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It is difficult to make a diagnosis for this case. A 38-year-old
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man suffered from mild cognitive dysfunction for 3 months and
intermittent headache for 20 days, and his focal neurological signs
were unconspicuous. Cerebrospinal fluid (CSF) showed normal
biochemical and negative bacteriologic examinations. Parasitological
tests of blood and CSF were negative. Imaging examination showed
multiple intracranial lesions, which possessed the characteristics of

multidate, fluid levels, bleeding, and without edema zone. The possible
diagnosis included metastatic encephaloma, neurocysticercosis and
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angiocavernoma or other diseases. The patient was treated with
dehydration of intracraninal pressure and the neurological symptoms
were improved slightly. For this case, with slight abnormal clinical

symptoms and complicated imaging findings, it is difficult to diagnose,
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Case report

A 38-year-old man, with memory deterioration for 3 months
and intermittent headache for 20 days, came to our hospital for
treatment. He had no fever, vomiting, limb weakness, seizure
or impairment of consciousness. His medical history included
hypertension for 12 years, chronic gastritis for 5 years, drinking
and cigarette smoking for 20 years, and breeding livestock for
20 years. Physical examination revealed clear consciousness,
decreased memory and computational power. Meningeal
irritation sign was negative. The skin of the left knee had melanin
deposition. Cerebrospinal fluid revealed elevated intracranial
pressure, normal biochemical and negative bacteriologic
examinations. Parasitological tests of blood and CSF were
negative. Brain computed tomography scan (Figure 1) and
magnetic resonance imaging (MRI) scan (Figure 2, 3) showed
multiple lesions in frontal and occipital lobe. The patient was
treated with dehydration of intracraninal pressure and the
neurological symptoms were improved slightly.

and brain biopsy may be the only method for the definitive diagnosis.

After multidisciplinary consultation, these brain
lesion characterization for this patient was considered as
neurocysticercosis, metastatic encephaloma, angiocavernoma
or others. Brain biopsy was suggested to get definitive diagnosis.
Due to poor economic situation, the patient refused to adopt
brain biopsy, and discharged from hospital voluntarily. 2 months
after hospital discharge, the patient’s condition was fine from a
return visit by telephone. 2.5 years later, the patient died for an
unknown reason.

Discussion

In present study, the patient’s clinical manifestations
did not match his imaging examinations to a great extent.
The patient had slight abnormal clinical symptoms, but his
imaging findings was complicated. With multidisciplinary
consultation, metastatic encephaloma, neurocysticercosis, or
angiocavernoma were considered.
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Metastatic encephaloma are the most common type of
neoplasm in adults, accounting for approximately 10% of adult
cancer patients [1], and are associated with high mortality
as well as poor prognosis [2]. The most common primary
malignancies that metastasize to the brain are lung, breast,
melanoma, colon cancers, whereas other malignant tumors
such as prostate, liver, bladder, pancreatic, and uterine have a
lower propensity to metastasize the brain [3,4]. Hematogenous
spread and geographic invasion are the two common forms of
central nervous system metastasis. Any encephalic region of
the brain can be affected by metastatic tumor, however, the
most common site of disease involvement is the gray-white
matter junction [5,6]. The most common clinical symptoms
in patients with brain metastases are headache and epilepsy.
Asymptomatic patients usually detect lesions on imaging
scans. Neuroimaging plays an important role in patients with
metastatic encephaloma. MR imaging is currently considered
as the optimal imaging modality for the diagnosis of metastatic
disease, monitoring of therapeutic response, and assessment
for disease progression [7]. In general, a majority of lesions
are isointense or slightly hypointense relative to normal brain
tissue on T1-weighted imaging. Hyperintensity on precontrast
T1l-weighted MR imaging can occurin in late subacute
hemorrhage, protenaceous fluid, focal macrocellular fat, or
melanin deposition. Most of cerebral metastases demonstrate
prolonged T2 relation times and are, therefore, hyperintense on
T2-weighted sequences. The exception, however, is that densely
cellular tumors or mucin-secreting neoplasms can appear
hypointense on T2-weighted imaging. After the administration
of contrast media, most metastases dramatically enhance
on contrast-enhanced T1-weighted MR imaging, and typical
imaging findings are well-circumscribed nodules with varying
internal contents, including hemorrhagic fluid, mucinous
material, or necrotic debris [7,8], In present study, the patient
had intermittent headache for 20 days, and his MR imaging
showed multiple, multi-phase, scattered lesions with liquid
flat in frontal and occipital lobe. Physical examination revealed
that skin of the left knee had melanin deposition. Based on the
above evidence, malignant metastasis, especially melanoma,
can not be ruled out.

Neurocysticercosis, whichiis typically caused by the tapeworm
Taenia solium after ingesting contaminated food or water, is one
of the most common parasitic diseases of the nervous system
in humans [9]. The clinical manifestations of neurocysticercosis
can vary from completely asymptomatic infection to death.
The nervous system manifestations usually include seizures,
headache, intracranial hypertension, focal neurological signs
and mental disorder [10]. Diagnosis of neurocysticercosis
mainly includes clinical manifestations, serum immunology
and neuroimaging [9]. In general, canonical neurocysticercosis
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\\Figure 1: CT scan revealed multiple lesions in the brain.

Figure 2: MRl scan revealed multiple lesions in the brain. Axial MRI
T1WI (A), T2WI (B), Flair (C), DWI (D), ADC (E) and enhancement
scan (F) showing lesions with multiple spatial and temporal

| characteristics.

Figure 3: MRI scan revealed multiple lesions in the brain. Axial MRI
T1WI (A), T2WI (B), Flair (C), DWI (D), ADC (E) and enhancement

\ scan (F) showing multiple lesions with different signal strength.
o

cases can be easily diagnosed by neuroimaging of the
brain. On the other hand, if the clinical presentations are
atypical, neuroimaging findings are short of specificity, and
immunodiagnostic tests show suboptimum predictive values,
diagnosis of these neurocysticercosis cases will be difficult.
In present case, the patient’s clinical manifestations were
nonspecific, and parasitological tests of blood and CSF were
negative. However, the neuroimaging finds were similar to that
of neurocysticercosis. Therefore, the possible diagnosis of this
patient cannot exclude neurocysticercosis.

Angiocavernoma presents in 0.4-0.8% of the population, and
can occur in a sporadic form characterized by isolated lesions
and a familial form characterized by multiple lesions with an
autosomal dominant mode of inheritance [11]. Most common
symptoms include seizures, hemorrhage, and focal neurological
dysfunction. High-resolution MR imaging is a useful diagnostic
tool with a high degree of sensitivity and specificity. In
general, the lesions are hyper- or hypointense or has a core of
reticulated signal intensity surrounded by a hypointense rim
on precontrast T2-weighted images [11,12]. In our study, the
patient had intermittent headache and unilateral nasolabial
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sulcus was shallow. More over, the MR imaging finds were
roughly consistent with those of angiocavernoma, therefore,
angiocavernoma can be considered as one of the possible
diagnoses of the disease.

Coclusion

In a word, the diagnosis of this patient is difficult in the
absence of disease biopsy, nevertheless the above three
diagnoses should be considered according to the patient’s
clinical manifestations, physical examination, laboratory
examination and neuroimaging finds.
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