ischemic
cortical infarction, subdural hematoma, nocardial
brain abscess, and demyelinating disease.>* Brain
tumors, either primary or metastatic, occasionally
present with the abrupt development of focal neu-
rologic deficits mimicking stroke.5 PMH has rarely
been associated with metastatic brain tumor, but
the clinical details have not been described.?.¢ We
recently encountered three patients who presented
with acute PMH symptoms as the initial manifesta-
tion of a primary or metastatic brain tumor.

r I Yhe acute development of pure motor hemi-
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Patient 1. A T77-year-old woman awoke with
left-sided weakness. There were no visual or sen-
sory symptoms. For the month prior to admission,
she had felt generally fatigued and had sustained
several falling episodes associated with knee buck-
ling. Prolonged electrocardiographic monitoring as
an outpatient had demonstrated supraventricular
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tachycardia and sinus pauses of 1-3 seconds. Her
medical history was otherwise unremarkable. The
general physical examination on admission was
remarkable only for the presence of a soft systolic
ejection murmur. The neurologic examination dem-
onstrated a moderate (Medical Research Council
[MRC] Grade 37) left hemiparesis that involved her
face, arm, and leg equally. The left plantar response
was extensor. Extensive examination of higher cor-
tical function, language, sensation including pain,
temperature, joint position, vibration, graphesthe-
sia, and stereognosis, cerebellar function, and deep
tendon reflexes revealed no abnormalities. A head
computed tomogram (CT scan) with contrast on the
day after admission revealed a large enhancing
mass in the right frontal-parietal lesion with associ-
ated edema and shift of the midline structures
(Figure 1). A cerebral angiogram was consistent
with a large hypovascular mass in the right frontal-
parietal region with minimal extracranial atheroscle-
rotic vascular disease. One week after admission, a
craniotomy was performed and the biopsy speci-
men demonstrated the mass lesion to be a malignant
glioma. The patient received radiation therapy post-
operatively, but there was little change in her left
hemiparesis.

Patient 2. A 63-year-old woman presented with
the abrupt onset of left facial droop, left hand
clumsiness, and weakness. Walking was unsteady
because of slight left leg weakness. Her medical
history was unremarkable. General physical exam-
ination on admission was unremarkable aside from
a firm nodular right breast mass, which at biopsy
was found to consist of fibrous fatty tissue. Neuro-
logic examination demonstrated higher cortical func-
tions to be intact. The cranial nerves were unre-
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