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Ozet

Cok sayida gevresel kontrast tutan lezyonlar, beynin
goriintiilemelerinde en ¢ok  karsimiza  ¢ikan
anormalliklerden biridir. Bu durum ¢esitli enfeksiyonlar,
neoplastik veya vaskiiler hastaliklar nedeniyle olusabilir.
Neoplastik lezyonlart neoplastik olmayan lezyonlardan
ayirmak son derece dnemlidir. Bu calismada ¢ok sayda
serebralabse veya graniiloma 6n tanisi olan ve ilk cerrahi
sonras1 serebralabse tanisi alan 39 yagsinda bir erkek
hastayr sunduk. Hastanin klinik semptomlar1i ameliyat
sonrasi diizelmedi ve ileri incelemeler sonucunda hastada
akciger karsinomu metastazi tespit edildi. Hastaya
yapilan ikiknci cerrahi de son taniy1 dogruladi. Dogru ve
tam tani igin ileri ¢aligmalar sonrasinda uygun cerrahi
planlamas1 gereklidir. Su unutulmamalidir ki; abse ve
beyin metastazinin birlikteligi miimkiindiir.

Anahtar kelimeler: Metastatik, beyin, timor, apse.
Abstract

Multiple ring-enhancing lesions of the brain are one of
the most commonly encountered abnormalities on
neuroimaging. These can be caused by a variety of
infectious, neoplastic, inflammatory or vascular diseases.
Distinguishing non-neoplastic causes from neoplastic
lesions is extremely important. This report describes a
39-year-old male patient, who underwent a surgical
procedure with the initial diagnosis of multiple cerebral
abscess or granuloma and was diagnosed with cerebral
abscess after first surgical intervention. His clinical
symptoms did not improve postoperatively, and lung
carcinoma metastasis was detected after further
investigations. Second surgical intervention also confirm
final diagnosis. To correctly and completely diagnose
patients with multiple intracranial lesions, advanced
studies and adequate surgical intervention must be
undertaken. It must be kept in minds that abscess and
brain metastasis can be concomitant.
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Introduction

Multiple intracranial lesions of the
brain may have diverse etiologies and
radiological diagnoses can be non-specific.
Ring-enhancing lesions in the brain always
raise questions among neurosurgeons and
radiologists, given the many possible
differential diagnoses, it may sometimes be
difficult to reach a diagnosis with
conventional imaging (1-5). Tuberculoma is
still one of the differential diagnosis
especially in the endemic regions (5). In
clinical practice, it is essential to
differentiate  between these conditions
because their management and prognosis are
totally different. Advanced magnetic
resonance imaging techniques may be used
for diagnosis. The infected metastasis is
uncommon enough to be overlooked as a
differential diagnosis (6-12). This report
presents a case of diagnostic and therapeutic
challenge; a patient with  multiple
intracranial lesions.

Case Report

A 39-years-old male patient
presented with the complaints  of
headacheand weakness in his right side. His
history revealed that he was treated with
drug therapy (Isoniazid 1x300 mg,
Rifampicin1x600 mg) for six months after
diagnosis of tuberculosis. In MRI T1
weighted images showed three lesions in the
left occipital lobe, left frontal lobe and left
parietal lobe. Methemoglobine were present

in these lesions. It was reported that the
lesionswere rim like enhanced after contrast
injection at T1 weighted images and also T2
weighted images presented with hypointense
rim  corresponding to capsule and
surrounding edema (Figure 1, 2). The patient
underwent operation and leftfronto-temporo-
parietal craniotomy was carried out, 25cc
brown liquid was aspirated and the cavity
was irrigated with  saline  solution.
Postoperatively, hemiparesis was observed
to improve markedly.

In the microscopic investigation of
the aspirated specimen, total cell number
was found to be very high and white cell
count was 13,000/mm?®. Although MRI was
consistent ~ with  tuberculosis,  other
etiological factors could not be excluded and
sulbactam-ampicillin ~ 4x1.5 gr. was
instituted.

In the microbiological culture of the
aspirated sample, staphylococcus hominis
was isolated.  Acid-fast stain  and
tuberculosispolimerase chain reaction were
found to be negative.

The patient was discharged with
instructions to continue antibiotic regimen
for five weeks with the diagnosis of brain
abscess. One week after discharge, patient
presented with complaints of increasing
right hemiparesis, motor dysphasia and
deterioration of general well-being. The
possibility of inadequate abscess treatment
was addressed,; Vancomycin and
Meropenem were commenced. Computed
tomography images showed rim like
enhancing lesions revealing intracerebral
abscess and subfalcian herniation (Fig. 3).
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Figure 1, 2. Preoperative MRI scan of head. T1 weighted axial and sagital images showed

hyperintense lesions in frontal and occipital lobes.
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Figure 3. CT scan of head before second operation. Contrast enhanced CT image showed
intraparenchymal rim like e
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In the second neurosurgical
intervention, entry through previous incision
was accomplished and the cyst was drained
by cortical incision to the frontal cortex
under existing sutures. Inspection of the
cyst wall under surgical microscope
revealed pink-purple tumor tissue and
excision was carried out.

In the tomographic investigation of
the thorax, a mass with cavitation at the
diameter of 2.5 cm was seen in the upper
segment of the left lung and parenchymal
nodule at the size of approximately 2.5 cm
in the upper lobe, apical segment of right
lung. In the pathological examination,
carcinoma metastasis was found. Patient was
discharged after radiotherapy was planned.

Discussion

The opinion varies regarding the
therapeutic and diagnostic approaches to
intracranial multiple lesions. In open
surgical interventions, it is essential to get
specimens from both the fluid and solid
tissue. If there is no solid tumor, it is
important to obtain multiple specimens from
the cyst wall and suspected tissues (7). In
single or multiple intracranial masses,
particularly in high grade glial tumor and
metastasis, milky degeneration occurring
due to necrosis, may lead the lesion to be
mistaken for abscess during surgery®.
Furthermore, brain metastasis may be
misinterpreted as tissue necrosis rather than
abscess when there is liquified material
present’?. Actually, in the present case, cyst
aspiration was regarded as adequate in the
first operation upon consideration of the
abscess  perioperatively.  Results  of
microscopic and microbiological
examination of the specimens favored a
diagnosis of abscess. Nevertheless, when
lesions did not improve with medical

treatment, the second surgical intervention
was performed. Visual examination of tumor
tissue of the cyst wall by surgical
microscope and pathological investigation of
the specimen established an accurate
diagnosis.

When contemplating surgical
intervention for single or multi-cystic,
necrotized, degenerative intracranial lesions,
it IS necessary to examine the cyst cavity
with the surgical microscope and to obtain
specimens from cyst wall and suspicious
looking tissues. If stereotactic biopsy is
planned, care should be taken in the choice
of lesions: diagnostically valuable lesions
should be biopsied (1). The co-existence of
abscess within a metastasis of one or more
of the lesions should also be considered.
When multiple intracranial masses are
identified radiological; abscess, metastasis,
multicentric or multiple gliomas are
primarily considered (3,7). In differential
diagnosis, tuberculoma should also be
considered especially in the endemic areas
and in patients with the history of
tuberculosis®. In vivo MR spectroscopy can
also be used in the differential diagnosis of
cystic intracranial masses (3,9,11). Before
definitive diagnosis, it is reasonable to
biopsy or remove a lesion (2,4,6,8). It
should also be considered that a brain
metastasis can also be infected.
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