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Fig 1 - (A) Axial T2-weighted image shows a swollen right cerebellar hemisphere with hyperintense signals (Arrow). (B)
Coronal FLAIR image shows hyperintense signal in the affected cerebellar hemisphere (arrow). (C) Contrast-enhanced FLAIR
image shows enhancement in the right cerebellar hemisphere and overlying leptomeninges (arrow). (D) Diffusion-weighted
image shows no diffusion restriction. (E) Susceptibility-weighted image shows areas of blooming in right

cerebellar hemisphere (arrow).

who presented to the emergency room (ER) with complaints
of vertigo, vomiting, and a headache.

Case presentation

A 30-year-old male presented to the ER with complaints of ver-
tigo, vomiting, and mild headache.

On physical examination, the patient had ataxia and ver-
tigo but negative Romberg’s sign. He had no positive history
for neurologic disorder and his neurologic development was
intact. He was mildly confused with Glasgow Coma scale of E4
V4 M6. He had normal vitals, electrolytes, and an unremark-
able systemic examination. Rest of his motor and sensory ex-
amination was normal, and he had no cranial nerve abnor-
malities along with any visual or auditory symptoms.

History revealed that the patient had been suffering from
episodes of vertigo for the last 3 days, which worsened on
turning the head in any direction. These episodes lasted for
2 hours along with the patient having associated symptoms
of constant and dull frontal headache and neck pain, with
episodes of vomiting as well. Based on the patient’s history, a
preliminary diagnosis of benign paroxysmal positional vertigo
(BPPV) was made. To achieve relief from symptoms, the pa-
tient was administered vestibular sedatives including betahis-

tine and prochlorperazine and analgesics, and antiemetics
along with an intravenous pulse dose of methylprednisolone.
After showing improvement in symptoms, the patient was
discharged from the ER and asked to follow-up in the neurol-
ogy clinic after a week.

On follow-up after a week, his symptoms improved, and
he was gradually removed from medications. After 6 weeks,
he returned to the neurology clinic with recurring attacks of
vertigo after which he was restarted on symptomatic therapy
with several visits to the clinic. Based on the nonresolving
nature of vertigo and headache, which persisted for about 4
weeks, an MRI scan of the brain was obtained.

MRI scan of the brain revealed geographical high inten-
sity signals in the right hemi-cerebellum on T2-weighted
and FLAIR imaging with postcontrast enhancement (Figs. 1A,
B, C). Susceptibility-weighted imaging (SWI) showed punc-
tate dropout signals suggestive of hemosiderosis while there
was no diffusion restriction (Figs. 1D and E). The adjacent
meninges had fine nodular leptomeningeal enhancement
(Fig. 1C). Based on the MRI scan, a diagnosis of pseudotumoral
hemicerebellitis was made.

The patient commenced steroid therapy again, including
oral prednisone starting at a dose of 1 mg/kg with tapering
into the next 2 weeks. However, he was then lost to follow-up
in the clinic. On telephonic follow-up after 6 weeks, the patient
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had recovered from the condition after multiple hospital visits
and was currently symptom-free.

Discussion

Acute cerebellitis is a neurologic condition in which a patient
experiences nausea, headache, loss of consciousness, and an
altered mental state in addition to appearance of certain cere-
bellar symptoms [1]. It is benign condition which develops ei-
ther as a primary infection, postinfection, or a postvaccination
disorder [2]. Hemicerebellitis is a rare unilateral presentation
of acute cerebellitis which involves the inflammation of a sin-
gle cerebellar hemisphere. It occurs most commonly in young
children. It is associated with various infectious agents that
include varicella, measles, mumps, and rubella. In addition to
that, several other viral pathologies also contribute to cerebel-
lar inflammation and edema, which makes the exact cause
of this disorder unknown [3,4]. Only in about 24% of the pa-
tients, the exact infectious agent causing the condition could
be known [5]. Here, we report a case of hemicerebellitis in a
30-year-old male patient who presented with complaints of
vertigo, vomiting, and headache.

While hemicerebellitis is rare, pseudotumoral hemicere-
bellitis is an extremely rare neurologic presentation of the
cerebellum which mimics a tumor clinically or on imaging
which was the case with our patient. It requires a high index of
suspicion to prevent any surgical intervention that is not nec-
essary [6]. Classically, pseudotumoral cerebellitis is presented
with headache, ataxia, vomiting, and may lead to intracra-
nial hypertension in children [4]. In some cases, it may also
include disturbances in consciousness, ranging from somno-
lence to coma, with fever and a stiff neck. CSF analysis shows
a variable protein concentration and white blood cells (WBCs)
count that might be dependent on the severity and the clini-
cal stage of infection [7]. This was consistent with our case in
which the patient had also complained of neck pain and mul-
tiple episodes of vertigo which worsened on changing direc-
tion. However, no cerebellar signs were noticed in our patient.

Diagnosis of pseudotumoral cerebellitis is made by mag-
netic resonance imaging (MRI) scan due to limitations of com-
puted tomography (CT) scans of the brain [3]. MRI is the
key imaging method in diagnosing pseudotumoral cerebel-
litis as it shows a swollen cerebellar hemisphere appear-
ing hyperintense on T2-weighted images which was also
the case with our patient [6]. Moreover, T2-FLAIR hyperin-
tense signaling is used in the differential diagnosis to show
immune-related cerebellitis as compared to a downward her-
niation of the brain which is suggestive of an infective acute
cerebellitis [8].

The first line of treatment for a case of pseudotumoral
hemicerebellitis is antibiotics and corticosteroids to resolve

symptoms [2]. In case of an infection by a specific microorgan-
ism, antiviral and antibiotic therapy should be started while
the inflammation of the cerebellum should be treated with the
use of mannitol or corticosteroids [7]. In our case, the patient
was started on corticosteroid therapy as well which led to his
complete recovery from the disease. In rare circumstances, a
patient may require surgical depression for complications like
tonsillar herniation, acute hydrocephalus, or brainstem com-
pression [3].

In conclusion, this case also emphasizes the importance
of clinical judgment and appropriate investigations to avoid
any unnecessary interventions while not overlooking rare di-
agnoses like pseudotumoral hemicerebellitis. As in our case,
prompt recognition based on clinical presentation and char-
acteristic MRI findings allowed for the initiation of an appro-
priate treatment which led to the patient’s complete recovery.

Patient consent

We obtained written, informed consent for publication of this
case from the patient.
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