TEDIERE

56 : 565

T ¥V IV RHIR B ICHA I TH - 72
T A0 /A S B 1 R C S L 72 ik i ERBEZE D 1 B

BRI I
We FED

UINSIPSUIPS .
EFANND I

BE EFI3 85 . HITEDISDZEEANDNEHO LW & E#ERICKR L. R, HEEMEED
R /N E BN ER & B EN KRR S EE, BE (DA medial longitudinal fasciculus (MLF) fEIREf %338, &
RIRE I TRBMIEFERICRD U - 2R RE 2380 /- EAVMVNERKICIIRE 2RO &L o /-, PRRIEFIICR
B U BEE THANEHEOERE LT, NNFRZIEDOZXEBAL T dH 2 LK R TOREEIC L SERDIZE
Z5hi. BT > VIVEGR (diffusion tensor imaging; DTI) (CHWT, ZAD/NEED SBH & h BRI TR
T3 L/ XL & SEDOREN —FT BRI B 5N, BREROREERICEN THoEEZ LN

(E& PR 4% 2016;56:565-568)

Key words : Wi/ N PEES)GHH, ML EAZE, $RELT > v VIR, L/NIREIEE S

LI

PRI ZE (AR, IRERGEB)EE S REREE, EB)H,
AHEER) % SR AEREFEL, INLOMAE LI
DB A T PRGEBETEAS STV D, PRI IC BV TN
PEE A % & 723 b O Tld Claude FEBERE 72 0501 5 1T
VDA, FOMIRIZABIMED Z L A%, ArlalEk 4 ki
NI R A AR & 3 2 i 2 PR AR ZE O 191 & R BR
L, S W/ L2 BE U IS (region of interest; ROI) % &
WM N O REHEEST & Wi ET ~ v OVE S (diffusion
tensor imaging; DTI) % H\2 % Z & T, _F/NMBIAE Lk % )
ML L, FREBALCTOREZERT 5 2 LRI OTET D
THE L M RET 5.

E Al

B85, L

EFH B TEEOLSDE, ANOEDLLEN

BEARE @ @IUE - M2 (BT - Pl MCEER
ARA) . A BETEEERR L6 L C 70 eff & Y hBElo TRy ) X &
PR HAT.

FKIGHE - FETGIE © FFatFIE s L

BUIE 12016 £ 1 AEHAIC AL Z 2 HEL, WHT
B o TAHENODRE DO L Lol OB HEE % %%
7o WHEZEDEE DN 72O MR L o 7. M Tl
AT S A2 HHER MRI C U A ik A Bl S 28 % 5l 72 72
DABEE o7z,

N BEBEHURE : U4 170/79 mmHg, k311 85/min, f4ili 36.7°C,
FE FIWETBICERE I AN o 7o MRS R, B
AlE, FEFLEIE M FER TR GHEm i & 12 E Th -
7o, BREREE) L7 7 B (AT IR o Nz e & e IR O IR 3R %
728, R REHIER7- LT\ /2 (F5 medial longitudinal
fasciculus (MLF) #Efi#E). AEATHIZBRIE L T RIKA IR
DEEES D Y, WERE LTRSS A5 N07205, WEOmM
JBILRRD T, BB D IEH Th o7z, s R ¢l
D/NHPEEBIADFZIHTH D, MO L ThoTH s
BLOBATIEHEETH - 72 (SARA: scale for the assessment
and rating of ataxia 32/40, ICARS: W1 s E BN B 58/100) .

APBERERAET L - M S 22 8481370 <, BEFER T
4% D-dimer 1.4 pg/ml & L5 %580 7. A{L5% Tl LDL-Cho
144 mg/dl, HDL-Cho 109 mg/dl & 41 O IR S8 iE % 320 72
DAMIIEE THh o7z, LEK, WL >~y TR 252
Doz ABEY H OBEES MRI (Phillips Ingenia 3.0 T, 16ch
head coil) "Cl&, ILHGR (G CTHNIEFEICEE 5% 72D,

*Corresponding author: /IME T R FERAIFESVEE (T 047-0017 /METHEZER 1 TH 1-1)

VN T SR B B R R
2 VI ST BE IR
9 deHpE R SR B S e R B R

(Received May 12, 2016; Accepted June 9, 2016; Published online in J-STAGE on July 29, 2016)

doi: 10.5692/clinicalneurol.cn-000909



56 : 566

BRIRMES 56 &85 (2016 :8)

Fig. 1 Brain MRI (obtained on admission).
Axial diffusion weighted imaging (DWI) (A) demonstrates acute median mibrain infarction and magnetic resonance (MR)

angiography (B) shows no apparent atherosclerotic stenosis of the basilar artery.
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Fig. 2 Diffusion tensor imaging (DTI) tractography.

Coronal image of the DTI tractography. Right superior cerebellar
peduncle and its fibers are pink color and left superior cerebellar
peduncle and its fibers are orange color. Note that acute cerebral
infarction at the median midbrain is located near the decussation of
the superior cerebral peduncles where both fibers are crossing, and
a part of the fibers are interrupted (arrow).
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Abstract

A case of midbrain infarction with acute bilateral cerebellar ataxia visualized
by diffusion tensor imaging

Yuka Maya, M.D."”, Masahito Kawabori, M.D., Ph.D."”, Daisuke Oura, A.S.”, Yoshimasa Niiya, M.D., Ph.D.",
Motoyuki Iwasaki, M.D., Ph.D."and Shoji Mabuchi, M.D., Ph.D.”

UDepartment of Neurosurgery, Otaru General Hospital
“Department of Radiology, Otaru General Hospital
¥Department of Dermatology, Hokkaido University Graduate School of Medicine

An 85-year-old woman with hypertension was admitted with a sudden onset of gait disturbance and dysarthria. On
admission, the patient showed severe bilateral cerebellar ataxia with moderate right medial longitudinal fasciculus (MLF)
syndrome. Magnetic resonance (MR) imaging showed an acute infarction in the lower and medial part of midbrain.
Diffusion tensor imaging (DTI) started from both cerebellar peduncles revealed that the lesion of the acute infarction
matched the decussation of superior cerebellar peduncle where crossing of tract was seen and a part of its tract was
interrupted at the site. Interruption of the cerebellum red nuclear path at the medial part of midbrain was considered to
be the reason for bilateral cerebellar ataxia and visualization of cerebellum red nuclear path by DTI can give better
understanding of the neurological symptom.

(Rinsho Shinkeigaku (Clin Neurol) 2016;56:565-568)
Key words: bilateral cerebellar ataxia, midbrain infarction, diffusion tensor imaging, decussation of superior cerebellar
peduncles




