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LI

INBRIRZENS & B IREEERE & LT, IR /NIRRT B
JEMEHE (cerebellar cognitive affective syndrome, PLF CCAS &
BERD) 70 &RRAIBERE R B B HIAN 1 B8 L 72w I DR A 2
£FoTWnBY, FAIXAEHZT/NNEEIR (posterior inferior
cerebellar artery, PLTF PICA & W&RD) FHIOBEEIZE b 74
WA O MR T & AT OZb % 0, AR
BT & OBEITRIE SN2 1 Bl R L 72D T, THEE
LEOTHETS.

E

RERD 44 %, Ik BAE, BEEBIL 14 FHTERE,
FEIERF AR BT (e

EFF - FEEEO T

BEARIEE © 27 ARIE, /D SR B IR AT 2 6t & 5 2 i
MzFE L, FEAICH >~ A 7 B & 9. REiEs L.

HEVEIRE ¢ BUEE 10 A/H x24 4F, SKINEE R L.

BURIE 1 2020 423 1 X H, IR L ) R8O T\ LR
MBI, VARBITHAREC R 7. FATFE>IBAS
LoD, Fr EFITHFITI R kol HETHRTZA TV
MEE L a2z, X+7 HISEE 2% L7, BEEHEM CT
TH/MMICBRRIUS 2 e S v, SlEzlnzsLr. ob

FEEHICEE T BT 5 2 ki3 e h o,

ABEREBUE © 5 & 150 cm, fAH 48 kg, AR 36.5°C, LT
146/81 mmHg, Mk# 53 [Bl/45 - 4. SEEBMEMES 22 L, Haokh
ZERCHEE % L. Ei#!d Japan Coma Scale 12T I-11 T, #£IF
FIFARY ELTBY, PEBOFETHSHEEEKT ) 2
Ahirz. TUEEOEBIRIE L Ao 722, BE ORI
T2 O N & BT DAL ETH o 7213, fesmtricof
FROES R E RO RAEES L OEREE, B8
BERICEE IR Do 7.

MeASHT L © BEE MRI LSS 512 T PICA #EISZ A4
T2/ T IS RS B8 R0, — B/ N R A B 2
TR ETRATY (Fig. 1A). &5 T, WAE G TIZE
PICA #fiHB O MAERE 2 #E AN RAH Y (Fig. 1B), MM
WA CRE 2B 528 % 320 72 (Fig. 1C). IMEMA TIZ,
LDL I L A7 " — )V 183 mg/dl IFMZ i, A bz, SERER
WRIEBICE® 3% o7, CRP, MILIZIEH T, Hulbufk,
PV T ) ¥ Uik, U ERHIIR E Pk 7 AR O JR
Heh )2 HTRERBOMETRIITNTRETH - 7.

ABEfafEE © BEE MRI & BRI T 7o &, PICA ffif
HBVEH v F A T EEHROERERIEMERE I X 5 NiEZE
WL, 7AY) Y100 mg/H OWIRE BME L7, AR,
RS LI BB R I RS L — T, &R
FARE 70 B A TEBIEILARIE TR O 722 B IREEDS i /2.
RN REMAE UL, SETRAIERANE A 7 — b 29/30 &1
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Fig. 1 Brain MRI and catheter angiography findings.

(A) Diffusion-weighted image on day 7 shows a hyperintense lesion in the right dominant bilateral cerebellum (axial, 1.5 T; TR 4,000 msec, TE

80 msec, 5 mm slice thickness). (B) High resolution vessel wall image on day 17 shows the partially enhanced wall of the right posterior

inferior cerebellar artery (PICA) (arrow) as well as the bilateral lower cerebellum (axial 1.5 T; TR 600 msec, TE 8 msec, 1 mm slice thickness).

(C) Catheter angiography on day 21 shows a stenosis in the right proximal PICA (arrowheads). (D, E, F) Fluid attenuated inversion recovery

image on day 7 shows no cortical atrophy in the frontal lobes, and no lesions in the brainstem or cerebellar peduncles (axial, 1.5 T; TR

6,000 msec, TE 85 msec, 6 mm slice thickness).

(4 HTOMECTHesT), Mini-Mental State Examination (MMSE)
77 28/30 11 (3 Bl o dn 4y, ERCE T T, Montreal
Cognitive Assessment (MoCA) #%25/30 5 (EiEDEE, &
AR AR, MR, I A CJeaT), Frontal Assessment
Battery (FAB) 1% 16/18 i GGHUMEERE, mtpMEREE Chr)
Td > 7z. Wechsler Adult Intelligence Scale IIl (WAIS-III) T
i, fFE, AR, B, FEERNOGEMMEC, 1EER
BORT %#Bw7: (Table 1). X+26 HIZHEEREE 2 -7
B, TOHLBPHOEKIY) 2 ME2 5, STHEEMEZ A% L,
HEEF AT TR OO A SNz, S HITEIERIE

HIROM AN T — v —, BWHR & I A THEILL Tz
DA, BEERIEES DY) —OFEELKREOMHEE AN /zT—
v —, ?%f:\z‘ﬁﬁ’ﬂ%ﬂﬁi Bl BWEHIZH LD
Aoz TOELIZOVWTFHL AL L, EALVEIO
blz‘o‘b‘fﬂwm CEoTUER AL AL, WHEAREED?D S
BIFCIEZ% <, [HEPNEEICE LV ORH WD DR
%% LORETHo7. FHERWE, TENOERE
BEREBERICOVWTLENRD, HENIZEDLYIZAWED
ZEkTHhHol 1HoEFHR, 1HOEFREEKPL EFHEE
FNZOWTIRBAED HFOTE LR, KEHEMDASNZ
Motz FREWTELVLORENLTLE ) RETE
Eahof, BePdizaiml e B CEMEHAL L) &35

e ER VT UREICIEH S NN, TSR U TEMEZZE
W5 74 SRR W OL Ei)*f ECwe FEREPSD
TEICC b HEAE O ZAIZFED T, &?f?ﬁé%%‘—f@%ﬁﬁéztﬁi
T&E72. ABRBERHREATENCZLIIRED S, HIRATE R
HNFITENIRD o7z 5 A <X+68 H) ORI single
photon emission computed tomography (SPECT) <Tli&, #H/h
iz, MAIEEEEEC & M T % 32872 (Fig. 2A). %
0)%% H A EOSRIIR A CE LT &, 7 AEIS
MBI RIS 5 2 &S TE 2 FBEEE A iﬁ
LEAE TH o 72705, ZOHRIVRZZ O 72 I RER LI
WCREBABETFRALNT, ELTINSIZWITL, AFEL
BB LE O L BYICHE L. EFTI A5 EHmLHE
SANTITIHAET E CTHIAE L 72 9 HISEkIiRe = frafh L 72 &
Z %, WAIS-III & COIEH CEL 78072 (Table1). [HA
(X+190 H) W2 L 721l SPECT CIATEHBEMTIC & [A]
HEA3E8 5 (Fig. 2B), 3DSRT (three-dimensional stereotaxic
ROI template®, PDR 7 7 —<vHRR &4, W) 12X 28 &M
HEClE, HRICTAEE T O bh i b B IS A S N7
(Table 2).
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Table 1 Results of cognitive and intelligence examinations.

TMT (sec) WAIS-III
MMSE FAB
part A part B FIQ vIQ PIQ vC PO WM PS
Period 1 28 15 35 61 88 90 88 93 97 76 89
Period 2 111 109 112 102 116 85 107
Period 3 30 18 42 61
Period 4 109 101 112 97 108 94 107

Period 1 evaluation was conducted from day11 to day 20; Period 2 evaluation from day 169 to day 187; Period 3 evaluation on day 263; Period 4
evaluation from day 368 to day 389. MMSE = Mini-Mental State Examination; FAB = Frontal Assessment Battery; TMT = Trail Making Test;
WAIS IIT = Wechsler Adult Intelligence Scale III; FIQ = full intelligence quotient; VIQ = verbal intelligence quotient; PIQ = performance
intelligence quotient; VC = verbal comprehension; PO = perceptual organization; WM = working memory; PS = processing speed.

Fig. 2 1Z[-IMP SPECT findings.
(A) SPECT images acquired on day 68 show hypoperfusion in the bilateral frontal lobes (arrowheads). (B) This finding was confirmed to have
recovered on day 190, along with clinical improvement and restoration of food preference. The arrows indicate the subcallosal areas within the

medial prefrontal cortices that showed the maximal blood flow change measured by specific binding ratio (see Table 2). R = right; L = left.

ARETIE, A5 PICA RIS O MAT 25 1% I HTSHEEARREIR T & &
OIZEIEITIZ b — B 2 B LS b7z, T ORIEITF %A
1, ATBHIERRARIR T O R Mt SPECT O RISELE DI
TEAL L RIS —F L CTB D, /MEEEICEE L TAE L
FRRBE L E 2 5.

ARG DR THA T D o 72 AT DOZALIZ OV TIE, H
SHANSHRIRAAE 72 CRIBHEEMRA 2 TR & 92 2 &R s
TWBIEh, RESPREDZELTS 2KMWICEL S 5. lkeda
5%, ATEEEIEERERANEIC A SN A BEITEZE LR, BT oM
E, B, AL, SR oMoBETHORD
DAL VKL TR EB I 572825, TIVINA
< —iE & R LT T OREDSI OO KA L Y TEDE
BHEE IS LR 7R, FRICABEOZEAL & ERTTHED B

ThotzZ L xft Lz2, RENZOWTIE, EEFUAO
A A VTSR S N7 Do 72 2 & A ErsaHIEE FRHE
ZBU L ETHELE B LT Thotz. T2 LWHEMEE L
AL RTSA B GRS RE S & 1 5 L — / MERIRRAAE
ASERREICH V), 4 E O IiiEZE T 72 ORLE L —IREAY I BELE
fLL72e w2 b dHY ) B0, AENZEMICREEZE
LTS BEDNH B, —J, WEEEICOWTIE, MEZERE
B 30% DFEBNFED, FFICHEIRAEN CEBETH -
72T BWMEDITH,Y, W LANMERZEIC X A B D H
%99 REITITRE R EORBIYERILFM L 2 2 h o7z
75, HEIZIERFICELZ <, BEREICH 2 INaEIIC b 3 H
HREZ RO L o722 85, TNOAHEL 2ThEMER
Kz ohi.

A U R B A% & I SPECT D fREFAYZEAL D 6,
CCAS (24638 L 72 REASHEN S 7z, CCAS 13 1998 4E 12
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Table 2 Changes in regional cerebral blood flow (rCBF) and specific binding ratio (SBR) relative to the occipital lobes.
Day 68 Day 190
Region (side) SBR change (%)
rCBF (m//100 g/min) SBR rCBF (m//100 g/min) SBR
R 29.26 1.04 30.56 1.02 -1.73
Cerebellum
L 28.91 1.01 31.41 1.04 2.44
R 20.22 0.71 23.37 0.78 9.66
Amygdala
L 19.52 0.68 22.37 0.75 9.53
R 2491 0.88 27.72 0.94 6.87
Insula
L 24.97 0.88 27.26 0.92 4.74
Orbital R 17.91 0.62 18.81 0.61 —-0.94
Orbital L 17.75 0.60 19.59 0.64 6.33
OFC
Rectal R 17.37 0.61 18.39 0.61 1.11
Rectal L 16.94 0.59 19.34 0.64 9.02
Medial Frontal R 24.48 0.81 27.16 0.86 6.20
Medial Frontal L 25.09 0.83 27.36 0.87 4.51
Anterior Cingulate R 20.28 0.73 22.74 0.78 7.25
MPFC
Anterior Cingulate L 19.60 0.70 21.53 0.74 4.74
Subcallosal R 23.05 0.82 27.73 0.94 14.87
Subcallosal L 22.84 0.81 27.64 0.94 15.86
Superior Frontal R 20.00 0.72 22.54 0.79 8.45
Superior Frontal L 19.85 0.72 21.86 0.76 4.51
Middle Frontal R 23.45 0.82 26.12 0.88 7.18
DLPFC
Middle Frontal L 23.44 0.82 25.70 0.86 4.10
Inferior Frontal R 22.72 0.79 24.82 0.83 4.64
Inferior Frontal L 22.52 0.79 24.64 0.83 4.81

rCBF was calculated using a three-dimensional stereotaxic ROI template (3DSRT®, PDRadiopharma Inc., Tokyo). OFC = orbitofrontal cortex;
MPFC = medial prefrontal cortex; DLPFC = dorsolateral prefrontal cortex; R = right; L = left.

Schmahmann & 2%/ INEHRZE (2 BIE L CRIBHEERRREE 2 2 L
7220 Bl b L AZHENE L 7oA T, RS L CEITIRRRE
& BZEMBRARE, SHLHEEE FEHIEEE T
LNTW5, CCAS AL BHF & LT, /Mid oo
PERRAE O BEEIZ L D RENE E O M T % & 723 crossed
cerebellocerebral diaschisis DB 5-23E 2 H 1T %9. CCAS
& L C Schmahmann 5 2385 L 72 20 Bl 9 & i %€ 0 JE 51
X 13FITH Y, MmELEHEEE L Cid PICA #2510 il &
W% T, F/NIREDARFEISAS 2 B, AU /MEBIIR IS 1 BT
o728, M T o[BI D WTIE, DMNIRZE ORI
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NCHHIEIZA S NI Tl Ao 7285, FSIER %O
Tld FAB % MoCA |2 BIF 2 iE it a8, HahoEE
FRAz, WAIS-IIL (251 2 1FRLE R &, CCAS T lE %%

FRF Ve ENDIETRANALNY, CCAS 124kl L 7297
RETH DT LR Sz, 7274 PICA $HIBICHI S T 5 /0
i 2= 3R 8 o i A 2 C R B EE I AS I A VAR L 72 R &
LC, DART o /N BEs S i <R N Eh IR E A S 9 2 7 >~
A 7 BBEHIC X0 B O EERRAE O R AL L C w2 TR R,
L[ AR ZE DS/ N B & 2 Ol O BRI AT £ TRA
TWeZ e EZ LN

AR OFAL L WEHISRE L OM#IZOWTIE, ThET
WS FEELWEDDH A, BISHMAIBERIFRAEIC BT S MRI L
DO R IR L ORGET T, ATSEIRE R HUR
TEPEERE L L THE SN N9 F 7O /[ATHZE
WX &S LT, MNP SIxE~NOBR@MEZ2hbh %
F# & T 5 Gourmand (AW LAY SEFEBEIPHRE SN TS
0, GRBETTRZE OB GAVRIE SN TWEW, FEN LI
HE NGNS C TR E %2 SO ZEIC L) F 4 F 2 EERA
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K, BUR, HRIRTE & MAEERED D 0, RIS IEENCE S L
TWRHEEZLNTWEY, $7z, VIS 2 R
WOREE, GRS O MR A BAIREER ) DR DB 12
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Abstract
Transient changes in food preference in a patient with cerebellar infarction

Yutaro Saito, M.D.V, Takuya Oguri, M.D., Ph.D.?, Keita Sakurai, M.D., Ph.D.?, Hideki Kato, M.D., Ph.D." and
Hiroyuki Yuasa, M.D., Ph.D.V

U Department of Neurology, Tosei General Hospital
2 Department of Radiology, National Center for Geriatrics and Gerontology

A 44-year-old woman was admitted to our hospital due to dizziness and ataxia of the trunk and right upper limb.
Brain MRI revealed an acute infarct lesion in the right posterior inferior cerebellar artery territory. In addition to the
cognitive deterioration observed in the subacute phase, a change was noted in her food preference—from light-tasting,
low-caloric Japanese cuisine, sugarless coffee, and hot drinks to strong-tasting, high-caloric Western cuisine, sugar-rich
coffee, and iced drinks. Single-photon emission computed tomography showed hypoperfusion in the bilateral frontal
lobes and right cerebellum. These cognitive and food preference-related changes were gradually restored over six
months after the onset. The reduced cerebral blood flow in the bilateral frontal lobes also restored along with the clinical
improvement, with the maximal changes in the bilateral subcallosal areas. This case suggests that changes in food
preference can occur as a symptom of cerebellar infarction, possibly by the mechanism similar to cerebellar cognitive
affective syndrome.

(Rinsho Shinkeigaku (Clin Neurol) 2022;62:781-786)
Key words: cerebellar infarction, food preference, frontal lobe, subcallosal area,
single-photon emission computed tomography




