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DesCripTion 
A 70-year-old man was admitted to our hospital 
due to impaired consciousness and interruptions 
of his ongoing activities. On presentation, his 
speech was abruptly interrupted with bouts of 
silence, but these symptoms disappeared within a 
few seconds. We suspected absence seizures, and 
thus we recommended an electroencephalogram 
and both brain CT and MRI (figure 1). Neuroim-
aging revealed a large frontal mass, 8×6×8 cm 
in size, involving both hemispheres but especially 
the right one.

We initiated lacosamide 150 mcg twice daily and 
dexamethasone 4 mg every 6 hours to control cere-
bral swelling and seizures. Then he was referred to 
our neurosurgery department for a preoperative 
embolisation which was followed by a posterior 
craniotomy with excision of the meningioma with 
ultrasonic aspiration 24 hours later.1 Pathologists 
reported it was a grade I meningioma (benign).

The patient did not experience early compli-
cations, but 10 days after surgery he presented 
with a fever (38°C) and absence seizures. A brain 
CT did not reveal any abscesses, but a sample 
obtained through a lumbar puncture was posi-
tive for Enterobacter cloacae; thus, we initiated 
piperacillin–tazobactam combination therapy 
(4 g every 6 hours).

However, his clinical condition worsened in the 
following days, with spontaneous fluid draining 
from the frontal wound. He underwent a new brain 
CT which revealed a frontal epidural empyema 
(figure 2).

The patient was admitted to our intensive care 
unit and then underwent surgical drainage. Samples 
of pus from the frontal wound were referred for 
culture. They were positive for multidrug-resistant 
E. cloacae and oxacillin-resistant Staphylococcus 

aureus; hence, vancomycin and meropenem 
were initiated. His fever resolved, and his clinical 
condition markedly improved. He was discharged 
1 month after the first surgical procedure.

In a follow-up 3 months after discharge, a new 
brain CT did not reveal any intracranial abscesses. 
However, he exhibited some focal neurological 
deficits such as left hemiparesis, hearing loss and 
cognitive impairment.

Meningiomas are the second most common intra-
cranial tumour.2 Although surgical management is 
the primary treatment, and the survival rate is high, 
some neurological sequelae related to complica-
tions may occur which decrease patients’ quality of 
life. Therefore, some authors discourage surgical 
treatment in patients older than 70 years, given the 
high mortality and morbidity rates associated with 
such surgeries.2 3

Regarding the risk factors of neurosurgical site 
infections, some publications reported the main 
risk factors for infection were cerebrospinal 
fluid leakage, indwelling catheters, non-elective 
surgery, dirty wounds and operative time greater 

Figure 1 Brain MRI showing a large intracranial mass 
(arrows) in the right hemisphere, hyperintense both in 
T1 (A, transverse plane) and T2 (B, coronal plane), with 
perilesional oedema and mass effects but no radiological 
signs of hydrocephalus.

Figure 2 Brain CT showing a frontal craniotomy with 
a heterogeneous abscess with bubbles (arrows 1 and 2) 
within the cranial cavity (pneumocephalus), producing 
mass effects and frontal vasogenic oedema (arrows 3 and 
4).
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than 4 hours.4 5 Staphylococcus spp was the most common 
pathogen in the mentioned publications.

Learning points

 ► Postoperative haematoma, infection, brain oedema and 
hydrocephalus are local complications after an intracranial 
surgical procedure.

 ► Neurological deficits may be long-term sequelae after radical 
excision of a meningioma.

 ► The older the patient, the higher the likelihood of morbidity 
and mortality.

 ► Infectious complications after cranial surgery are important 
events, even with strict adherence to sterile techniques. 
Surgeons and clinicians should be aware of risk factors in 
order to promptly identify such severe infections.
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