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  Case presentation 

 A 53-year-old man with a history of poorly controlled diabetes 

was sent to the emergency department due to syncope with 

10-minute conscious disturbance. On arrival, he looked fatigued 

but alert without any neurological deficit. His serum glucose 

and glycated haemoglobin concentrations were 645 mg/dL and 

17.1%, respectively. No urinary ketone was noted. An unenhanced 

computed tomography (CT) of the brain revealed hyperdensity in 

the left basal ganglia, with sparing of the internal capsule and no 

mass effect (Fig  1 a). T1-weighted magnetic resonance imaging 

(MRI) demonstrated hyperintensity in the corresponding basal 

ganglia (Fig  1 b). The patient was admitted for glucose control with 

the diagnosis of diabetic striatopathy.  

 The term ‘diabetic striatopathy’ (DS), introduced in 2009,  1   

denoted a relatively uncommon hyperglycaemic condition 

associated with hemichorea/hemiballism relating to the 

contralateral reversible abnormality of basal ganglia on CT or/

and MRI, although it was described previously as hemichorea/

hemiballism.  2–4   Only a few reported cases presented without 

hemichorea.  5   The disease has been documented to occur 

predominantly in elderly Asian females with poorly controlled 

type 2 diabetes mellitus (DM).  1   The chorea/ballism could 

manifest intermittently or continuously, and start abruptly or 

 Fig 1.      Typical imaging presentations of diabetic striatopathy. (a) Computed tomography showing hyperdensity in left basal ganglia (black arrows). 

(b) T1-weighted magnetic resonance imaging revealing hyperintensity in left basal ganglia (white arrows).  
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insidiously from low to high amplitude with sleep suppression 

in most reported cases. Control of hyperglycaemia often results 

in resolution of chorea/ballism as well as striatal abnormalities. 

Additional anti-chorea medication may be needed if the chorea is 

not suppressed by strict glucose control.  1   

 To date, regarding the pathogenesis of DS-associated 

striatal abnormalities on neuroimaging, there have been four 

hypotheses, namely, infarction with gemistocyte infiltration, 

mineral deposition, myelin destruction and microhaemorrhage. 

There were four pathology reports revealing evidence of 

haemorrhage including haemosiderin-containing macrophages,  4   

extravascular haemosiderin deposits,  2   extravasated 

erythrocytes,  1   and microhaemorrhage.  3   Together with the 

reversible nature of the striatal anomaly, initial CT hyperdensity 

reflecting haemorrhage, high-signal intensity T1 weighted 

MRI corresponding to paramagnetic material, oozing around 

the basal ganglia on magnetic resonance angiography  5   made 

microhaemorrhage a probability. ■     
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