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Introduction

Neurological syndromes related to ischemic brain 
infarction can be lateralized and localized by good 
neurologic examination. However vascular distribution 
can be determined with mo derate to good reliability on 
the basis of physical examination alone.[1] This report 
decribes a patients with right cerebellar ataxia due right 
cerebellar ischemic infarct and left subclavian aneurysm 
secondary syphilitic arteritis.

Case Report

A 28-year-old male presented in the emergency 
department with sudden onset severe vertigo, vomiting, 
double vision, and clumsiness in his right extremities. 
He also complained of a pulsatile mass above the left 
clavicle that had progressively enlarged over the past 
2 weeks. He denied any history of trauma and his 
medical history was unremarkable. Physical examination 
revealed mild coldness of left uppe  r limb with cyanosis 
and low reading of blood pressure. A pulsatile swelling 
measuring 2 cm was noted in the left supra-clavicular 
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fossa. On neurological examination he had right- sided 
dysmetria and ataxic gait, otherwise neurologic 
examination was normal. 

Blood count and tests for protein-S, antithrombin-III, and 
total protein were normal. Rapid plasma reagin (RPR) and 
Treponema pallidum haemagglutination (TPHA) tests 
were positive. Serum fluorescent treponemal antibody 
absorption (FTA-AB) test confirmed the diagnosis of 
syphilis. Human immunodeficiency virus serology, 
cerebrospinal fluid (CSF) analsysi, and subsequent CSF 
Venereal Disease Research Laboratory (VDRL) tests were 
all negative. 

Nonenhanced computed tomography (CT) brain 
imaging revealed hypodensity in the territory of the 
proximal right anterior inferior cerebellar artery (AICA) 
[Figure 1]. Magnetic resonance imaging (MRI) using T1  
fluid-attenuated inversion recovery (FLAIR), T2 
FLAIR, and T2 weighted imaging (WI) confirmed 
acute infarction in the territory of the AICA [Figure 2]. 
There was restricted apparent diffusion on diffusion 
weighted imaging and parenchymal enhancement after 
contrast administration. MR-angiography, axial and 
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sagittal source images, of the neck indicated evidence 
of a lobulated vascular lesion compressing the left 
subclavian artery [Figure 3]. Color-coded duplex 
Doppler sonography of the neck and vessels of the left 
arm revealed high-flow velocity in the left carotid system 
and low-flow velocity in the left carotid system with no 
diastolic dip in the distal subclavian artery suggesting 
a distal vessel obstruction or a reduction in vessel 
wall elasticity. Conventional angiography revealed a 
lobular aneurysm arising from the left subclavian artery 
downstream from the vertebral artery [Figure 4].

The patient was treated with clopidogrel, 75 mg 
per day, and received standard benzathine penicillin 
G therapy (2 million units, intramuscular, weekly for 
3 weeks). The aneurysm was treated with stent-grafting 
and embolization. At the follow-up visit, a physical 
examination revealed decreasing in size of the left  
supra-clavicular mass. Two years after the procedure, a 
duplex Doppler ultrasonography indicated normal blood 
flow in the left arm.

Discussion

This patient presented with right cerebellar ataxia and 
left subclavian aneurysm with evidence of left upper 
limb ischemia and low blood pressure reading in 
the left arm. One would have expected left cerebellar 
ataxia with the vascular pathology which he had, the 
clinical discrepancy. Emboli arising from the turbulent 
flow inside the left subclavian artery aneurysm was the 
most likely mechanism of infarction in our patient. The 

aneurysm was distal to the origin of the left vertebral 
artery and the infarct was in the right cerebellar 
hemisphere. The most plausible explanation is that 
emboli formed within the aneurysm might have gone 
retrogradly by the turbulent flow to the left vertebral 
artery, and then to the basilar artery, thus causing the 
infarction. 

Syphilis is a chronic multisystem infection caused by the 
spirochete Treponema pallidum. About 10-12 million 
new infections are reported per year,[2] and evidence 
suggests that the incidence of syphilis is increasing 
worldwide.[3] Tertiary syphilis can be associated with a 
constellation of symptoms including paresis, impaired 
memory and cognition, psychiatric disease, all of which 
can mistakenly be attributed to stroke.[1,4] Neurosyphilis 
was common befor the penicillin era, but now it is 
uncommon as effective treatment is available.[1] 

Several case reports have described association between 
syphilis and aneurysms,[5] infarction,[6] or both conditions. [7] 
In Taiwanese patients, atherosclerosis is the common cause 
of carotid occlusion, of the forty-four patients studied, 
only one patients had arterial occlusion due to syphilis. 
In this series 11 patients had Takayasu’s arteritis. [8] It 
is very difficult to diffentiate between occlusion of an 
infectious etiology (syphilis) and non-infectious arterial 
occlusion[9] In our patient, negative CSF VDRL test and 

Figure 1: Noncontrast axial computed tomography scan showing 
hypodensity in the territory of the proximal anterior inferior cerebellar 

artery
Figure 2: Fluid-attenuated inversion recovery imaging in the axial plane 

showing acute infarction in the territory of the AICA
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normal CSF biochemistry suggest the clinical syndrome 
was related to syphilitic arteritis and aneurysm and not 
to neurosyphilis. This case also illustrates the importance 
of work-up for syphilis in young stroke. 
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Figure 3: Magnetic resonance imaging of the lower left region of the neck 
performed in sagittal section after contrast enhancement showing a 

heterogenously hypo- and hyperintense round mass lesion with contrast 
eenhancement in the inferior portion of the lesion with compression of 

the left subclavian artery is noted

Figure 4: Conventional angiography revealed a lobular aneurysm arising 
from the left subclavian artery downstream of the left vertebral artery 

orifice


