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Fig. 1 Brain MRI findings obtained at previous admission.

Diffusion weighted imaging (DWI) shows hyperintense lesion in the right medial zone of midbrain. There are no

abnormalities on MR angiography.
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Fig. 2 Brain MRI findings on admission and after treatment.

Initial images of axial FLAIR imaging obtained at day 2 after admission (A, B) show hyperintense lesions (arrows)
involving bilateral insular cortex and temporal pole. Follow-up FLAIR images (C, D) obtained 37 days after penicillin
treatment show that these lesions have improved.

MMSE 19 MMSE 29
points points

Day3 Day42

PCG 24 million units/day x
28 days

DEX 38mg/day x 5 days

Fig. 3 Clinical course*.
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Symptoms including cerebellar ataxia and cognitive impairment, are obviously improved after four weeks of penicillin G and 5

days of dexamethasone.
*Stroke event not included.
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Clinical characteristics of neurosyphilis with cerebellar ataxia.

Type Meningovascular type Parenchymal type Mixed type (including Convert type)
Case 1 (reference No 9) 2 (reference No 10) 3 (reference No 12) 4 (reference No 11) 5 (current case)
Age/sex 43/M 51/M 44/M 42/M 51/M

Onset to diagnosis 4 days n.d. (immediately) 5 years 1 year 1 year

Main symptoms

MRI findings

infratentorial

supratentorial

nausea, headache,
cerebellar ataxia

bilateral cerebellar
infarctions related
artery abnormalities

none

nausea, headache,
cerebellar ataxia,
diplopia, abducens
nerve palsy.

right cerebellar
infarction related
artery abnormalities

mass lesion with
dural enhancement
in the right temporal
lobe.

dysarthria, truncal
ataxia, cognitive
impairment

none

none

ataxic gait, move-
ment disorder,
cognitive impair-
ment, confusion,
hallucination

none

atrophy

cerebellar ataxia,
personality change,
cognitive impairment

none

hyperintese lesions
in bilateral insular
cortex and temporal
pole
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Abstract

Neurosyphilis with cerebellar ataxia, personality change
and cognitive decline one year after onset of cerebral infarction

Shuhei Ikeda, M.D.", Yusuke Yakushiji, M.D., Ph.D.”, Makoto Eriguchi, M.D., Ph.D."”,
Yuka Fujii, M.D.2, Koji Ishitsuka, M.D., Ph.D.” and Hideo Hara, M.D., Ph.D."

YDivision of Neurology, Department of Internal Medicine
“Department of Psychiatry, Saga University Faculty of Medicine
“Department of Cerebrovascular Medicine, Saga Medical Centre Koseikan

A 51-year-old man with a cerebral lacunar infarction of the midbrain that had occurred two years before, was
transferred from a regional psychiatric hospital with chronic progressive psychiatric symptoms including cognitive
decline, irritability and hallucinations. Neurological examinations upon admission revealed cerebellar ataxia including
dysarthria, ataxic gait and bilateral intention tremor. Brain FLAIR MRI on day 2 revealed abnormal hyperintense lesions
in the bilateral insular cortex and temporal pole. Treponemal and non-treponemal specific antibodies were positive in
both serum and cerebrospinal fluid (CSF), indicating a diagnosis of neurosyphilis. Treatment with intravenous penicillin
(24 x 10° units/day x 28 days) improved his psychiatric symptoms, ataxia, imaging abnormalities and inflammatory CSF
findings. Cerebellar ataxia is a rare symptom of neurosyphilis. Nonetheless, the possibility of neurosyphilis should be
considered if a young adult ataxia accompanied by psychiatric symptoms.

(Rinsho Shinkeigaku (Clin Neurol) 2018;58:499-504)
Key words: neurosyphilis, MRI, cerebral infarction, limbic encephalitis, cerebellar ataxia




