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ABSTRACT

Infarctions of corpus callosal are rare due to an abundant collateral blood supply. Few case reports published in the
literature regarding the corpus callosum infarction. We present a case of corpus callosum infarction in a 66-year-old
man with a history of diabetes mellitus, hypertension, and coronary artery disease who presented to the emergency
room with left lower limb weakness. Diagnosed was made based on magnetic resonance imaging and treated
conservatively.
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INTRODUCTION

The largest commissural fibres is the corpus callosum,
which connects the left and right cerebral hemispheres
cortex, and it is the largest white matter tract in the brain.?
The corpus callosum is consistent of: rostrum, genu,
body, and splenium.? The corpus callosum has an
abundant vascular supply. The majority of the corpus
callosum supplied by three main arteries: The pericallosal
artery, the posterior pericallosal artery, and the anterior
communicating artery.® For that, the corpus callosum
rarely involved by infarcts and isolated infarcts are even
rarer.

CASE REPORT

A 66-year-old man with a history of diabetes mellitus,
hypertension, and coronary artery disease who presented
to the emergency room with left lower limb weakness.
On examination, the patient was conscious, oriented,
responding with dysarthria, left lower limb weakness, and
numbness. Head CT was done and revealed an ill-defined
hypodense area in the right body of the corpus callosum.

On admission, a brain magnetic resonance (MR) exam
was performed and revealed hyperintense signal on
diffusion-weighted imaging sequence with correlated
apparent diffusion coefficient (ADC) hypointensity in the
right body of the corpus callosum (Figure 1).

Figure 1: On diffusion-weighted imaging, restricted
diffusion is seen in the right body of the corpus
callosum and apparent diffusion coefficient images.

MR spectroscopy reveals a mild reduction of NAA and
marked elevation of lactate peaks with no significant rise
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of cho peak (not shown). There was no evidence of
enhancement on post-contrast T1-weighted images (not
shown). These MR findings are consistent with infarction
of the corpus callosum. MR angiography was also done
and was found normal. The patient was managed
conservatively. After that, the patient’s neurologic status
remained stable, and he transferred to a rehabilitation
hospital.

DISCUSSION

The corpus callosum infarctions are rare, and this is
because of abundant blood supply.* Two arterial systems
are supplying the corpus callosum, the carotid system
mainly and the vertebrobasilar system. The pericallosal
artery which is the distal portion of the anterior cerebral
artery from the carotid system. The terminal branches of
the  vertebrobasilar  system  which make the
vascularization of splenium.®> Additional supply comes
from the anterior communicating artery (carotid system)
in 80% of specimens, by either the subcallosal artery or
median callosal artery.® These two carotids and
vertebrobasilar systems assure intrinsic vascularization of
the corpus callosum, for that isolated infarcts are even
rarer.” The clinical manifestations are nonspecific and
complex in corpus callosum infarction.®® So, it is an
easily missed diagnosis in the early stage.’® With the
widely used magnetic resonance imaging, the diagnostic
rate is much higher.!*'? On MRI, restricted diffusion on
diffusion-weighted imaging (DW]1) is the earliest sign.*3
However, the combination of findings on advanced
imaging  techniques  confirming the  diagnosis.
Atherosclerosis, hypertension, hyperlipidaemia, long-
term smoking, diabetes, and coronary heart disease are
the main risk factors for developing corpus callosum
infarction.’* The origin of infarction in our case was
thought to be cardio-embolic from the patient’s poor
cardiac status with long-standing CAD.

CONCLUSION

We present a rare location of infarction in the corpus
callosum and have not been well documented in the
literature. The clinical manifestations of corpus callosum
infarctions are nonspecific and complex but can be
diagnosed with magnetic resonance imaging. A Follow-
up study should be utilized to observe the expected
evolution of the infarction.
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