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Ataxic hemiparesis is described as a syndrome in which pyramidal and cerebellar signs occur ip-
silaterally. Fisher who suggestd the designation ‘‘ataxic hemiparesis’ for this syndrome confirmed by
pathological study that causative lesion was in the basis pontis at the level of the junction of the upper
one third and lower two thirds on the opposite side of the neurological deficit and he also reported that
CT might fail to show the lesion.

We observed 4 patients with ataxic hemiparesis and examined them in auditory brainstem response
(ABR), somatosensory evoked potential (SEP), and blink reflex as electrophysiological study. Their CT
and electrophysiological findings were compared with each others to define the responsible lesion more
clearly.

Essentially, these abnormal electrophysiological findings were recognized only in the case of pontine
hemorrhage, and these findings recovered to normal as clinical and CT findings were improved. In the
other cases, the electrophysiological findings were not prominent and CT revealed the lesions in deep
frontal region, internal capsule and cerebellar hemispheres respectively.

These results might show that many cases of extra-pontine lesions could develop the syndrome of
ataxic hemiparesis. However, the relation between responsible lesions for ataxic hemiparesis and elec-
trophysiological findings are still uncertain. Further evidences including clinicopathological studies will be
required to clarify this relation and to get the more accurate anatomical interpretation of ataxic
hemiparesis from lesions besides the pontine region.
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