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Fig. 1 Head CT and MRI.
(A, B) CT on day 2 showed a high density area in the fourth ventricle adjacent to the right middle cerebellar peduncle (A) and in the right

posterior horn of lateral ventricle (B). (C, D) Diffusion weighted images on day 3 showed a high-intensity area in the left centrum semiovale (C)
and the white matter of left frontal lobe (D). (E) T,* image showed several microbleeds. (F) Contrast-enhanced MRI didn't show abscess or
abnormal contrast pattern at leptomeninges. (G, H) CT on days 11 and 12 revealed a high-density area in the cisterna ambiens, posterior horn

of the lateral ventricles, and the sulcus of the left temporal cortex. (I) No aneurysm was revealed on 3D-CT angiography performed on day 13.

Fig. 2 Transesophageal echocardiography.

Transesophageal echocardiography on day 4 demonstrated a vegetation (yellow arrow) on the posterior cusp of mitral

valve and mitral regurgitation.
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Abstract

A case of subarachnoid hemorrhage due to infective endocarditis
by methicillin-resistant coagulase-negative staphylococcus

Shunsuke Kajikawa, M.D."”, Tomoko Oeda, M.D., Ph.D.”, Kwiyoung Park, M.D.",
Kenji Yamamoto, M.D., Ph.D.”, Hiroshi Sugiyama, M.D., Ph.D."” and Hideyuki Sawada, M.D., Ph.D."”

YDepartment of Neurology, Utano Hospital, National Hospital Organization

A 77-year-old man visited our hospital with unstable gait following 2 months of anorexia. Brain MRI showed multiple
infarcts; cardiac echocardiography revealed mitral-valve vegetation; and blood culture revealed methicillin-resistant

coagulase-negative staphylococci. The patient was diagnosed with infective endocarditis (IE). Subarachnoid hemorrhage

(SAH) developed ten days after antibiotic treatment. Intracranial aneurysm was not found. We speculated that chronic
inflammation of the cerebral arterial walls by bacteria of low virulence was associated with SAH complication. The
vegetation disappeared following additional gentamicin administration and the patient recovered to walk.

(Rinsho Shinkeigaku (Clin Neurol) 2017;57:775-777)
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