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Fig. 1 Areas of sensory disturbance.
Areas of tactile disturbance in this patient show a hemi-
cape-like distribution in the left neck, shoulder, arm, upper
chest, and upper back.
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Fig. 2 Brain magnetic resonance imaging (MRI) and transesophageal echocardiography.
(A) Diffusion weighted image (TR 3,421 msec, TE 62 ms, b value =1,000 sec/mm? and (B) fluid at-
tenuated inversion recovery image (TR 10,000 msec, TE 120 ms) of the brain MRI shows a small
hyperintense lesion in the right postcentral gyrus. This infarct is located in a superior medial area
to the precentral knob, which corresponds well with the area of the upper trunk, neck, head, shoul-
der, and arm in the sensory homunculus drawn by Penfield and Rassumussen?®. The arrowhead in-
dicates the central sulcus, the arrow the right precentral hand knob. (C) Transesophageal echocar-
diography demonstrates the presence of a patent foramen ovale in the cardiac septum. RA, right

atrium; LA, left atrium; PFO, patent foramen ovale.
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Abstract

Hemicape-like sensory disturbance caused by cortical infarction in the postcentral gyrus

Chikara Yamashita, M.D., Nobutoshi Kawamura, M.D., Ph.D., Takako Torii, M.D.,
Yasumasa Ohyagi, M.D., Ph.D. and Jun-ichi Kira, M.D., Ph.D.
Department of Neurology, Neurological Institute, Graduate School of Medical Sciences, Kyushu University

We report a case of a small cortical infarction in the postcentral gyrus that presented an isolated hemicape-
like sensory disturbance. A 47-year-old man suddenly developed numbness and paresthesia in the left neck, shoul-
der, arm, and upper trunk. Examination revealed hypoesthesia to touch and pain in these areas along with a
hemicape-like distribution. The sensitivity to cold and vibration was normal, and two-point discrimination and gra-
phesthesia were preserved. The patient had a normal visual field, muscle strength, and reflexes, and there were
no neuropsychological deficits. Magnetic resonance imaging (MRI) demonstrated a fresh, small cerebral infarction
in the right postcentral gyrus, which was superior medial to the precentral knob. The area of infarction in this pa-
tient corresponds well with the area of the upper trunk, neck, head, shoulder, and arm in the sensory homunculus
drawn by Penfield and Rassumussen. The spinal MRI was normal. Transesophageal echocardiography disclosed a
patent foramen ovale with a right-to-left-shunt. The patient was diagnosed as having acute cerebral infarction,
probably due to paradoxical embolism, and was treated with warfarin. A small localized infarct in the postcentral
gyrus can present an isolated sensory disturbance with an atypical hemicape-like distribution.

(Clin Neurol 2012;52:178-181)
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