
Articles © The authors   |   Journal compilation © J Neurol Res and Elmer Press Inc™   |   www.neurores.org
This article is distributed under the terms of the Creative Commons Attribution Non-Commercial 4.0 International License, which permits 

unrestricted non-commercial use, distribution, and reproduction in any medium, provided the original work is properly cited
34

Case Report J Neurol Res. 2018;8(3):34-35

Stroke Involving the Percheron Artery: A Rare  
Anatomical Variant

Sana Najiba, b, Ali Nadhima, Tahmina Saleema, Behzad Amoozgara, 
 Shuvendu Sena

Abstract

Artery of Percheron is a rare anatomical variant of posterior cerebral 
circulation. Stroke involving this artery causes characteristic bilat-
eral thalamic infarcts. Here, we report a case of artery of Percheron 
infarction in a 53-year-old man with hypertension and diabetes. Our 
case highlights the importance of raising our awareness about the 
artery of Percheron and the prompt recognition of its infarction by 
pursuing appropriate imaging studies to allow timely administration 
of thrombolysis. Reversal of a potential damaging neurological in-
sult and subsequent favorable clinical improvement are the expected 
outcomes.
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Introduction

Posterior cerebral circulation hosts few anatomical variants. 
Commonly the paramedian territory of the thalamus is sup-
plied by perforating arteries arising from ipsilateral posterior 
cerebral arteries, but very rarely all perforating branches arise 
from one posterior cerebral artery through a single trunk called 
the artery of Percheron. This variant represents 0.1-2% of to-
tal ischemic strokes and of thalamic strokes, this artery is the 
cause for 4-10% of presented cases [1-4].

Case Report

A 53-year-old male, with a past medical history of diabetes 
mellitus and hypertension, presented to the emergency depart-
ment (ER) with the chief complaint of “right leg weakness and 
difficulty walking” since the last 8 h. The patient worked in 

a transportation company and he was pushing a wheelchair 
when he noticed that he was dragging his right leg. Then when 
signing the patient’s arrival in his transport, he had trouble in 
signing. When he was sent to the hospital, he developed tin-
gling and numbness of right hand.

On arrival to ER, vital signs were: blood pressure (BP) 
of 190/85 mm Hg, pulse of 89/min, respiratory rate of 20/
min and temperature of 97.7 °F. On neurological examina-
tion, power was 3/5 in the right leg and right arm. Sensations 
to pinprick were decreased on the right arm. The rest of ex-
amination was within normal limits. Initial lab work showed 
white blood cell (WBC) count of 5.9 × 103/mL, hemoglobin 
of 14 g/dL, hematocrit of 42.4%, platelets of 164 k/µL, blood 
urea nitrogen (BUN) of 8 mg/dL, creatinine of 1 mg/dL, glu-
cose of 305 mg/dL, sodium of 136 mmol/L and potassium 3.8 
mmol/L.

Code stroke was called and a head CT scan was done 
that was negative for any bleed or ischemia. The patient was 
admitted to the stroke unit and the next day, the MRI of the 
brain showed bilateral thalamic infarcts (Fig. 1). The charac-
teristic infarct pattern prompted a need for CT angiography 
(CTA) of head and neck which was negative for any large-
vessel occlusion, any high-grade stenosis or any aneurysm, 
but revealed a filling defect in the artery of Percheron sug-
gestive of occlusion. He was started on non-tissue plasmino-
gen activator (tPA) protocol for stroke treatment as he was 
out of window for tPA. Aspirin and statin along with physical 
therapy were started and over the next few days, patient’s 
neurological symptoms improved and he was discharged 
home.

Discussion

Artery of Percheron infarcts is rare. It typically presents with 
altered mental status, hemiplegia and gaze palsy [5], but be-
cause of complex anatomy and different variants of posterior 
cerebral circulation, ischemic infarcts in this territory usually 
present with variable and non-specific symptoms, which often 
delays the clinical diagnosis [5, 6]. An initial head CT scan in 
most cases of artery of Percheron strokes shows no ischemia 
[7, 8]. MRI has the best sensitivity for the diagnosis of posteri-
or circulation strokes. On clinical suspicion, thus, it should be 
the first investigation of choice followed by CTA of head and 
neck. These would allow the infarct to be identified at an early 
stage and treatment with thrombolysis or mechanical canaliza-
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tion can save the reversibly damaged brain tissue [9]. Further 
review of literature regarding strokes involving the artery of 
Percheron reveals cases where the MRI was initially negative. 
In the right clinical context, it may be necessary to do serial 
MRIs [10].

Conclusions

Our case highlights the importance of raising our awareness 
about the artery of Percheron and the prompt recognition of 
its infarction by pursuing appropriate imaging studies to allow 
timely administration of thrombolysis [9]. Reversal of a po-
tential damaging neurological insult and subsequent favorable 
clinical improvement are the expected outcomes.
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Figure 1. MRI brain showing bilateral thalamic infarcts.


