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Fig. 1 Brain MRI of the patient.
Axial (A), coronal (B) and sagittal (C) T,-weighted images (1.5 T; TR 4,000.0 ms, TE 89.0 ms) show hyperintensity and hypertrophy of the
inferior olivary nuclei bilaterally at the medulla (arrows). Magnified images of the medulla are shown in the right upper corner of each panel.
T,-weighted images (D, E, F; 1.5 T; TR 450.0 ms, TE 12.0 ms) show mild cerebellar atrophy.
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Patients with progressive ataxia and palatal tremor (PAPT) presenting with oculopalatal tremor.

Author Year

Onset age (y)/ Duration OPT Frequency/characteristics

Tremor in other

Other findings MRI IOH

sex ) of ocular tremor body regions
Herrmann'® 1967 35M 15 2.33 Hz/vertical Pharynx, larynx — NA
Sperling"” 1985 60/F 3 1.17 Hz/upward, intorsional Lower eye lids, larynx,  Ear clicking +
chin, diaphragm

Deuschl'” 1994 73/M >3 1.78-2.73 Hz/vertical, pendular — —

Samuel” 2004 53M 1 2 Hz/vertical, pendular — Tinnitus, depression

Papachtzaki” 2013 38M 4 1.7-2 Hz/pendular, torsional — Optic atrophy, Babinski's sign +
oscillation

Stamelou® 2013 48/F 4 elliptical ocular tremor synchronous  Head, face Torticollis —*
with the palatal tremor

Our case 2016 68/M 6 1.7 Hz/rotatory — — +

OPT = oculopalatal tremor; IOH = inferior olivary hypertrophy and high signal; MRI = magnetic resonance imaging. *Marked calcification
within the pons on computed tomography and low signal in the posterior aspect of the basis pontis and tegmentum were observed on T,-

weighted MRI.
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Movie legends

Oculopalatal tremor, palatal tremor with synchronous

rotational ocular movement (1.7 Hz), is observed.
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Abstract

An elderly man with progressive ataxia and palatal tremor presenting
with dizziness and oculopalatal tremor

Yuka Tsukahara, M.D.”, Keisuke Suzuki, M.D., Ph.D.", Norito Kokubun, M.D., Ph.D.”,
Toshiki Nakamura, M.D., Ph.D.?, Hidehiro Takekawa, M.D., Ph.D." and Koichi Hirata, M.D., Ph.D."

UDepartment of Neurology, Dokkyo Medical University
“Department of Neurology, Rehabilitation Amakusa Hospital

A 74-year-old man was referred to our department for dizziness and progressive unsteady gait over 6 years. His
family history was unremarkable. Neurological examination showed dysarthria, saccadic eye movement, palatal tremor
(1.7 Hz)-synchronous with rotational ocular movement, and truncal ataxia. T,-weighted magnetic resonance imaging
(MRI) of the brain revealed hyperintense and hypertrophic bilateral inferior olivary nuclei at the medulla and mild
cerebellar atrophy. On the basis of neurological findings of oculopalatal tremor and cerebellar ataxia with brain MRI
findings, the diagnosis of progressive ataxia and palatal tremor (PAPT) was made. PAPT should be included in differential
diagnosis of dizziness observed in elderly individuals.

(Rinsho Shinkeigaku (Clin Neurol) 2016;56:560-564)
Key words: progressive ataxia and palatal tremor, oculopalatal tremor, hypertrophy of the inferior olivary nuclei,
truncal ataxia, dizziness




