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Fig. 1. A. Cruciform signal hyperinten-
sities within the pons and atrophy of
pons are demonstrated on the axial T2-
weighted MRI of 20-year-old spin-
ocerebellar atrophy type 2 patient
(case 1) with a 5-year history of ataxia.
B. In this patient, sagittal section
shows atrophy of cerebellum and
pons.

Fig. 2. A. Cruciform signal hyperinten-
sities within the pons and atrophy of
pons are demonstrated on the axial T2-
weighted MRI of 67-year-old multiple
system atrophy-cerebellar variant pa-
tient (case 3) with a 7-year history of
ataxia.

B. In this patient, the axial T1-weight-
ed MRI shows atrophy of pons and
cerebellum.
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X8 Fig. 3. A. Cruciform signal hyperinten-

sities within the pons and atrophy of
pons are demonstrated on the axial T2-
weighted MRI of 61-year-old patient
(vase 4) with a 7-year history of cere-
bellar hemorrhage.

B. In this patient, axial T2-wighted im-
age shows hypointense hemosiderin
"™ rim in cerebellar vermis and paraver-
mian structure.
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MRI in Movement Disorder Patients: “Hot cross bun” sign'
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Clinically, multiple system atrophy is difficult to differentiate from other basal ganglia disorders such as idio-
pathic Parkinson’ s disease or other types of cerebellar ataxia. The' hot cross bun” sign is a radiological sign
which, it has been claimed, is highly specific for multiple system atrophy, and we describe four cases in which
this sign occurred. In one patient, multiple system atrophy was clinically diagnosed, but in the other three, the
respective clinical diagnosis was spinocerebellar ataxia type 1, type 2 (genetically), and old cerebellar hemor-
rhage. We therefore suggest that the hot cross bun sign reflects degeneration of transverse pontocerebellar
fibers and is not a pathognomic sign of multiple system atrophy.
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