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Fig. 1 Area of sensory disturbance.
The patient showed a localized numbness in the area of the right
lower lip and the chin.
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Fig. 2 MRI of the brain and Carotid ultrasonography.
Diffusion weighted image (DWI) on admission (A, C) and fluid attenuated inversion recovery (FLAIR) image on day 7
(B) show a small hyperintense lesion in the left postcentral gyrus. The infarction is located at the level of lower lateral

to the precentral knob?, which corresponds with the area of the lower lip and the chin in the sensory homunculus

drawn by Penfield and Rasmussen®. MRA shows no significant stenosis in the main trunk of the cerebral arteries (D).

Carotid ultrasonography shows soft plaque with irregular wall in the left carotid bifurcation (E).
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A case of numb chin syndrome caused by postcentral gyrus infarction

Naoki Sawada, M.D., Miki Ueda, M.D., Ph.D., Toshitaka Umemura, M.D., Ph.D., Mikiko Kamijo, M.D., Ph.D. and
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Abstract: We report a case of numb chin syndrome caused by a small cortical infarction in the postcentral gyrus. A 67-
year-old man suddenly developed numbness in his right lower lip and the chin. There were no apparent abnormal
neurological symptoms other than numbness. MRI revealed a fresh small infarction in the left postcentral gyrus, which
corresponds with the somatosensory area of the lower lip and the chin drawn by Penfield and Rasmussen. MRA showed
no significant stenosis in the main trunk of the cerebral arteries. A soft plaque with irregular wall was detected in the left
carotid bifurcation on carotid ultrasonography. Based on these findings, we diagnosed him with arteriogenic cerebral
embolism, and started antiplatelet therapy. A small infarction in the postcentral gyrus can cause numbness in the lower lip
and the chin, which can be considered numb chin syndrome. Numb chin syndrome due to thalamic infarction has been
reported previously. The present case is the first numb chin syndrome caused by a small cortical infarction in the
postcentral gyrus.
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