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Caso Clínico/Case Report

ABSTRACT

Case report of a fetus with assimetric cerebellar lobes and a hyperechogenic mass adjacent through 

a mid-gestation ultrasound diagnosis. There was a suspiction of a clot, microcephaly, intrauterine 

grow restriction (IUGR) and oligoamnios, without other structural abnormalities. The cerebellar 

anomaly was not conirmed by fetal magnetic resonance imaging (MRI). No etiology was determi-
nated and the couple decided to interrupt the pregnancy. The post-mortem examination conirmed 
the ultrasound diagnosis.
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CASE REPORT

The in utero isolated cerebellar hemorrhage is a rare 

event being that there are only 13 cases reported in the 

literature1. The MRI has been considered an impor-

tant tool to enhance fetal ultrasonography, especially 

when diagnosis is uncertain. However, the value of 

fetal MRI is controversial as the demonstration that 

dedicated neurosonography is equal to MRI for the 

diagnosis of fetal brain anomalies3.

A 32-years-old caucasian woman, gravida 2 para 

0 (previous irst trimester miscarriage), 0 Rh +, was 
brought to the attention of our Department due to a 
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suspected cerebellar hemorrhage detected during the 

mid-gestation ultrasound.

In our ultrasound unit during 21+5 week´s gestation, 

it was detected a 10mm x 5mm hyperechogenic cerebel-

lar mass adjacent to the left cerebellar lobe (ig. 1, ig. 2) 
and the diagnosis of microcephaly, IUGR and oligoam-

nios was established. No other malformations were no-

ticed. The umbilical, middle cerebral artery doppler and 

uterine arteries low analysis were normal. 
At this stage the diagnosis of fetal cerebellar hem-

orrhage was taken into consideration. Maternal serum 

screening ruled out seroconversion of toxoplasmosis, 

cytomegalovirus or rubella. Amniocentesis was per-

formed for fetal karyotype and the result was normal. 

Fetal echocardiography didn´t show functional or 

structural abnormalities. Our diagnosis was not con-

irmed by fetal MRI. One week later in the follow-up 
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ultrasound, the cerebellar lesion was still detectable. 

After genetic counseling, and in face of early severe 

IUGR, the couple decided to terminate the pregnancy, 

that was performed at 23 +6/7 weeks of gestation. The 

post-mortem examination conirmed the diagnosis of 
hemorrhage on the left cerebellar lobe and IUGR. Ex-

amination of the placenta revealed villi necrosis and 

ibrine deposits.

DISCUSSION

The majority of prenatally diagnosed intracranial 

hemorrhages are located in the supratentorial area4. 

Frequently, bleeding occurs into the subarachoid, 

subdural or intraventricular spaces, but may also oc-

cur within the brain parenchyma. Few cases of pre-

natal diagnosis of isolated infratentorial hemorrhage, 

cerebellar parenchyma or subdural space have been 

reported5. In this context, some etiologies have been 

associated: vascular malformation, neoplasm, con-

genital infections, alloimmune thrombocytopenia, 

blood clotting abnormalities and anemic fetus that 

underwent intrauterine transfusions1.

Predisposing maternal factors to intracranial fetal 

hemorrhage are infection, pre-eclampsia, seizures, 

isoimmune and alloimmune thrombocytopenia, co-

agulation disorders, drug exposure (warfarin, choles-

tyramine, aspirin, anticonvulsivants), cocaine abuse, 

trauma, pancreatitis, placental abruption, fetal vascu-

lar anomaly and extreme anemia due to red blood cell 

alloimunization6,7,8. In this case, none of these fac-

tors were identiied, but an early-onset severe growth 
restriction was obvious. However, it is unclear the 

inluence of early IUGR as a cause of intracranial he-

morrhage5. Apparently, acute luctuations in cerebe-

lar blood low and arterial blood pressure can occur 
during asphyxia and can conduct to fetal intracranial 

hemorrhage, as in neonatal intracranial hemorrhage9.  

Nevertheless, in our case, the umbilical, middle cer-

ebral artery doppler and uterine arteries low analisys 
were normal, disclosing as less probable the hypoth-

esis of asphyxia, but cannot exclude an acute event 

ocurring in early pregnancy.

The sonographic appearance of the cerebellar 

hemorrhage is variable, but its mostly described as 

Figura 1

Figura 2



212

an hyperchogenic mass within the cerebellum or the 

entire cerebellar hemisphere6. The single cerebellar 

lesions have other possible diagnoses as tumour-like 

neuroblastoma or infections in utero, very rare when 

occuring isolated2. The ultrasound image of cerebel-

lar hemorrhage can change with time. Recent hem-

orrhage appearance will be hyperechogenic and later 

it might turn hypoechogenic. In this case, we found 

a non-changing appearance hyperechogenic mass on 

the left cerebellar lobe with no further cerebral mal-

formations.

The use of fetal MRI is controversial. Many cent-

ers believe fetal MRI is helpful in evaluation central 

nervous system, specially posterior fossa lesions10. 

However, Malinger et al, showed that dedicated neu-

rosonography is equal to MRI in the diagnosis of fetal 

brain anomalies. In a 2-year period, they evaluated 

42 patients that underwent concomitant neurosono-

graphic and MRI examinations of fetal brain for sus-

pected anomalies. Their results demonstrated a slight-

ly better performance of neurosonography than MRI: 

sensitivity 96% vs 85% and speciicity 87% vs 80%3.   

In this particular case, the MRI was not a useful tool.

The inal diagnosis is established after pathologi-
cal examination or postnatal follow-up course2. The 

neonate’s prognosis comes forth as poor7, since in-

tracranial hemorrhage carries a high risk for devel-

opment of hydrocephalus, neurologic delay, cerebral 

palsy and seizures11. However, long-term prognosis 

is unknow for isolated cerebellar hemorrhage, mainly 

due to pregnancy terminations soon after the diagno-

sis1. In this case, we had the conirmation of our ultra-

sound diagnosis without deinition of etiology.

This case report demonstrates the importance of 

an exhaustive evaluation of central nervous system, 

paying great attention to fossa posterior, since these 

rare lessions are often of small size and could be un-

noticed in the midgestation ultrasound. 
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