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Efficacy of endovascular recanalization for symptomatic non— acute occlusion of the M2 segment of the middle cerebral
artery: a case report and literature review

HUANG Chen—yang', LIU Ting—yu', ZHU Qing—feng’. 1. Graduate School, Shanxi Medical University, Taiyuan 030001, China; 2.
Department of Neurosurgery, Second Hospital of Shanxi Medical University, Taiyuan 030001, China

[Abstract] Objective To investigate the clinical features, and endovascular treatment methods and outcomes of patients with
symptomatic non—acute occlusion of the M2 segment of the middle cerebral artery (MCA). Methods The clinical data of one patient with
symptomatic non—acute occlusion of the M2 segment of the MCA treated with endovascular recanalization was retrospectively analyzed,
and the related literatures were recovered. Results A 65-year—old male with a history of hypertension for over 13 years and no regular
use of antihypertensive drugs presented with recurrent acute cerebral infarction one week after thrombolytic therapy for the initial
infarction. He had a motor power of 0 on the left side, an NIHSS score of 18, and an mRS score of 5 on admission. Head MRI showed
multiple infarction lesions in the right cerebral hemisphere, head CTA showed occlusion of the right MCA, and cerebral perfusion
imaging showed marked hypoperfusion in the right cerebral hemisphere. The angiography showed that the superficial and deep branches
of the right MCA were occluded, while the pia mater branches of the anterior and posterior cerebral arteries supplied the territory of the
MCA partially. After completing preoperative evaluation, endovascular recanalization of the M2 segment of the right MCA was
performed. No intracranial hemorrhage was detected on immediate postoperative head CT. One month after the operation, the left lower
limb had a motor power of 5, the left upper limb had a motor power of 3, and the mRS score was 2. Three years after the operation, the
left lower limb had a motor power of 5, the left upper limb had a motor power of 4, and the mRS score was 1. Conclusions For patients
with non— acute occlusion of the M2 segment of the MCA associated with severe symptoms, endovascular recanalization can be
considered after thorough preoperative evaluation.
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Figure 1 Pre— and post—operative images of a patient with symptomatic non—acute occlusion of the M2 segment of the right
middle cerebral artery (MCA) undergoing endovascular recanalization

a: Preoperative CT shows multiple patchy low—density shadows in the right basal ganglia, the temporal lobe, and the lateral ventricles. b: Preoperative
CT perfusion imaging shows decreased cerebral blood flow in the right frontal, temporal, and parietal regions. ¢: Preoperative DSA shows that the M2
segment of the MCA is occluded (red solid T indicates). d: Preoperative DSA shows that the main supply area of the right MCA was mainly supplied by
the pia artery branch of the anterior cerebral artery (red solid T indicates). e: Intraoperative DSA shows a microcatheter is passing through the occlud-
ed segment of the upper branch assisted by a microguidewire, and the microcatheter is in the true lumen of the M2 distal vessel (red solid T indicates).
f: Intra—operative DSA shows that the SF intermediate catheter tip reaches the M1 segment (red hollow T indicates), and the microguidewire is placed
in the distal true lumen of the occluded M2 vessel, and then angiography after dilation of a 1.5 mm X 2 ¢m balloon shows that the occluded distal vessel
is visualized (red solid T indicates), but the forward blood flow is poor. g: A 2 mm X 2 ¢m balloon is dilated during the operation. h. Angiography After
a2 mm X 2 ¢m balloon dilation shows that the superior cerebral artery trunk is visualized well, and the anterior cerebral artery is also visualized (red sol-
id 1 indicates). i: Postoperative left carotid angiography shows that the right anterior cerebral artery is visualized well (red solid 1 indicates). j: Postop-

erative perfusion imaging shows that the brain perfusion in the right hemisphere is significantly improved.
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