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[Abstract] The clinical features, imaging, treatment and prognosis of 3 cases of Percheron artery
infarction were analyzed retrospectively. Risk factors for cerebrovascular diseases existed in all patients.
They presented acute onset, with varying degrees of disturbance of consciousness, lags in response,
dysgnosia and mental changes, but without movement disorders. Two cases also presented eye movement
disorders. Brain MRI showed symmetrical long T, and long T, signal in bilateral thalami and midbrain.
Diffusion - weighted imaging (DWI) showed hyperintensity, and FLAIR of one case showed "V sign" in
midbrain. Magnetic resonance angiography (MRA) of one case demonstrated right posterior cerebral artery
(PCA) was mainly extended posterior communicating artery (PCoA), with dysplastic P1 segment, which was
embryonal PCA. The clinical symptoms of 3 cases were improved significantly after cerebrovascular disease
treatment. The classical clinical symptoms, symmetrical high signal in bilateral paramedian thalami on
DWI and "V sign" in midbrain on FLAIR, can improve early diagnosis of Percheron artery infarction.
Unilateral embryonal PCA may be underlying risk factor for Percheron artery infarction.
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Figure 1 Head MRI examination findings of Case 1

Panel la). MRA showed the right PCA was mainly composed of posterior communicating artery and stenosis of the distal part of P1
segment (arrow indicates, Panel 1b). Axial T\WI 51 d after onset showed low-intensity signal in bilateral thalami (arrows indicate, Panel
lc). Axial T_WI 51 d after onset showed high-intensity signal in bilateral thalami (arrows indicate, Panel 1d).
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Figure 2 Head MRI examination findings of Case 2 Axial FLAIR showed diffuse high-intensity signals in bilateral thalami (arrows
indicate, Panel 2a). Axial FLAIR showed diffuse high-intensity signals in midbrain (arrow indicates, Panel 2b). MRA showed local flow
void signal in the initial part of left vertebral artery (arrow indicates), considering atherosclerotic stenosis (Panel 2¢). Axial FLAIR 14 d
after onset showed "V sign" in vental midbrain (arrow indicates, Panel 2d).
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Figure 3 Head MRI examination findings of Case 3  Axial T,WI showed high-intensity signal in bilateral thalami (arrows indicate,
Panel 3a). Axial FLAIR showed high-intensity signal in bilateral thalami (arrows indicate, Panel 3b). Axial DWI showed high-intensity
signal in bilateral thalami (arrows indicate, Panel 3c). MRA showed the left vertebral artery was very thin (arrow indicates), and the
remaining blood vessels were not obviously narrowed or deformed (Panel 3d).
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