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A case of surgically treated acute cerebellitis

with hydrocephalus

Abstract We report a pediatric case
of acute cerebellitis with hydro-
cephal us requiring emergency
placement of external ventricular
drainage. A 7-year-old boy presented
with acute development of headache,
nausea and vomiting. Magnetic reso-
nance (MR) examination revea ed
obstructive hydrocephalus and
marked bilateral cerebellar swelling

abnormalities gradually resolved fol-
lowing intravenous injection of cor-
ticosteroids. Surgical treatment and
timing in the treatment of acute cere-
bellitis are discussed.
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on T2-weighted imaging. After the
placement of external ventricular
drainage, symptoms of intracranial
hypertension promptly improved,

Saiseikai Takaoka Hospital, Toyama, Japan  and other clinical and radiological

Introduction

Acute cerebellitis with severe cerebellar swelling and
hydrocephalus is relatively rare, and patients requiring
surgical procedures for this condition are very rare [1, 2,
4]. This disorder must be differentiated from brain tu-
mors, and timely and correct treatment must be provided
for it. We report the radiological features of a 7-year-old
boy with acute cerebellitis and emphasize the necessity
of surgical proceduresto prevent fatal outcome.

Case report

A previously healthy 7-year-old boy presented with fever, head-
ache, and vomiting 1 week after a brief upper respiratory tract ill-
ness. On admission, he was intermittently lethargic and irritable,
and complained of continuous nausea and headache. His neck was
supple, and a fundoscopic examination revea ed no abnormal find-
ings. There was mild right-sided dysdiadochokinesia and scanning
speech. No gait testing was done because of the child's reluctance
to move.

Computed tomography (CT) scanning on admission revealed a
low-density area in the right cerebellar hemisphere without en-

hancement. There was obstructive hydrocephalus with compres-
sion of the fourth ventricle and obliteration of the basal cisterns
(Fig. 1). Magnetic resonance (MR) imaging revealed increased
signal on T2-weighted images in both cerebellar hemispheres,
with associated swelling. There was no enhancement following
the administration of gadolinium-DTPA (Fig. 2). Laboratory find-
ings at the time of admission included leukocytosis, with a white
cell count of 20,400/mm3 and a C-reactive protein (CRP) level of
2.9 mg/dl. We diagnosed acute cerebellitis on the basis of the his-
tory of infection and the neurological findings. We concluded that
the boy’s symptoms originated from obstructive hydrocephalus,
and therefore a ventricular catheter wasiinitially placed at the ante-
rior horn of the right lateral ventricle 6 h after admission, care be-
ing taken to avoid upward herniation. Of course, we planned to
perform posterior fossa decompression if the symptoms did not re-
solve despite the control of intracranial pressure by means of this
external ventricular drainage. The cerebrospinal fluid (CSF) pres-
sure was over 25 cmH,0, and laboratory examination of CSF re-
vealed a protein level of 7 mg/dl, a glucose level of 120 mg/dl,
and 5 white cellssmm3. All cultures, including CSF, urine and
throat swab, were negative for viruses, fungi and bacteria. Influen-
za A 1gG antibody was 256 titers in blood and 8 titers in CSF, but
PCR analysis for influenza A in CSF was negative. The patient’s
headache and vomiting abated promptly with ventricular drainage.
Treatment with intravenous pulse injection of methylprednisolone
(1 g/day for 3 days followed by dose tapering) was also started,
and cerebellar signs gradually improved over the next 7 days. Se-
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Fig. 1A—C CT scans on admis-
sion showing alow-density ar-
eain theright cerebellar hemi-
sphere without contrast en-
hancement and findings of ob-
structive hydrocephal us:

A, B plain, C enhancement

Fig. 2A-C MR imaging dem-
onstrating high intensity on
T2-weighted images in both
cerebellar hemispheres without
clear contrast enhancement.

A T1-weighted image,

B T2-weighted image,

C enhancement

Fig. 3 MR imaging 4 months after onset revealing normal ven-
tricular size and small areas of persistent increased signal on T2-
weighted images in the right cerebellar hemisphere

rial CT scanning demonstrated gradual appearance of the fourth
ventricle and basal cisterns, and an associated decrease in size of
the lateral ventricle. The catheter was removed on the 7th day in
hospital without recurrence of hydrocephalus, and the patient was
discharged on the 14th day in hospital, with no neurological defi-
cits.

A follow-up MRI study 4 months after admission revealed nor-
mal ventricular size and small areas of persistent increased signal
on T2-weighted images in the right cerebellar hemisphere (Fig. 3).
Theclinical courseisshowninFig. 4.

Discussion

The term ‘acute cerebellitis' has been used to describe a
neurogenic condition featuring abnormal eye movement,
myoclonic jerks, truncal ataxia, dysarthria, sick head-
ache, scanning speech, tremor and altered mental status
including loss of consciousness. This disorder typically
occurs after aviral illness, is not associated with fever or
signs of meningeal irritation, and often resolves sponta-
neously.

The diagnosis of this disorder is not difficult when the
neurological findings and history of infection are noted,
although differential diagnosis from brain tumors is re-
quired.

Very few patients with this condition require surgical
management. In afew cases, however, such surgical pro-
cedures as posterior decompression and external ventric-
ular drainage have been reported [1, 2, 4], and surgical
treatment is sometimes required to eliminate the risk of
herniation due to acute brain swelling. Perez et a. re-
ported two pediatric cases with fatal outcome [6]. Both
patients concerned died of transtentorial herniation
caused by marked swelling of the cerebellum. If correct
surgical management had been implemented they might
have recovered.

Pulse treatment with high-dose corticosteroids is of-
ten used and is effective in this disorder [3, 5, 7]. In our
case, a rapid clinical response followed emergency ven-
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Fig. 4 Clinical course (CVD
continuous ventricular drain-

age)
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tricular drainage, and resolution of clinical symptoms
and MR imaging changes followed the initiation of corti-
costeroid medication by intravenous injection. Emergen-
cy treatment, including surgical management and the ini-

tiation of high-dose of corticosteroids without delay, re-
sulted in a good outcome in this case. Early accurate di-
agnosis of cerebellitis is important in ensuring appropri-
ate treatment.
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