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Patient Presentation

HPI: Presenting from outside hospital for suspected intraparenchymal 
hemorrhage. Unable to finish MRI exam due to excessive movement.

PMHx: COPD, HTN, HLD, T2DM, hypothyroidism 

Neuro exam: GCS 15, Mild left facial droop, LUE 4/5, preserved strength 
and sensation in other extremities



Pertinent Labs

• Urine glucose >1000 mg/dL

• A1c >14.5%

• POCT glucose was initially 350s

• Lipid panel: 
• Cholesterol: 110 mg/dL

• Triglycerides 85mg/dL

• HDL 53 mg/dL

• LDL 40 mg/dL

• Drug screen negative



What Imaging Should We Order?



Select the applicable ACR Appropriateness Criteria

This imaging 
modality was 
ordered by the 
ER physician

Follow up 
imaging when 
patient was 
transferred.



Findings (unlabeled)

T1 SWI DWICT



Findings (labeled)

• Hyperdensity in the right basal ganglia on CT.

• On MR, the right basal ganglia exhibits T1 hyperintensity, 
susceptibility hypointensity, and no diffusion restriction. 

T1 SWI DWICT



Final Dx:

Non-Ketotic Hyperglycemic Hemichorea



Normalization of blood glucose

• Long acting insulin

• Normalize BG to <200 mg/dL before discharge

• Monitoring fluids and electrolytes

Overall, patient improved rapidly with treatment and chorea ceased within 2-3 days of normalized 

blood glucose. Prognosis is good and most patients have no long term sequalae.

Treatment and Prognosis



Case Discussion

• Definition: a rare manifestation of non-ketotic hyperglycemia, presenting 
clinically with chorea/ ballismus, which has characteristic neuroradiologic findings 
in the basal ganglia.

• Pathophysiology is undetermined. Potential causes proposed:

• Astrocytosis

• Myelin destruction

• Mineral Deposition

• GABA depletion

• Demographics: 

• Most patients have T2DM

• Mean age: ~70 years



Imaging Characteristics

Classic findings:

• CT: Basal ganglia hyperdensity

• T1: Basal ganglia hyperintensity

May Also Have Associated:

• T2: Hyperintensity

• SWI: Susceptibility hypointensity

• DWI: Restricted Diffusion 

• Findings can be bilateral or unilateral. If unilateral, contralateral to side with 
symptoms.

• Imaging findings gradually resolve after normalization of glucose. levels.
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