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Direct surgery for aneurysms located in the basal ganglia
region, arising from moyamoya-type vessels, is difficult because
of the danger of damaging fragile collateral vessels. Surgery is
not recommended for small aneurysms located within the basal
ganglia.1 Platinum coils and particles have been used to treat
peripheral cerebral aneurysms associated with moyamoya
disease.2,3 We performed embolization of a lenticulostriate artery
aneurysm associated with ipsilateral middle cerebral artery
(MCA) occlusion using N-butyl cyanoacrylate (NBCA). We
believe this is the first report of this treatment for aneurysms
arising from moyamoya-type vessels.

CASE REPORT

A 57-year-old female presented with witnessed loss of consciousness
before a fall. On admission, she had decerebrate posturing and her
Glasgow Coma Scale (GCS) was 4. A computed tomography (CT)
scan revealed extensive intraparenchymal right ganglionic and
intraventricular hemorrhage (Figure 1A). The patient underwent an
urgent cerebral angiogram. This demonstrated a moyamoya-type pattern,
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CASE REPORT

which consisted of right MCA M1 occlusion and ipsilateral moyamoya-
type vessels (Figure 1B). The remainder of the middle cerebral territory
on the right was collateralized from leptomeningeal vessels from the
right anterior (ACA) and posterior cerebral (PCA) arteries. The rest of
the vessels were normal. Over the following days, the patient gradually
regained consciousness and began to purposefully move the right side,
but remained paralysed on the left. 

A follow-up angiogram was done 17 days after admission. This
clearly demonstrated a 4 mm aneurysm arising from one prominent
lenticulostriate branch of the right MCA (Figure 2A,B). This was
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considered to be the source of bleeding. Due to the difficulties associated
with surgery in this area, endovascular treatment was performed on day
21. At this time, the small aneurysm originating from the largest
lenticulostriate vessel was 1-2 mm larger than on the previous cerebral
angiogram (Figure 3).

A Tracker-10*microcatheter (*Boston Scientific/Target – Fremont,
CA) was advanced through a 6 French introducing catheter, into the
distal right internal carotid artery. Probing with a Transcend 10* soft tip
guide wire, resulted in supraselective catheterization of the large
lenticulostriate feeder to the aneurysm.

A supraselective contrast injection showed good filling of this
tortuous lenticulostriate branch which filled not only the aneurysm but
also a leash of small end arteries supplying the right lentiform nucleus
(Figure 4).

There was continuity of this vessel with the more distal right MCA.
An injection of approximately 0.3 cc of NBCA diluted 2:1 with lipiodol
was then made. Most of the glue deposited within the lenticulostriate
branch and the aneurysm. A small amount of glue did pass into the more
distal horizontal segment of the right MCA but this was non-occlusive.
A subsequent right internal carotid arteriogram showed complete
occlusion of the lenticulostriate branch and the aneurysm (Figure 5A,B).
There was still visualization of an extensive collateral network filling the
distal M1 segment of the right MCA, although the flow was less in the
sylvian segment as compared to the pre-embolization injection.
Extensive leptomeningeal supply from the right ACA and PCA was
unchanged. Following this, there was no worsening of the patient’s
neurological status as she remained completely hemiplegic on the left
side.

There was no significant change in the CT performed after the
embolization. This showed evolution of the intracerebral hemorrhage
with low density in the right basal ganglia region. Casts of embolic
material were present in the right M1 segment. The ventricular
hemorrhage had resolved and ventricular size was normal.

Before being discharged, after 24 days of hospitalization, the patient
was bright and alert. She followed commands briskly on the right side.
She remains spastic and hemiparetic on the left side. She has been in
rehabilitation since discharge from the hospital.

DISCUSSION

Aneurysms of lenticulostriate arteries are relatively rare.
They have been demonstrated in hypertensive patients, patients
with moyamoya disease and also in a patient with systemic lupus
erythematosus.4 These aneurysms may also be seen on feeding
arteries in patients with deep ganglionic-thalamic AVMs. In the
presence of a major intracranial vessel occlusion, aneurysms of
the lenticulostriate arteries are likely associated with moyamoya
disease. In classical moyamoya disease, prominent ganglionic
collateral vessels are usually associated with bilateral terminal
internal carotid artery occlusion. Our case most likely
represented a spontaneous MCA occlusion with development of
moyamoya-like ganglionic collateral vessels. The lenticulostriate
aneurysms in both conditions appear to behave similarly.

The incidence of aneurysms associated with moyamoya
disease is 1.5 to 12.9%.5 Kawaguchi et al1 demonstrated that
18% of 131 aneurysms associated with moyamoya disease were
located in the basal ganglia. There have been 24 reported cases
of spontaneous MCA occlusion. Nine of these cases presented
with cerebral aneurysms located in abnormal collateral vascular
networks and all the reported cases presented with cerebral
hemorrhage at their onset.

Takahashi et al6 reported a case of rapidly growing cerebral
aneurysm in the basal collateral vascular network associated
with spontaneous MCA occlusion in a 54-year-old female
patient. The aneurysm disappeared spontaneously shortly after
performing superficial temporal artery-middle cerebral artery
(STA-MCA) anastomosis. It has been suggested that STA-MCA
anastomosis in moyamoya disease reduces the incidence of
transient ischemic attacks, and also decreases the hemodynamic
stress on the abnormal basal vascular network and results in
reduction in size or thrombosis of the aneurysms.6 However,
Ikezaki et al7 have found that nearly 18% of the patients with

Figure 1A: Noncontrast computed
tomography (CT) scan on the day of
admission demonstrates intraparenchymal
right ganglionic and intraventricular
hemorrhage.

Figure 1B: Right common carotid digital subtraction
angiogram (DSA), anteroposterior (AP) projection,
on the same day reveals complete occlusion of the
middle cerebral artery (MCA) at the M1 segment
(small arrow) and ipsilateral moyamoya-type vessels
(large arrow).
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Figure 2A: Right common carotid DSA, AP projection
on the 17th day post-admission demonstrates the MCA
M1 occlusion, ipsilateral moyamoya-type vessels and
a 4 mm aneurysm (large arrow) arising from the most
prominent lenticulostriate branch (small arrow). 

Figure 2B: Magnified oblique view of the aneurysm
(arrow).

Figure 3: Right common carotid DSA, AP projection
on the 21st day of admission shows slight increase in
size of the aneurysm (arrow).

Figure 4: Supraselective contrast injection of the
large lenticulostriate artery, AP view shows filling of
this tortuous vessel (large arrow) and also filling of
multiple small end arteries (small arrows) which
supply the right lentiform nucleus. The aneurysm is
well seen (curved arrow), as is the distal M1 segment
of the MCA (arrowhead).

Figure 5A: Right common carotid DSA, AP view after
the embolization indicates complete obliteration of the
lenticulostriate branch and the aneurysm. An
extensive collateral network is seen filling the distal
horizontal segment of the right MCA (arrow). 

Figure 5B: Extensive leptomeningeal supply from
the right ACA and PCA is appreciated later on the
same angiogram, with further reconstitution of distal
sylvian MCA branches.
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hemorrhagic moyamoya disease experienced rebleeding
regardless of the treatment modalities. The prognosis of
rebleeding in patients with hemorrhagic moyamoya disease is
extremely poor, and several authors have come to the conclusion
that there is still no clear evidence that revascularization surgery
significantly prevents rebleeding in these patients.7,8,9 Factors
related to rebleeding and poorer outcome are sex (with women
being more susceptible), massive intracranial hemorrhage and
early recurrence. We believe that the risk of rebleeding in our
patient was high, given that she was a female, with a massive
intracranial hemorrhage and with a rapidly growing cerebral
aneurysm associated with spontaneous MCA occlusion. A
revascularization procedure was not a promising option for
treatment and it was not considered.

A direct surgical approach has been thought to be necessary
in treating aneurysms in patients with moyamoya disease and
associated subarachnoid hemorrhage.10 However, it has been
shown that compression of the perforating vessels around
aneurysms of the parent artery during surgical clipping can
induce circulatory compromise leading to postoperative
hemiplegia or severe brain edema.10 Furthermore, excessive
hypotension and decreased PCO2 in the blood during surgery
must be avoided, because patients with moyamoya disease are
particularly susceptible to cerebral ischemia. In a review of 111
cases of aneurysms associated with moyamoya disease,
Kawaguchi et al1 have suggested that direct surgery is not
recommended for aneurysms found in the basal ganglia or in the
collateral vessels. In our case, the fragility of adjacent vessels
and the danger of damaging important collateral vessels made us
consider an endovascular approach.

Guglielmi electrically detachable coils (GDC) have been used
in the treatment of major artery aneurysms associated with
moyamoya disease.11 There has been a case report of
endovascular treatment using platinum coils of a peripheral
artery aneurysm associated with moyamoya disease.2

Endovascular treatment of a small aneurysm of the right anterior
choroidal artery was performed with preservation of the parent
artery. We considered this a good treatment option, but we were
unable to place our microcatheter far enough into the feeding
artery to safely deploy a coil.

Endovascular embolization of rapidly growing aneurysms
arising from moyamoya-type vessels using the mixture of NBCA
and lipiodol has, to our knowledge, not been reported. We used
this approach because the microcatheter could only be placed in
the proximal segment of the parent vessel and not into the
aneurysm. We recognize the risk of NBCA either refluxing into

the proximal MCA or occluding collateral channels but, given
the fact that the patient was already hemiplegic on the left side,
we believed that little or no further clinical deterioration could be
caused with a slow and careful injection of a small volume of
liquid embolizing agent. We believed that urgent treatment of the
unstable aneurysm was necessary to prevent further bleeding.

We do not recommend this type of treatment as a routine
practice in aneurysms arising from moyamoya-type vessels. This
option can be considered when the aneurysm can not be directly
accessed for coil treatment and the likelihood of causing further
neurologic injury is low.
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