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erebrovascular infarction is a common and well-recognised clinical
disorder. Anterior cerebral artery (ACA) territory infarction is 0.3-
4.4% of all cerebral infarctions.1-4 Simultaneous bilateral infarctions

are even more rare.1,2,4 Bilateral ACA territory infarctions are mostly cau-
sed by vasospasm after subarachnoid hemorrage of the anterior communi-
cating arteries. Surgical procedures, atrial fibrillation and head trauma are
other etiologic factors. But also embolism or thrombosis of the A1 segment
and contralateral hypoplasia or aplasia of ACA may result as bilateral ACA
territory infarction.1,2,4

Acute Bilateral Anterior
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AABBSS  TTRRAACCTT  The ra ti o of an te ri or ce reb ral ar tery (ACA) in farc ti on is 0.3-4.4% of all ce reb ral in-
farc ti ons. Si mul ta ne o us bi la te ral ACA in farc ti on is even mo re ra re. Bi la te ral in farc ti on can re sult
from uni la te ral occ lu si on of ano ma lo us ce reb ral vas cu la tu re. We re port a ra re se en ca se of acu te
bi la te ral ACA ter ri tory in farc ti on. Mag ne tic re so nan ce an ji og rams sho wed the uni la te rally hy-
pop las tic ACA star ting from A1 seg ment. Acu te bi la te ral an te ri or ce reb ral ar tery ter ri tory in farc -
ti on can be the re sult of uni la te ral ce reb ral ar tery occ lu si on. Ce reb ral vas cu la tu re ano ma li es may
show unu su al pre sen ta ti ons of ce reb ro vas cu lar in farc ti ons and the se ca ses are not as ra re as be li -
e ved. 

KKeeyy  WWoorrddss::  Ce reb ral in farc ti on; an te ri or ce reb ral ar tery; 
mag ne tic re so nan ce ima ging; ab nor ma li ti es

ÖÖZZEETT  An te ri or se reb ral ar ter (ACA) in farkt ora nı, tüm se reb ral in farkt la rın %0.3-4.4'üdür. Eş  za -
man lı bi la te ral ACA in farkt la rı çok da ha na dir dir. İki ta raf lı in farkt lar anor mal vas kü la ri zas yon
gös te ren tek ta raf lı tı ka nık lık so nu cu ola bi lir ler. Biz na dir gö rü len iki ta raf lı ACA böl ge in fark tı nı
ra por et tik. Man ye tik rezo nans an jiy og ra fi, A1 seg men tin den baş la yan tek ta raf lı hi pop las tik ACA -
’i gös ter di. Akut bi la te ral an te ri or se reb ral ar ter böl ge in farkt la rı tek ta raf lı se reb ral ar ter tı ka nık -
lı ğı so nu cun da olu şa bi lir. Se reb ral vas kü la ri zas yon ano ma li le ri ola ğan ol ma yan se reb ro vas kü ler
in farkt lar şek lin de pre zen te ola bi lir ve bu olgu lar ina nıl dı ğı ka dar na dir de ğil dir.

AAnnaahh  ttaarr  KKee  llii  mmee  lleerr:: Se reb ral in farkt; an te ri or se reb ral ar ter; 
man ye tik re zo nans gö rün tü le me; anor mal lik ler
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CASE REPORT
A 66-year-old woman with hypertension and co-
ronary heart disease has admitted to our hospital
because of sudden loss of consciousness. She had
tetraparesie dominantly at the right side and lower
limbs. Plantar responses were bilaterally extensor.
Her blood pressure was 160/100 mmHg and elect-
rocardiography revealed atrial fibrillation. Her bi-
ochemical parameters were in normal range.
Computed tomography was normal (Figure 1).
Neurological deterioration continued and akinetic
mutism had devoloped during therapy.

MR imaging showed hyperintense lesions in
bilateral caudate nucleus, anterior lib of internal
capsule, part of putamen and bilateral median fron-
tal lobes (Figure 2).

MR anjiogram showed total occlusion of the
right ACA and hypoplastic left ACA starting from
A1 segment (Figure 3).

Six months after onset of stroke, control exa-
mination was performed. There was no change in
the patient’s right hemiparesia but a positive prog-
ression was observed at the left side. She had still
akinetic mutism.  

DISCUSSION
ACA territory infarctions are 0.3-4.4% of all ce-
rebral infarctions.1-5 Cardiogenic embolism or ar-
tery to artery embolism can result as ACA territory
infarctions accoding to Bogousslavsky and Regly6

Gacs et al. reported contralateral or ipsilateral occ-

FIGURE 1: Computed tomography was normal.

FI GU RE 1: MR ima ging sho wed hype rin ten se le si on in bi la te ral ca u da te nuc le us,an te ri or lib of in ter nal cap su le,part of pu ta men and bi la te ral me di an fron tal lo bes.
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lusions of the internal carotid artry (ICA), distal ex-
tensions of ICA thrombosis and local thrombosis
caused by vasculitis as other causes.7 Kang SY et al.
reported ACA atherosclerosis in 61 patients, car-
diogenic embolism in 10 patient and internal caro-
tid artery-ACA embolism in 6 patients among 100
patients as the risc factors of ACA territory infarc-
tions.8

Bilateral ACA territory infarctions are rare.
Bogousslavsky and Regly6 reported 27 cases of ACA
territory infarction among 1490 patients of cereb-
ral infarction but only two cases had bilateral ACA
territory infarction. Kumral et al. reported two
cases of bilateral ACA territory infarction among
48 cases of ACA territory infarction.9 Kahilogulları
et al. reported a case which had one median trunk
of azygos ACA among 16 postmortem cases and
they reported that this variation could have the po-

tential of bilateral ACA territory infarction.10 But
we have still no report about the frequency of bi-
lateral ACA territory infarction. Bilateral ACA ter-
ritory infarctions are generally caused by
vasospasm after rupturation of an anevrysm of an
anterior communicating artery or distal ACA re-
sulting as subarachnoidal hemorrage.1,2

Embolization to the ACA may occur following
some unusual hemodynamic circumstances, such
as unilateral ICA occlusion, an azygos ACA, or a
hypoplastic A1 segment. In these cases, embolus
originating from the heart, aorta or carotid arteries
are prone to reach the distal ACAs through the pro-
ximal ACA when there is increased blood flow. Bi-
lateral ACA and ICA stenosis, or a small caliber
AComA (anterior communicatig artery), which
could limit distal perfusion can cause unilateral or
bilateral ACA territory infarction. The size of the
lesions depends on the anatomical patterns of the
anterior circle of Willis, the location of arterial bo-
undary zones, and the site of occlusion.11

As in our case embolism or thrombosis of the
A1 segment with hypoplasia or aplasia of contrale-
ral A1 segment may cause ACA territory infarction
bilaterally.1,2 Unilateral hypoplasia of the A1 seg-
ment can be the predisposing factor for bilateral si-
multenous ACA territory infarction.

Neurological outcome in these patients are
usually poor.1 Paralysis are observed in lower limbs
and akinetic mutism can be frequently seen as in
our case.1-3

CONCLUSION
Anomalies of cerebral vasculature are not rare (the
incidence of anatomical variations was 26%12) and
while investigating unusual presentations of ce-
rebrovascular infarctions, we should keep these
anomalies in mind.

FI GU RE 3: MR an ji og ram sho wed to tal occ lu si on of the right ACA and hypop -
las tic left ACA star ting from A1 seg ment of ACA
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