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CASE PRESENTATION

A-61-year-old man was admitted to our emergency depart-
ment complaining of acute onset of dizziness, paresthesia, and
numbness affecting the left hemibody and extremities without
any motor symptoms. Electrocardiography showed a normal
sinus rhythm without left ventricular hypertrophy. His medical
history revealed only hypertension, and he was taking 100 mg of
losartan and aspirin. The initial neurological examination
revealed decreased pain and temperature sensation in the left
limb and hemibody without involvement of the face. Diffusion-
weighted imaging showed a high signal for the right dorsal
tegmentum of the pons (Figure 1A). There was no apparent
stenosis of the basilar artery on intracranial time-of-flight mag-
netic resonance angiography (TOF-MRA) (Figure 2A). After
admission, his blood pressure ranged from 138/70 to 150/94
mmHg after discontinuing a losartan. Three days after initial
symptoms, he complained of newly developed slurred speech;
follow-up diffusion-weighted imaging was taken, which
revealed a new lesion in the right anterolateral pons and
expansion of a right dorsal tegmental lesion (Figure 1B). High-
resolution magnetic resonance imaging (HR-MRI) was per-
formed for further angiographic evaluation, and we found a
plaque surrounding an orifice of the branching arteries with
strong contrast enhancement of the plaque (Figure 2B, top) in
the mid-basilar artery (Figure 2B). HR-MRI was performed
using a 3-T MRI (Signa Excite, GE healthcare, Milwaukee, WI)
with an eight-channel head coil. Seven slices of contrast-
enhanced T1-weighted axial images were obtained with fol-
lowing parameters: repetition time/echo time 850/10 msec, field
of view 12 cm × 12 cm, thickness 2 mm, slice gap 0.3 mm,
matrix 320 × 224, and number of excitations 4. Prolonged car-
diac rhythm monitoring was also performed for three days and
there was no evidence of atrial fibrillation.

Previous vascular and topographic studies of pontine infarc-
tions revealed etiologies of vascular topography as follows:1-3

(1) anterolateral pontine infarction was usually caused by branch
atheromatous disease of the basilar artery and (2) the tegmental
pontine infarction usually arose from small artery disease. How-
ever, the main etiology of an unilateral multiple pontine infarction
was not clear because of the paucity of case reports.2 The TOF-
MRA in this case showed no definitive stenosis from inherent
limitations in showing the intraluminal pathology, but HR-MRI
revealed an intraluminal atherosclerotic plaque with strong con-
trast enhancement (Figure 2B, top) in the right posterolateral
aspect of the basilar artery and stenosis at the orifice of the
branching arteries (Figure 2A-B). The strong contrast enhance-
ment of the plaque was reported to be associated with vulnerable
phenotype and inflammatory process.4,5 In this case, we demon-
strated branch atheromatous disease as the etiology of the uni-
lateral multiple pontine infarction and the role of HR-MRI in
investigating the cause of the unilateral multiple pontine
infarction.
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Figure 1: MRI of the patient. A, Baseline diffusion-weighted imaging and an apparent diffusion
coefficient map showed an acute pontine infarction in the right tegmentum. B, Follow-up MRI
showed an additional infarction in the right anterolateral pons. C and D, Schema depicting the
lesions according to vascular topography (green, anteromedial arterial territory; red,
anterolateral arterial territory; yellow, lateral arterial territory).2
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Figure 2: TOF-MRA and HR-MRI of the basilar artery. A, Normal appearance of the basilar artery in TOF-MRA. B, HR-MRI (contrast-
enhanced T1-weighted image) demonstrated an intraluminal atherosclerosis (thin arrow) with strong contrast enhancement (top) and
stenosis of the orifice of the perforating arteries (thick arrow). C, Schema of atherosclerosis of the basilar artery.
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