
 

 

 
 ARTERY OF PERCHERON TERRITORY INFARCTS 

 

Clinical History:  Diabetic patient presented with history of dowsiness since 3 days. No 

fever and vomiting.   

On examination  patient had bilateral ptosis; pupils semi-dilated, reaction sluggish.  

MRI brain was performed.  

Findings: 

                           
 

Symmetric areas of altered signal intensity in paramedian thalamic region on both sides, 

extending to the superior midbrain (territory of the artery of Percheron) suggestive of acute 

infarcts. These show hyperintense signal on T2WI (Fig 2), FLAIR with restricted diffusivity 

(Fig1) with low signal on ADC. No acute bleed noted on GRE.            

 

Imaging:  

 Best imaging clue: T2 / FLAIR hyperintensity in bilateral thalami with or without 

midbrain extension.  

 NECT: Low attenuation in bilateral thalami, may extend into medial midbrain. 

 DWI: Diffusion restriction in bilateral paramedian thalami and midbrain. 

Imaging anatomy:  

 Artery of percheron can arise from unilateral P1 segment of PCA or rarely tip of basilar. 

 Single vessel supplies both paramedian thalami and median midbrain. 
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Top differential diagnoses: 

  “Top of basilar” infarct 

 Deep cerebral venous thrombosis. 

 Wernicke encephalopathy. 

Clinical Issues: 

 Mental status change, oculomotor and pupillary deficit, vertical gaze palsy, ptosis, lid 

retraction. 

 

 Bilateral thalamic infarcts are rarely encountered. Involvement of the paramedian 

thalamic territories is unusual and raises the suspicion of occlusion of a single arterial 

trunk known as the Artery of Percheron.  

 

 Due to the small size of this artery, MRA evaluation is limited and therefore a review of 

the vascular and nonvascular causes of bilateral thalamic lesions should be made. Careful 

evaluation of the patient’s history, clinical presentation together with imaging findings 

facilitates in making the correct diagnosis. 
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