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Introduction: Intracranial infectious aneurysms (IIA), also known as mycotic aneurysms when the 

cause is known to be infectious. They are dangerous with high risk of rupture and are found in 4-9% 

of patients with infective endocarditis (IE)1. Bacteria enter cerebro-vascular vessels through a septic 

embolus, causing damage and leading to aneurysm growth. Treatment requires balancing between 

aneurysm treatment and valve surgery, with ruptured aneurysms needing immediate intervention2.  

The first reported case on our national literature published in Neurochiurgie 1992 highlighted that 

aneurysms in distal arterial branches are often infectious, known as "mycotic."5. We present historic 

experience of mycotic and infectious aneurysms and their treatment. 

Case report: 13 years old female presented with a history of approximately 6 weeks, with fatigue and 

pronounced body weakness, arthralgia and intermittent headaches which prevented her school 

attendance. In consultation with pediatricians near the area where she lived, was treated as a viral 

syndrome and received symptomatic treatment several times, but without improvement in the 

condition. Anemic syndrome was identified in the laboratory tests, was attributed to menstrual cycle 

disorders.  

In the last week, the condition deteriorates with abdominal pain in the left superior hypochondria, 

headache with higher intensity and refractory to NSAIDs. She was hospitalized at the Pediatric Service 

in UHC “Mother Teresa”, where she experienced acute headaches, meningeal syndrome and sudden 

onset of left motor deficit.  

On CT and CTA: Acute SAH is evident in the suprasellar cistern, the sinister insular area, the 

interpedicular and prepontine cistern, intra-ventricular lateral, III and IV with hydrocephalic dilatation. 

Saccular aneurysm of the P4 segment of the right posterior cerebral artery was suspected by the 

radiologist. 

A neurosurgical consultant at UHC “Mother Teresa” recommended SA in another institution. 

The patient was transferred and admitted in American Hospital 3 for further investigation. 

 

Neurological examination on arrival: somnolent, obeys simple verbal commands, Nuchal rigidity. 



Positive meningeal sign. Isohoric and photoreactive pupils. Paresis of left abducens. Left hemiplegia 

with RCP on bilateral extension NIHSS 12 GCS 13 Hunt Hess 4 

 

Brain MRI: Revealed SAH Fisher 3 with active hydrocephalus and evidence of distal right PCA 2.4 mm  

 

 
 

Fig 1: MRA on arrival: a-c) Moderate hydrocephalus d) Right ischemic pontin lesion e) 3DTOFF: Right 

distal PCA 2.4 mm f) 3DTOFF: Filling defect on right P1 (arrow) 

 

 

Fig 2: DSA: Projections from A-P, L-L and oblique revealed peripheral aneurysm of the right PCA 2.5 

mm (arrow) 
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These findings were most consistent with mycotic or infectious aneurysm. Laboratory investigation 

for infectious and inflammatory panel and cultures and consultation by the pediatric cardiologist was 

realized. 

Cardiac evaluation: Transthoracic echocardiogram ultrasound demonstrated PFO and moderate 

disfunction of mitral valve  

           

Transesophageal Echocardiogram (TEE): A mobile formation of about 2 cm2 connected to the 

posterior mitral leaf is evident, which creates moderate - advanced eccentric mitral regurgitation. Mild 

anterior mitral leaflet prolapses. Dilation of the left atrium. The auricle of the atrium was measured 

free of thrombus with normal flow velocity. No interatrial communication evident in color doppler. 

Tricuspid aortic valve with normal opening, without aortic regurgitation. The ventricle measured with 

normal dimensions, without EF left ventricular segmental kinetic abnormalities. 0.60. The right room 

at the rate. Mild tricuspid regurgitation. Small circumferential pericardial fluid 4-5 mm  

Abdominal Ultrasound: Splenium with interpolar diameter of 13 cm, hypoechoic area measuring 32 

x 28 mm suggestive of splenic infarction 

 

Laboratory analysis: CPR 7.11 (normal range 0-0.5); WBC-12500 with neutrophile predomination, 

HGB 7.18g/dl RBC 3.800.000; negative Procalcitonin  

Those findings were more consistent of infectious aneurysm and antibiotic therapy was initiated, 

(Ceftriaxone and Vancomycin), followed with endovascular treatment of the aneurysm. 

Endovascular procedure on D4: G.A. Bilateral femoral access was performed and the 8F introducer 

was placed on the right side and 6F on the left side. Through the right introducer was catheterized. 

Left vertebral and a Neuronmax 6F retention catheter was placed in its cervical portion. Through the 

left introducer, the Chaperon 5F catheter was placed in the right ICA. A-P, lateral and oblique 

projections were performed for both axes and 3D of the right ICA. Peripheral mycotic aneurysm of 

right PCA 2.5 mm, in calcarine fissure is evident. The right P1 is occluded. The microcatheter is 

successfully passed into the distal PCA through left vertebral artery. The micro-catheter/microguide 

system was placed at the level of the aneurysm and the coils were positioned. The control at the end 

of the procedure shows optimal closure of the aneurysm.  



 

Fig 3: a) absence flux on right P1; b-c) Optimal exclusion of right PCA distal infectious aneurysm 
(arrow) 

 

Her condition improved in terms of consciousness and motor force gradually on the left side. Senior 

cardiac pediatric consultant recommended six weeks of ATB treatment, and cardiac valvular surgery 

after.  

Discussion: SAH in infective endocarditis (IE) occurs in around 9-12.9% of cases, with infectious 

aneurysms affecting 4-9% of patients1. Mitral valve vegetations, especially on the anterior leaflet, can 

lead to serious complications, including intracerebral and abdominal as in our case. Mycotic 

aneurysms are rarer, and other causes are discussed.  

According to a multicenter study cohort it is also apparent that cardiac surgery after aneurysm 

management rather than before is strongly favored, and most often follows endovascular 

management3.  

In another study4, endovascular treatment for mycotic aneurysm showed a 100% success rate, 

indicating the high potential of endovascular treatment for infectious and mycotic aneurysms4.  
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