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The MR imaging and CT findings of corpus callosal injury were analyzed in 32 of 224 patients
with acute head injuries. MR imaging was more sensitive than CT in the detection of callosal injuries.
All 9 hemorrhagic lesions were visualized on both MR imaging and CT. Fifteen of 23 nonhemorrhagic
lesions were not visualized on CT, although all nonhemorrhagic lesions were visualized on ME
imaging. Twenty-four lesions of the corpus callosum were located in the splenium, but no lesion was
located in the rostrum. Diffuse axonal shear injuries were visualized in 25 patients with callosal injury
as associated traumatic lesions. Twenty-three patients with callosal injury had low initial Glasgow
Coma Scale scores (less than 9), but 9 patients had high scores. Associated diffuse axonal shear
injuries, especially in the brain stem could be a possible explanation for this difference.

X imaging is useful to detect traumatic lesions of the corpus callosum.
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Fig. 1 17-year-old man.
a, CT shows right subdural fluid collection. No
definite abnormality of corpus callosum is seen. b,
T1-weighted image shows no abnormality of corpus
callosum. c, T2-weighted image shows a non-
hemorrhagic lesion in splenium of corpus callosum
(arrow).
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Table 1 Visibility of Traumatic Lesions of the Corpus Callosum with CT and

MRI
No. of Patients(%)
Modality
Hemorrhagic Lesions ~ Nonhemorrhagic Lesions  Total
MRI
T1 weighted image 9(100) 16(70) 25(78)
T2 weighted image 91000 23(100) 32(100)
CT 9(100) 8(35) 17(53)
Total 9 23 32
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Fig. 2 1&-year-old man.

a, CT on the day of injury. No abnormality of
corpus callosum is seen. b, Follow-up CT 6 days
after injury. A low density area is seen in body and
splenium of corpus callosum (arrow). The margin
of the low density area is not clear. ¢, Axial T1
weighted image 5 days after injury. Traumatic
lesion of corpus callosum is visualized as faint low
intensity. The margin of the low intensity area is
not clear. d, Axial T2 weghted image 5 days after
injury. Traumatic lesion of corpus callosum is
visualized as high intensity. The extent and margin
of high intensity area on T2 weighted image are
larger and more distinct than those of low intensity
area on T1 weighted image. But distinction
between the lesion of corpus callosum and lateral
ventricle is difficult. e, Coronal T2 weightad image
5 days after injury. Distinction between the two is
apparent.
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Table 3 Relationship of Corpus Collosum Injury
to Other Traumatic Lesions

No. of Patients

GCS=8 GCS529 Total

‘ ) L. Subarachnoid hemorrhage 13 6 19
Table 2 Location of Corpus Callosal Injuries Intraventricular hemorrhage 1 3 14
No. of Patients Extraaxial hemorrhage 8 2 10
Axonal injury 19 [} 25

GCS=8 GCSz9 Total Cerebral white matter 13 6 19

Rostrum 0 0 0 Midbrain 10 0 10

Genu 3 0 3 Pons 0 5

Body 3 1 4 Cerebellar white matter 5 0 5
Splenium b 3 8 Cortical contusion 8 2 10
Genu+body 0 1 1 Thalamus 8 1 9
Body-splenium ) 10 3 13 Putamen 2 2 4
Genu+body-splenium 2 1 3 Skull fracture 5 2 7
Total 23 9 32 Total 23 9 32
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Fig. 3 19-year-old man.
a, CT on the day of injury shows a hemorrhagic lesion in body and splenium of
corpus callosum (arrow). Minimal amount of hemorrhage is also seen in right
lateral ventricle. b, CT shows minimal subarachnoid hemorrhage in ambient and
quadrigeminal cisterns (arrow). c. T1 weighted image 8 days after injury shows
high and low intensity areas in traumatic lesion of corpus callosum. d, T2
weighted image also shows high and low intensity areas.
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Fig. 4 18-year-old man.

a, Sagittal T1 weighted image 10 days after injury.
Multiple tiny low intensity areas are seen in genu,
body, and splenium of corpus callosum. A high
intensity area of midbrain is seen (arrow), suggest-
ing injury. b, Sagittal T2 weighted image 10 days
after injury. Traumatic lesions of corpus callosum
are visualized as high intensity. The extent of high
intensity areas on T2 weighted image is larger than
that of low intensity areas on T1 weighted image.
High intensity area of midbrain on T2 weighted
image is also larger. ¢, Follow-up sagittal T1

weighted image 42 days after injury. Low intensity
areas of corpus callosurn have becorne more clear.
Diffuse atrophy of corpus callosum is seen.
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Fig. 5 19-year-old man,

a. CT on the day of injury. No definite abnormal-
ity of corpus callosum is seen. The low density area
between lateral ventricles is due to cavum septi
pellucidi (arrow). b, T2 weighted image on the
day of injury. A tiny high intensity area is seen in
body of corpus callosum (arrow). ¢, Follow-up CT
7 days after injury. Low density areas are seen in
body of corpus callosum C(arrows). d. Follow-up
T2 weighted image 7 days after injury. Enlarge-
ment of high intensity area is seen in corpus cal-
losum. e, Follow-up T2 weighted image 26 days
after injury. High intensity areas of corpus cal-
losum have become small without atrophy.
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Fig. 6 10-year-old boy.

a, CT on the day of injury. Hemorrhagic lesion is seen in body of corpus callosum
(#). Spotty hemorrhage is seen in right cerebral white matter (arrow), suggest-
ing axonal shearing injury. Angiography following CT revealed no extravasation,
aneurysm, and arteriovenous malformation. b, Axial T1 weighted image 18 days
after injury. Hemorrhagic lesions of corpus callosum and cerebral white matter
are visualized as high intensity. ¢, Coronal T1 weighted image 18 days after
injury. Upper deviation of branches of bilateral pericallosal arteries are seen
(arrows). d, Sagittal T1 weighted image 18 days after injury. The hematoma
pushes corpus callosum downward. High intensity areas are seen in body and
splenium of corpus callosum (arrowheads).
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