
Type Presentation Neuroimaging Management 

Subfalcine  
(cingulate) 

 
Pathophys: 

Displacement of 
the cingulate 

gyrus across the 
midline under 

the cerebral falx 

- May have no symptoms 
initially 

- Headache 
- Contralateral hemiparesis 

(LE > UE), which often 
progresses 

- Most common type of 
brain herniation 

CT: 71 M w/ L hemiparesis 

Treatment: Manage ↑ ICP 
(via medical 

management, 
decompressive 

craniectomy, and/or 
removal of masses)  

- Watch for: Compression 
and occlusion of ACA → 

infarct 
- Watch for: Progression 

to other types of 
herniation 

Uncal  
 

Pathophys: The 
uncus of the 

temporal lobe 
(most anterior 

region) 
protrudes 

through the 
anterior opening 
of the tentorium 

cerebelli  

- Ipsilateral CN III palsy 
(esp. parasympathetic) 

- Compression of cerebral 
peduncles → hemiparesis 
(contralateral or ipsilateral) 
- ↓ Consciousness (affects 
midbrain arousal system) 

- Vision defect, due to PCA 
compression (contralateral 
homonymous hemianopia) 

 

 
MR T1 C+: Pt w/ sudden 

weakness in R limbs  

Treatment: Manage ↑ ICP 
- Watch for: Kernohan 

phenomenon – 
compression of 

contralateral cerebral 
peduncles (in ~ 20%) 

- Watch for: Rostrocaudal 
deterioration – CIII signs, 
then midbrain/upper pons 
signs (eg - oculocephalic), 
then lower pons/medulla 

signs (eg apnea) 

Ascending 
transtentorial 

(upward 
brainstem) 

 
Pathophys: 

Upwards 
herniation of 

posterior fossa 
brain tissue 
through the 

tentorial opening 

- Coma 
- Reactive miotic pupils 
(due to pontine lesions 
causing a disruption of 

sympathetic innervation to 
the pupils) 

 
 

 
MR T2: 2 yo M, coma 

Treatment: Manage ↑ ICP 
- Commonly due to 

cerebellar hemorrhage or 
medulloblastoma 
- Can occur after 

placement of EVD 
- Watch for: Progression 
of pupils from equal and 
reactive to anisocoria to 

midposition and fixed 
(indicating midbrain 

involvement) 

Tonsillar 
(downward 
cerebellar) 

 
Pathophys: 
downward 

movement of the 
cerebellar tonsils 

through the 
foramen 
magnum 

- Headache 
- Neck stiffness/neck pain 
- Blood pressure instability 
- Respiratory depression 

- Coma 

 
MR FLAIR: 25 F, brain death 

Treatment: Manage ↑ ICP 
- Watch for: Compression 

of 4th ventricle → 
obstructive hydrocephalus 

 



Type Presentation Neuroimaging Management 

Central 
(downward 

transtentorial) 
 

Pathophys: 
symmetric, 
downward 

movement of the 
thalamus 

through the 
tentorium 
cerebelli 

- Coma 
- Lack of unilateral localizing 

signs 
- Parinaud’s syndrome 

(midbrain tectum 
compression) 

 

 
CT: 9 M w/ DKA, cerebral 
edema, and effacement of 

basal cisterns (eg 
quadrigeminal) 

Treatment: Manage ↑ ICP 
- Watch for: Diabetes 
insipidus secondary to 

pituitary stalk stretching 
and interruption of 

pituitary blood supply 
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