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Diabetic striatopathy in a child with type 1 diabetes mellitus
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A 12-year-old girl, who was a diagnosed case of type 1 diabetes 
mellitus for the past two years, presented with irregular 
uncontrolled involuntary movements of her bilateral arms for 
the past two weeks [Video]. She was having poor compliance 
with the insulin therapy and often lost to follow-up. There was 
a history of previous admission due to diabetic ketoacidosis 
one year back. Her blood sugar level was 365  mg/dL, and 
HbA1c was 12 at presentation. Urine was positive for sugar 
but negative for ketones. Based on the clinical history 
and examination, the diagnosis of chorea was made, thus 
magnetic resonance imaging (MRI) brain was done to search 
for the possible cause. The MRI brain revealed asymmetrical 
T1 hyperintensity [Figure  1] in bilateral (left > right) basal 
ganglia. No blooming/diffusion restriction was seen. The MRI 
brain findings were consistent with diabetic striatopathy. Her 
symptoms resolved after normalization of the blood glucose 
confirming the diagnosis of diabetic striatopathy.

Diabetic striatopathy, also called hyperglycemic hemiballism/
hemichorea, is most frequent in older individuals with type 2 
diabetes and has been rarely reported in type  1 diabetic 
patients.[1,2] On non-contrast computed tomography (NCCT), 
these basal ganglia abnormalities appear as hyperdense, which 
could lead to false interpretation and mislead the clinician 
towards an erroneous diagnosis of cerebral hemorrhage. 
T1 hyperintensity, a hallmark radiological feature, has been 
attributed to gemistocyte accumulation and neuronal loss.[3] 
Clinical symptoms are reversible with timely management of 
hyperglycemia; however, some patients may require 
neuroleptic drugs for abnormal movements. In case of 
disabling involuntary movements, deep brain stimulation may 
be beneficial.[4] Cerebral microhemorrhages can also be seen 
in such patients, which are contributed by hyperglycemia-
induced vasculopathy.[5] Imaging findings return to baseline 
more slowly than the clinical symptoms.

While movement disorders are not uncommon in the 
pediatric age group, treatable cases are rare. The condition 
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Figure 1: (a) T1-weighted axial image showing hyperintensity 
in bilateral basal ganglia, more on the left side (arrows). 
(b) Corresponding T2-weighted axial image showing 
heterogeneous mixed signal in the left basal ganglia (arrow).

described in the index case is seldom reported in children. 
Timely diagnosis of the underlying cause, along with 
managing the primary illness, not only treats the disorder but 
also prevents future complications.
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