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Ischemic stroke is a spontaneous vascular event in which a blockage in neural circulation 
results in the death of neural tissue and deterioration in function of that tissue. Ischemic 
stroke of the cerebellum is often asymptomatic or presents mild, nonspecific symptoms, 
such as nausea and dizziness, which poses a challenge in identifying the patient as a 
stroke case. The authors present a case of a 34-year-old male cerebellar stroke patient 
with a consistent history of ischemic strokes who presented specific, diagnosable 
symptoms such as facial paralysis and dysarthria upon arrival at the emergency room, in 
contrast to the standard symptoms of cerebellar strokes. The patient also had a 
medium-sized right parietal lobe infarction. In this paper, ischemic stroke symptoms, risk 
factors, diagnosis, treatment, and recurrence prevention are discussed. 

INTRODUCTION 

Acute ischemic stroke, caused by restricted blood supply to 
neural tissue, leads to infarction and neurological impair
ment.1‑3 Common symptoms include visual deficits, apha
sia, dysarthria, and apraxia.4 While 75% of strokes occur in 
individuals over 65, incidence among younger adults aged 
18–55 is rising due to risk factors such as smoking, illicit 
drug use, and exogenous hormone use.5,6 Additional risk 
factors include vascular and cardiac diseases, notably atrial 
fibrillation, which increases stroke risk fivefold and doubles 
mortality.7‑9 

Parietal strokes commonly present with aphasia, pares
thesia, and sensory deficits.10,11 In contrast, cerebellar in
farctions, accounting for 1-4 % of strokes with a 23% mor
tality rate, often feature subtle symptoms that delay 
diagnosis and treatment, increasing the risk of cerebellar 
edema.12,13 We present the case of a 34-year-old male with 
a history of ischemic strokes and atrial fibrillation, who 
presented to the emergency department with typical stroke 
symptoms, ultimately diagnosed with both parietal and 
cerebellar infarctions. 

CASE PRESENTATION 

A 34-year-old Asian male presented to the emergency room 
with symptoms of a left-sided facial droop, slurred speech, 
and deep vein thrombosis after witnessing a generalized 
seizure at home. During the seizure, the patient did not fall 
due to a family member catching him. He first started ex
hibiting these symptoms 41 minutes prior to being brought 
in by emergency medical services as a stroke alert, which 

Figure 1. Timeline of case    

was called 10 minutes prior to the patient’s arrival (Figure 
1). 

The patient had a medical history of atrial fibrillation 
and two prior cerebrovascular accidents that had not left 
any visible residual symptoms, due to which he was pre
scribed Plavix in the past. The patient’s vitals were stable 
upon arrival at the emergency room, and he was demon
strating a cardiac rhythm of atrial fibrillation. A neurologic 
examination revealed an initial National Institutes of 
Health Stroke Scale (NIHSS) score of 16 with left sided 
weakness and impaired speech. A brain computed tomog
raphy (CT) scan demonstrated no acute bleed or intracra
nial hemorrhage, and a computed tomography angiography 
(CTA) scan showed patent blood vessels. Through a mag
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Figure 2. Magnetic resonance imaging scan     
demonstrated mass, moderately-sized infarction in the       
right parietal lobe.    

netic resonance imaging (MRI) test, a moderately sized 
right parietal lobe infarction was seen (Figure 2). 

Multiple small, punctate infarctions in the left cerebellar 
hemisphere were found through another MRI scan in the 
posterior cranial fossa. Minimal infarction was observed in 
the right cerebellar hemisphere as well (Figure 3). 

The patient was identified as a candidate for the throm
bolytic agent tissue plasminogen activator (t-PA). The pa
tient was thrombolysed 39 minutes after arrival and was ad
mitted to the Intensive Care Unit (ICU) 3 hours after arrival. 
The patient’s NIHSS decreased to a score of 6 within one 
day of arrival, and to a score of 3 at the time of discharge. 
The Modified Rankin Scale (MRS) was performed, and the 
patient received a score of 1, still demonstrating low-inten
sity symptoms, but having no significant disability in per
forming basic, day-to-day tasks. 

DISCUSSION 

This case demonstrates the diagnostic challenges of cere
bellar infarctions and highlights the critical importance of 
rapid administration of tissue plasminogen activator (t-PA) 
in stroke management within an emergency department 
setting. Untreated cerebellar infarctions can progress to fa
tal cerebellar edema.13 Timely diagnosis and intervention 
in this case exemplifies the importance of prompt recogni
tion and drug delivery in cerebellar strokes. 

Cerebellar stroke diagnosis is challenging due to non
specific symptoms, with dizziness occurring in 75% and 
nausea in over 50% of cases.14 Early symptoms often fail 
to suggest stroke, with more definitive signs like ataxia 
and paralysis emerging later. Accurate identification within 

Figure 3. Magnetic resonance imaging scans     
demonstrated moderately small infarction in the left        
side of the cerebellum.     

three hours of symptom onset is essential for effective t-
PA treatment and prevention of complications such as in
farct-related edema. Imaging via MRI or CT can confirm 
cerebellar infarctions, but delays in initial clinical recogni
tion often postpone these diagnostic measures. Misdiagno
sis is common due to these challenges. Notably, the patient 
initially presented with standard stroke symptoms, includ
ing ipsilateral facial paralysis, dysarthria, and seizures, in
creasing a suspicion for stroke unlike most cerebellar stroke 
cases.12 

Parietal infarctions, more common among ischemic 
strokes, further complicated this case by exacerbating the 
cerebellar stroke symptoms. This interaction expedited di
agnosis and thrombolytic therapy. The patient’s history of 
atrial fibrillation and two prior strokes supported the clini
cal suspicion of vascular dysfunction. Ultimately, MRI con
firmed infarctions in both the parietal and cerebellar re
gions. 

Thrombolytic agent t-PA remains a critical ischemic 
stroke treatment, effective when administered within three 
to four and a half hours of symptom onset.15 Aspirin is 
commonly used for secondary prevention rather than acute 
treatment.16 In this case, the patient responded extremely 
well to t-PA, demonstrating its efficacy when administered 
promptly. 

The patient’s history of recurrent strokes is noteworthy, 
particularly given the rarity of three ischemic strokes by the 
age of 34. Recurrence rates for ischemic strokes are approx
imately 9% and declining.17 However, atrial fibrillation in
creases recurrence risk by 54%.18 Despite being prescribed 
clopidogrel (Plavix) for secondary prevention, the patient 
experienced recurrent strokes. 
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Clopidogrel is approved for reducing recurrence risk af
ter minor ischemic strokes or transient ischemic attacks 
(TIAs) during the first three months post-stroke. However, 
its long-term efficacy after a major ischemic stroke remains 
unclear. While clopidogrel prevents platelet aggregation in 
noncardioembolic strokes, evidence for its long-term ben
efit in recurrent stroke prevention is limited. Aspirin is fa
vored for long-term secondary prevention, often in combi
nation with clopidogrel per the American Heart Association 
guidelines. The lack of evidence supporting clopidogrel as 
a sole agent in acute ischemic stroke treatment raises con
cerns about its adequacy in high-risk patients as in this 
case.19,20 

Further research is needed to assess the long-term effi
cacy of clopidogrel in recurrent stroke prevention. For pa
tients with frequent vascular dysfunction, aspirin may be 
a more reliable alternative, especially when combined with 
other evidence-supported interventions. Addressing gaps 
in research is critical to optimizing treatment strategies 
and preventing recurrent strokes. 

This case underscores the importance of emergency 
medicine physicians considering cerebellar stroke in pa
tients presenting with atypical symptoms like dizziness and 
nausea, particularly in high-risk individuals with factors 
such as recurrent strokes, seizures, and atrial fibrillation. 
Prompt recognition is essential to prioritize the rapid ad
ministration of t-PA within the critical treatment window, 
reducing the risk of cerebellar edema and maximizing the 
chances of improved outcomes for patients. 

CONCLUSION 

The clinical presentation of cerebellar stroke can be af
fected by symptoms of additional infarctions in other 
neural structures. The use of thrombolytic agents is the 
widely used treatment for cerebellar and parietal ischemic 
stroke and have been proven to be more effective. This 
case stands out for the unconventional, clearer symptoms 
of cerebellar stroke that resulted in rapid diagnosis and 
treatment. It exemplifies how a timely diagnosis and im
mediate treatment can drastically improve ischemic stroke 

outcomes and highlights the effectiveness of t-PA as a clot-
dissolving agent. Additionally, this case demonstrates how 
Clopidogrel may not be the best preventative measure for 
recurrence of ischemic stroke. 
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