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Table 1. Clinical features of twelve patients

CERAL . wE

Case Age Sex FHx,

Symtom duration
before admission

Chief complaints

Focal neurological, sx/sign

1

10

11

12

64

49

66

61

58

72

60

60

50

52

55

51

M

6 mos

3yrs

4 mos

dyrs

18mos

4 mos

Syrs

3yrs

18mos

15yrs

lyrs

byrs

Dizziness, Memory impairment

Dizziness, Weakness of lower
extremities,

Gait disturbance, Tremor,
scanning speech, Dizziness
Dysarthria, Clumsiness of

the hand, Gait disturbance.

Dysarthria, Gait disturbance
Dizziness,

Weakness of lower extremities,

Tremor,Headache,Dizziness.

Dysarthria, Weakness of lower
extremities, Paresthesia.
Urinary incontinence,

Gait disturbance.

Dizziness, Gait disturbance,
Urainary incontinesce,
Tremor, Memory impairment
Psycomotor retardation.

Dysarthria, Dizziness,
Gait disturbance.

Memory impairment,

Urnary incontinence.
Dysarthsia, Gait disturbance.
Gait disturbance,

Dizziness,
Urinary incontinence,

Weakness of lower extremities,

Tremor.

Gait disturbance,
Dysarthria, Tremor.

Bilateral cbll.

Hyporeflexia,bilater cbll sign,
Babinski sign(+), Nystagmus.
Dysarthria, Hyperreflexia,
Bilateral  cbll. sign, Hemiparesis.
Hyperreflexia, Bilateral cbll sign,
Dementia, Dysarthria.

Hyperreflexia, cbll. sign(Lt >Rt).

Bilateral cbll. sign.

Babinski sign(+).

Babinski sign,

Romberg sign(+), Hyporeflexia.
Nystagmus, Hyperreflexia,
Bilateral cbll.
sign(+)

sign, Babinski

Dysarthria, Hyperreflexia,
Babinski sign(+), Bilateral cbll.
Sign, Spasticity.

Nystagmus, Ptosis,
Bilateral cbll. sign.

Decreased gag reflex,
Dementia,

Babinski sign(+), Quardiparesis.
Dysarthria, Nystagmus,
Hyperreflexia,

Bilateral cbll. Babinski sign(+).

Hyperreflexia,
sign.

Table. 2. First sympton of OPCA

Table. 3Clinical manifestation of OPCA

No. of cases

No. of cases

Symptom o (%) Sign & sympton No (%)
' Dizziness 7 (58%) cbll. sign (Ataxia) 12 (100%)
Ataxic gait 4 (33%) Dysarthria 0 (83%)
Dysarthria 2 (16%) Hyperrflexia 7 (58%)
Tremor 2 (16%) Babinski sign 6 (50%)
Weakness of lower ext. 2 (16%) Nystagmus 4 (33%)
Headache 2 (16%) Hemiparesis 2 (16%)
Urinary incontinence 1(8%) Hyporeflexia 2 (16%)
Decreased gag reflex 2 (16%)
Paraparesis 1(8%)
Quadriparesis 1 (8%)
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Table 4. C—~T findings of 12 patients on considering of OPCA

Case number. 1 2 3 4 5 6 7 8 9 10 11 12
Cbll. sulei lom  Jom  Jom Z2we lom low 2o0 lom lom 2om lom 2mm
C-P cistern 3mm  3mm 4mm 4mm 4mm 3mm 4mm Smm 3mm Smm 3mm 4 mm

% Sup. cbll.cistern - - -+ + + + + + — -+ + -+
4 th. vent.

AP diameter 4mm  4mm 4mm 4mm Spm 4mm S5mom 4mm 4mm 4dom dmm 4mm
Lat diameter Smm  6mm  4mm Smm 8mm 4mm 6mm S5mm S5mm 7mm 7mm Smm

# Cut number. 1 1 1 1 2 1 2 1 1 2 2 1

* Ambient cistern + - - + ++ + +4+  + - ++  + +

® Combining cor. A + + + - + — — + — - + —

* — ! Not enlargement ® —  No combining cortical atrophy

+ : Mild to moderate enlargement + : Combining cortical atrophy
++ : Marked enlargement cbll. : Cerebellum
# 10mm of each slice C-P cistern : Cerebellopontine cistern

Vent. . Ventricle

FRONT

‘ Photo. 1. Photo. 3.

Photo. 1, 2,3 were brain CT findings of case
12th. patient.

Photo. 1. showed an lnlargement of the width of
pre-pontine and cerebellopontine angle
cisterns, and also a dilation of A-P and

lateral length of 4th. ventricle.

Photo. 2. showed prominent cerebellar sulci and

enlarged ambient cistern.

Photo. 3. showed nearly normal shape of cereb-

ral cortex.
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Table 5. The comparision between cerebellopontine atrophy and symptom. (onset, clinical duration)

Case number, 1 2 3 4

5 6 7 8 9 10 11 12

Age of onset 63 46 65 58
Syptom duration 6mos 3yrs 4mos 3yrs
% Summation of atrophy 13 14 13 15

56 71 55 57 48 37 54 45
18mos 4dmos 5yrs 3yrs 18mos 15yrs lyrs 6yrs
18 16 17 15 13 18 15 15

% Inclnding cbll sulci, C~P citsern, diameter of

87)ol
CT%"&‘ A vehd 47}74 87 3}
Savoiardo$-(1983)0) A Ak OPCA criteriadl| o}
gt +48.es of 7ol Al m Z(prepontine
cistern)z} A} F(quadrigeminal cistern)2] &

315 3 Z24b sholeh 449 & Aol A 1

Fo 1 ojAo g Fhaslglon £¥HnFe)xz
o} & 3mol 4, # e 5mm77P3| A= g, Al 4
H4de Ay g e AF sl A7 4~

5mm, 4~8mm7}=] Ears] _4':73% H.4c} (Table
4, Photo. 1—-3).

)52 A= o g ol @ g JASA 21 £5 )3t
o AZAAE 2o A, £HF Y & T
S zo| 4] Zal Al 4 H A AF, 24 AAY
E o] 25 & A FY AL /Fske iy
A8 3k JAFALY] 245 7 7kate] AHS A S v

4th. Ventricle (AP & lat)

el wgkou} A R 44
5).

< walc} (Table.

Kl
hl

3 x‘}x_-ll

A O £ FFAZE 50T = A
212 18614 Freidreichel] 23} 2]-& 8.3 53 o
Menzel-& Friedreich?] o} 9} —,rx)-s 1 kel o]
25 v xAHEHe| el
Dejerine & Thomas~} of 7H 7}%64 o] Jephtx| ok
oA A HE Hol x| @ Hustd 4 ol
% 2919 OPCAet wagch.” Tej vk 9 o
Aoll shebal£ 228 OPCAZF Al 9404 2428
ﬂﬂLm4415ﬂ%ﬂﬂwﬂﬁﬂﬂ4€q¢
sk OPCAE Menzled,
Subad o g Wb slE AS Dejerine-Thomas3 ©.
2, 43 Wale OPCAZ sje|7lch 59

OPCAL wejatd 03 4

=

=14, X w2} (basis

ol $1%o] A7 Aol

SR o] ek 20 4% A Fedo| vt Al Auel He 4

1:4
N
offt

Pontis) ¥ 3522

Table 6. Diagnostic criteria of OPCA on brain C-T

1. Enlargement of cerebellar sulci more than 1mm

(Except, primary fissure,

1 or 2 vermian sulci)

2. Enlargement of cerebello-pontine cisterns
(Bilateral symmetrical, between sup. lateral margine of the cerebellum and petrous

bone more than 1.5mm)

3. Enlargement of superior cerebellar cistern (subjective assesment)

4. Enlargement of 4th ventricle(A-P diameter more than 4mm, Lat.diameter more

than 4 mm, more than one cut of 4th. vent.on scan)

5. Marked enlargement of cisterna ambiens

(Ref. Joseph. H. Allen (1979) )
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— Abstract —

Clinical Study of CT-diagnosed
Olivopontocerebellar Atrophies

Mee Yeong Park, Khyoung Yhun O,
Jung Sang Hah, Yeung JuByun , and Choong Suh Park .

Depariment of Neurology
College of Medicine, Yeungnam University

Daegu, Korea

The diagnosis of OPCA could be made clinically with important aid of brain CT scanning, although
the definite and conclusive diagnosis only by postmortem pathological determination.

We reviewed, clinically and with brain CT examination, 12 cases of patients with OPCA who were
admitted to the Yeungnam University Hospital for a recent 5 years.

The result were as following. :

1. The distribution of age is from 49 to 72, mainly 50 to 60. Man is more frequent than women at the
4.5 times.

2. The interval period from Sx. onset to diagnosis is 1 year to 6 years.

3. The usual initial Sxs. were dizziness(58%), ataxia(33%), and other less frequent Sxs. were
weakness of low extremities, dysarthria, headache and urinary incontinence. The clinical manifesta-
tions at the initial diagnosis were cerebellar disturbance(100%), dysarthria(83%), and increased deep
tendon reflexes(58%).

4. The results of brain CT finding are like this:

« the width of cerebellar sulci is more than lmm, other 4 cases more than Z2mm.

+ the width of cerebellar pontine cistern of the patient if usually 3 to 4mm, other 2 cases extended to
the Smm.

- the A. P and lateral lengths of 4th. ventricle is 4mm and 4 to 8mm respectively.

- 6 cases of whole patients show coincidentally cerebral atrophy.



