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Rapid Development of Intracranial
Aneurysm Associated with Tuberculous
Meningitis
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A 34-year-old woman presented to the emergency room (ER)
with a headache and fever for 2 days. She denied any past medical
history, and the blood and biochemical studies including human
immunodeficiency virus antigen/antibody were unremarkable.
Initial computed tomography (CT) of the brain was also
unremarkable. She refused further evaluation, including lumbar
puncture, and was discharged of her own will, against the opinion
of the medical team. Six days later she revisited the ER with a
worsened headache, fever, and dizziness. Her body temperature
was 38°C. A neurologic examination revealed gaze-evoked
nystagmus beating toward the right side. Analysis of the cere-
brospinal fluid (CSF) showed lymphocyte-dominant pleocytosis
(460/µl), a decreased CSF/serum glucose ratio (0.4), elevated
protein (89.5 mg/dl), and a normal value of adenosine deaminase
(4 U/l). A CSF Gram stain, India ink test, and acid-fast bacilli
(AFB) smear were all negative. Serologic tests—including crypto-
coccal antigen, anti-HIV, and VDRL—were also negative. The
MRI demonstrated leptomeningeal enhancement around the basal
and quadrigeminal cisterns (Figure 1a). The MRA was unremark-
able (Figure 1b,c,d). Empirical antibiotics covering tuberculous
meningitis (TBM) and dexamethasone were initiated under the

diagnosis of probable TBM.1 Two days later she developed a
generalized tonic–clonic seizure with continuous stupor mentality.
The immediate follow-up CT angiography showed a subarachnoid
hemorrhage (SAH; Figure 2a) with an aneurysm on the top of the
basilar artery (Figure 2b,c,d), which had not been demonstrated two
days prior. The diameter of the aneurysm was approximately
0.7 cm (Figure 3). An endovascular embolization with coiling was
performed. Without clinical improvement, she died 1 month after
admission.

Hydrocephalus and cerebral ischemia are commonly asso-
ciated with TBM, but infectious intracranial aneurysms and
subsequent SAH are rarely encountered.2,3 The autopsy study
reported that arterial aneurysms were noted in only 2 cases among
51 postmortem TBM brains.2 Tuberculous aneurysms have also
been reported in other extracranial vessels, such as the thoracic
and abdominal aorta.4

The unique feature of this case is the rapidity of formation of the
aneurysm. A de-novo cerebral aneurysm developing as rapidly as
within 2 days, as in our case, has not yet been reported. Clinicians
should be warned to be aware of a potential rapid progression of
aneurysmal formation and subsequent SAH in TBM.

Figure 1: Initial MRI and MR angiography of the brain demonstrates leptomeningeal enhancement around the basal and quadrigeminal cisterns on
the contrast-enhanced T1-weighted image (a), with unremarkable intracranial vessels; (b) anterior-posterior view; (c) left-lateral view; (d) inferior-
superior view.
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Figure 3: Digital subtraction angiography shows an approximately 7-mm sized aneurysm on the top of
the basilar artery.

Figure 2: The follow-up CT two days later demonstrates SAH: (a) with an aneurysm on the top of the basilar artery; (b) anterior-posterior view;
(c) left-lateral view; (d) inferior-superior view.
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