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SUMMARY Two cases of unusual cheiro-oral syndrome due to small pontine haemorrhage are
described, in which both sides of the mouth were involved in the initial stage. High resolution
magnetic resonance imaging revealed a small lesion at the paramedian pontine tegmentum in both
cases and suggested involvement of the medial portion of the medial lemniscus.
In 1914 Sitting' first described a sensory defect
observed around the corner of the mouth and on the
palm on the same side of the body, the cheiro-oral
syndrome. The syndrome is usually considered to be
due to a small lesion in the contralateral post-central
gyrus of the parietal lobe' or to a lesion in the
thalamus2 limited to the inferior medial portion of
the ventral posterolateral nucleus and the lateral part
of the ventral posteromedial nucleus of the thalamus.3
Recently, some cases of this syndrome associated with
brainstem lesions have been reported.9 We report two
cases of small pontine haemorrhages showing an
unusual cheiro-oral syndrome, in which both sides of
the mouth were involved. Magnetic resonance imaging (MRI) revealed details of the lesion in the pontine
tegmentum in both cases.
Case reports
Case I A hypertensive 38 year old man suddenly felt dizzy
followed by numbness in his lower right face and his right
hand and was admitted to hospital on the same day. He
remained alert and was not dysarthric. Dysaesthesia and mild
sensory defects of pain, temperature and tactile sensations

were found all around his mouth, on the oral mucosa and on
his right palm. There was no sign of either weakness or
cerebellar ataxia. Sensory defects of both sides of the mouth
persisted only for three days, after which the left side of the
mouth was affected. In a month all sensory defects had

disappeared.

CT detected a small haematoma in the left paramedian
tegmentum of the upper pons and the midbrain, and an old
small infarct in the left putamen. MRI using a 1 5-T
superconducting unit (Sigma System, General Electric, Milwaukee) demonstrated the small lesion precisely and the
sagittal image delineated the rostro-caudal extension (fig 1).
Case 2 A hypertensive 47 year old woman on renal dialysis
suddenly felt headache, nausea and numbness around her
mouth and right fingers. On admission, she was alert but
slightly dysarthric. Her pupils were slightly anisocoric but
promptly reactive. Dysaesthesia around both sides of her
mouth and on her right fingers persisted, but no objective
hypaesthesia was detected. Right hemiparesis and bilateral
cerebellar ataxia were noted, and the Babinski sign was
present on the right side. On the ninth hospital day,
numbness around the mouth remained only on the right side
and disappeared completely in a month.
CT revealed a haematoma in the left paramedian region of
the mid-pons. MRI disclosed in more detail two small lesions
involving the paramedian pontine tegmentum and the dorsal
basis pontis (fig 2). No other lesions were found in the
thalamus and parietal lobe.
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1) (a) Axial T2-weighted image. (spin echo, TR: 2000 ms, TE: 80 ins). A small low-intensity area is
paramedian tegmentum of the upper pons (arrow). (b) Sagittal Ti-weighted image. (partial saturation
TR: 400 ms, TE: 25 ins) A slit-like low intensity area is located at the tegmentum in the middle to upper pons
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(Case 2) (a) Axial T2-weighted image. (spin echo, TR: 2000 ins, TE: 40 ins) Two low-intensity areas are
the basis of the pons (white arrow) and at the paramedian pontine tegmentwn (black arrow). (b) Sagittal
at
Ti-weighted image (partial saturation recovery. TR: 400 ms, TE: 25 ins) Two slit-like low intensity areas are noted
the base (white arrow) and tegmentum (black arrow) of the middle pons.
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