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Non-ketotic hyperglycemia with hemichorea in the elderly:

A case report and literature review

ZHANG Lankun

(Department of Neurology, Second Affiliated Hospital of Nanjing University of Chinese Medicine, Nanjing 210017, China)

Abstract

Keywords

The common causes of hemichorea are cerebrovascular accident in the contralateral basal ganglia, intracranial tumors,
intracranial infection, hypothyroidism, etc. However, non-ketotic hyperglycemia is a rare cause. The author recently
diagnosed and treated an elderly male patient with non-ketotic hyperglycemia complicated with hemichorea, the typical
imaging manifestations were that CT scan showed high density shadow of striatum and T'1 weighted image of head MRI
showed high signal in the same area.
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Figure 1 CT plain scan of head shows slightly high-density
shadow of right pallidum and caudate nucleus (white arrow

points)



o W EFAR 1 25 LT O M SR IERAE. 1 (90 B SCHRAZ T sl 22

1919

B2 kMMRITIWIFIIRAEMEAR. BEREAEES
(B BFFXATiEL)

Figure 2 MRI-T1W1 sequence of the head shows the head high
signal of globus pallidus and caudate nucleus on the right side

(white arrow points)
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Figure 3 No obvious abnormal signal is found in the right
pallidum and caudate nucleus of MRI-T2-FLAIR sequence
of the head (the patient did not cooperate well during the

examination)
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