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Case Report

Delayed Diagnosis of Glioblastoma Due to Recent Ruptured Aneurysm. A Case Report.
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Abstract

Rupture of an intracranial aneurysm may cover for a long time clinical and radiological signs of a coexistent
tumor. We report the delayed diagnosis of glioblastoma in a 65-years old female with recent history of
subarachnoid hemorrhage. In the literature are described few similar cases: we briefly discuss the manage-
ment in the rare occurrence of a double neurosurgical disease.
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Introduction

Spontaneous subarachnoid hemorrhage (SAH)
is a well-known and relatively common consequence of
intracranial aneurysms rupture.? The clinical and
radiological evolution of such a condition -including CT
abnormalities lasting weeks, and possible confounding
factors like vasospasm and hydrocephalus- may
occasionally prevent the concurrent diagnosis of other
cerebral diseases present before the hemorrhage. Here
we report the case of a frontal glioblastoma late
diagnosed because of the previous rupture of an
anterior communicating artery aneurysm.

Case Description

A 65 years-old woman with no relevant medical
history was carried to the emergency department of
another institution for the sudden onset of headache
and vomiting, followed by loss of consciousness. She
underwent a cerebral CT scan, that showed diffuse SAH
in the basal cisterns and anterior interemispheric fissure
(Figure 1). The CT angiogram displayed a single
aneurysm of the anterior communicating artery, that
local radiologists considered unfavorable for
endovascular treatment. The patient was therefore
surgically managed, with left pterional craniotomy for
aneurysm clipping and right external ventricular drain
(EVD) positioning. In the following days the woman
reacquired alertness; the EVD was removed without
need of permanent shunting and she was transferred to
rehabilitation four weeks after the operation in quite
good conditions.
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The follow-up CT scan made two weeks later
showed a mild ventricular enlargement and persistent
density alterations in the frontal region (Figure 2) that
were interpreted as normal. Once discharged at home,
the patient developed progressive disorientation that
finally let her refer to our hospital for consult four
months after aneurysm clipping. The cerebral CT we
performed showed further ventricular growth, and a
tumor-like image in the right frontal lobe (Figure 3).
She was admitted to our ward and underwent a
contrast-MRI that confirmed the suspicion of aggressive
intra-axial neoplasm (Figure 4). The week after, under
general anesthesia we performed a right craniotomy
and removed a large part of the tumor, sparing the
portion going through the corpus callosum (Figure 5).
During convalescence the patient had few epileptic
attacks, treated with drugs. A mild cognitive impairment
persisted after surgery, without focal motor deficits.
The gait, limited and unstable since the SAH, remained
poor and the patient never walked again after the
operation. The histological examination indicated a
WHO grade 1V glioma: IDH1-p53 negative glioblastoma.
The patient and her relatives refused a ventriculo-
peritoneal shunt after knowing this unfortunate
diagnosis. Transferred to rehabilitation, the woman
made just a short low-dose chemotherapy cycle and
finally died four months after tumor resection.

Discussion

Glioblastoma is the most malignant and -

Figure 1: Non-contrast axial CT scan showing thick subarachnoid hemorrhage in the ba-
sal cisterns and in the frontal interemispheric space
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Figure 2:Follow-up at 6 weeks. The vascular clip is in place. Ventricles are quite en-
larged. The region of the corpus callosum appears altered

Figure 3: 4 months non-contrast CT scan. Ventricles are dilated. A mass clearly affects
the right frontal and midline region

www.openaccesspub.org | JBSC CC-license DOI:10.14302/issn.2576-182X.jbsc-17-1809 Vol-1 Issue 2 Pg. no.— 3



http://www.openaccesspub.org/
http://openaccesspub.org/
http://openaccesspub.org/journals/index.php?jid=19
http://dx.doi.org/10.14302/issn.2576-182X.jbsc-17-1809

(jpen

Freely Available Online

frontal lobe, extending contralaterally

Figure 5: Post-operative non-contrast CT scan. Subtotal removal of the tumor, sparing
the corpus callosum area. Partial relieve of mass effect on the ventricles, that remains
enlarged
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unfortunately- frequent glial tumor in adults. Symptoms
and signs may vary according to size and location, and
usually progress in some weeks. The clinical
presentation may be occasionally acute due to
hemorrhage inside of the lesion.>*

Aneurysmal subarachnoid hemorrhage has a
sudden clinical onset, but later entails a complex
syndrome including persistent CT alterations in the
region of bleeding, persistent neurological impairment,
and in some cases vasospasm and hydrocephalus.

The clinical and radiological features of these
two diseases are perfectly known to neurosurgeons;
anyhow our case shows that trouble rises when they do
occur simultaneously. The patient we described had
initially acute signs due to SAH and later signs that were
incorrectly interpreted as SAH-related. The tumor was
almost invisible -because of its likely small volume and
thick SAH- in the first CT performed (Figure 1).
Analyzing the early follow-up CT (Figure 2) anyway
things do not seem so clear. In the frontal region
remained too much fogging close to the midline; the
asymmetric distribution of such alteration should had
point out a problem, but everybody kept thinking to a
“simple” post-hemorrhagic condition, due to ventricular
enlargement and focal ischemia. The initial mental
impairment of that period was equally attributed to a
normal SAH result with moderate hydrocephalus. The
proper diagnosis of glioma happened late, and the
patient was at that point unable to have significant
benefits from surgery.

High grade gliomas typically harbor vascular
changes and neo-angiogenesis. Biochemical agents and
local hyperemia may stress both veins and arteries
within the tumor, leading to rupture and hemorrhage or
thrombosis and ischemia. A real well-defined arterial
aneurysm is anyhow an uncommon finding in
glioblastoma patients, especially if the feeding vessel of
the aneurysm is not within the tumor territory. In the
literature we found just few cases described: most were
unruptured aneurysm.s'13 We are not sure about any
pathological link between the aneurysm and glioma in
our patient. It is extremely likely that these two diseases
developed simultaneously for a while, without interfering
one each other. The most important issue in our opinion
has been the diagnosis, rather than the treatment that
did not result per se particularly difficult in any of the
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two pathologies. If the medical team -radiologists,
neurologists, neurosurgeons- had acquired an increased
sensibility (when evaluating the initial neurological
impairment and the not-so clear radiological findings of
the patient) the diagnosis of glioblastoma would arrive
earlier than what actually happened, giving more
chances of a longer survival.

Conclusions

This is one of the first descriptions of
aneurysmal subarachnoid hemorrhage followed by a
glioblastoma diagnosis.

The evaluation of both clinical and radiological
aspects should be always prejudice-free to allow the
early diagnosis of two different diseases in the same
patient. At the onset of a (even small) suspicion of a
second illness, proper analyses should be always
arranged to allow early clarification.
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SAH = subarachnoid hemorrhage.

EVD = external ventricular drain
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