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Abstract: Objective: To evaluate the efficacy of liquid embolization agents for treating various hem-
orrhagic peripheral intracranial aneurysms. Methods: We retrospectively analyzed 38 patients who
suffered from hemorrhagic peripheral intracranial aneurysms and were treated with liquid emboliza-
tion agents. We used the modified Rankin scale for follow-up at 6 months postoperatively, and
digital subtraction angiography follow-up was performed 6 months postoperatively. Results: Of the
38 patients (ten of simple peripheral intracranial aneurysms, six of Moyamoya disease (MMD), and
22 of arteriovenous malformation (AVM)), posterior circulation accounted for the most significant
proportion (57.9%), followed by anterior circulation (21.1%) and intranidal aneurysms (21.1%). Intra-
operative hemorrhage occurred in four cases, postoperative cerebral infarction occurred in four cases,
two patients encountered microcatheter retention, and intraoperative thrombosis took place in the
basilar artery of a patient with an arteriovenous malformation. A postoperative hemorrhage occurred
in only one patient. At 6-month follow-up, 84.2% of patients had good prognosis outcomes, and 13.5%
had poor outcomes. Conclusion: Liquid embolization agents are effective for hemorrhagic peripheral
intracranial aneurysms; however, safety depends on the subtypes. For peripheral hemorrhagic
aneurysms in MMD, the vessel architecture must be carefully evaluated before embolization.

Keywords: peripheral intracranial aneurysm; brain hemorrhage; liquid embolization agents; inter-
ventional therapy

1. Introduction

Unlike aneurysms located at arterial trunks of the carotid or vertebrobasilar artery,
peripheral intracranial aneurysms (PIAs) reside distally along cerebral arteries beyond
the circle of Willis; they can be primary or arise as secondary lesions of arteriovenous
malformations (AVMs), moyamoya disease (MMD), arteriovenous fistulas, infections or
other cerebrovascular diseases [1–3]. The etiology, clinical manifestations, therapies, and
outcomes of hemorrhagic peripheral cerebral aneurysms differ from those of common
aneurysms residing at arterial trunks. Endovascular treatment of PIAs is a less invasive
surgery, to some degree, sparing the patients from hazards typical of craniotomy [2].

In the present study, 38 cases of hemorrhagic PIAs treated with liquid embolization
agents in our department (from January 2018 to June 2021) were retrospectively ana-
lyzed. The data of clinical presentations, imaging characteristics, endovascular treatment
strategies, and corresponding prognosis were analyzed, hoping to offer insights into the
treatment of PIAs.
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2. Methods
2.1. Patients

We retrospectively analyzed 38 patients admitted to Nanjing Drum Tower Hospital
(January 2018 to January 2022) with hemorrhagic PIAs, treated with liquid embolic agents
(LEA). Inclusion criteria were as follows: cerebral hemorrhage was confirmed by computed
tomography (CT) on admission; CT angiography (CTA), digital subtraction angiography
(DSA), or magnetic resonance angiography (MRA) confirmed that the lesion was a pe-
ripheral intracranial aneurysm; the hemorrhagic site was consistent with the anatomical
location of the aneurysm; the aneurysm was occluded with LEA. Exclusion criteria were as
follows: infected aneurysms; dysfunction of heart, kidney, or other important organs; and
peripheral intracranial aneurysm clipped in open surgery.

2.2. Imaging

Cerebral CT, CTA, or MRA was performed to identify brain hemorrhage and re-
lated vascular diseases on admission. Whole-brain DSA was performed using the Philips
Allura Xper FD20/20 biplane neuro X-ray system. Additional three-dimensional angiog-
raphy was performed to scan the parent vessels, assessing vascular morphology and the
aneurysm characteristics.

2.3. Therapeutic Strategies

After discussion based on DSA, treatment strategies were as follows: (1) For patients
with hemorrhagic simple peripheral aneurysms, an LEA was used to occlude the aneurys-
mal sac and the parent artery. (2) For patients with MMD and peripheral hemorrhagic
aneurysms, micro-catheters were carefully introduced to perform super-selective angiog-
raphy, aiming to occlude the aneurysmal sacs while sparing the smoky vessels as much
as possible. If the microcatheter could only reach the proximal of the parent artery, the
parent artery was occluded proximally with embolic agent diffusion into the aneurysm sac
maximally. (3) For cerebral AVMs with hemorrhagic peripheral (flow-related) aneurysms,
complete occlusion was the primary goal, while considering AVM occlusion. Individual
therapeutic strategies were based on related assessments. If subsequent microsurgery
resection is essential, in addition to the embolization of the aneurysm, meningeal feeding
branches and those deep supplying branches were completely occluded. If the nidus
could be only partially occluded, aneurysms within AVM were the primary focus, paying
attention to hemorrhagic risk factors (supplying arteries and draining veins). Depend-
ing on the circumstances, patients with perioperative hydrocephalus were treated with
external ventricular drainage or ventriculoperitoneal shunt. Craniotomy was performed
when necessary.

2.4. Procedure

The microcatheter was introduced into the aneurysmal sacs via a micro-wire under a
road map after super-selective catheterization for a detailed vascular morphology assess-
ment, focusing on the characteristics of the target aneurysm, the parent artery, the structure
of AVM, and the compensation of smoky vessels. Aneurysms or AVMs were then occluded
by injection of Onyx18 or Glubran-2 at the appropriate concentrations. All procedures were
operated by the same neurosurgeon group. Multi-angle two-dimensional angiography
combined with XPer CT was performed amid the operation to rule out brain hemorrhage.

2.5. Evaluation of Embolization Degree

The occlusion degree of target aneurysms, parent arteries and the accompanying AVMs
were thoroughly evaluated. According to the angiography immediately after embolization,
modified Raymond Roy grading [4] was used for the classification standard of aneurysm
embolization: Class I, complete obliteration; Class II, neck residual; Class III, incomplete
embolization (i.e., residual aneurysm). The degree of AVM embolization was classified as
complete or incomplete (varying degrees of residual AVM) [5].
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2.6. Follow-Up

Attending physicians were assigned to follow-ups 6 months postoperatively via
outpatient or telephone, and DSA image follow-up was performed 6 months after the
operation. The treatment effect was evaluated according to the embolization degree of the
aneurysm and AVM. The modified Rankin scale (mRS) was used to evaluate the outcomes
of patients: scores of 0–2 stand for good outcomes, 3–6 represent poor outcomes [6].

3. Results
3.1. Demographics and Clinical Features

We included 38 patients (20 males and 18 females), aged 18 to 77 (47.4 ± 17.8,
mean ± SD). Headache was the most common symptom (78.9%), followed by vomit-
ing (23.7%) and disturbance of consciousness (23.7%). There were ten simple PIAs, six
MMD with PIAs, and 22 AVM with PIAs. The posterior circulation accounted for the
most significant proportion (57.9%), followed by anterior circulation (21.1%) and intranidal
aneurysms (21.1%) (Table 1).

Table 1. Demographics and clinical features.

Simple PIAs AVM MMD Total

Number of patients 10 22 6 38
Age 59.7 ± 9.8 years 40.8 ± 18.4 years 48.5 ± 7.0 years 47.4 ± 17.8 years
Gender

Male 6 (60.0%) 12 (54.5%) 2 (33.3%) 20 (52.6%)
Female 4 (40.0%) 10 (45.5%) 4 (66.7%) 18 (47.4%)

Manifestations
Headache 10 (100.0%) 16 (72.7%) 4 (66.7%) 30 (78.9%)
Dizziness 3 (30.0%) 3 (13.6%) 1 (16.7%) 7 (18.4%)
Vomiting 3 (30.0%) 0 6 (100.0%) 9 (23.7%)
Loss of consciousness 3 (30.0%) 2 (9.1%) 4 (66.7%) 9 (23.7%)
Extremity adynamia 0 3 (13.6%) 1 (16.7%) 4 (10.5%)

Aneurysm locations
Anterior Circulation 5 (22.7%) 3 (50%) 8 (21.1%)
Anterior cerebral artery 0 4 (18.2%) 0 4 (10.5%)
Middle cerebral artery 0 1 (4.5%) 2 (33.3%) 3 (7.9%)
Anterior choroidal artery 0 0 1 (16.7%) 1 (2.6%)
Posterior Circulation 10 (100%) 9 (40.9%) 3 (50.0%) 22 (57.9%)
Posterior cerebral artery 0 3 (13.6%) 3 (50.0%) 6 (15.8%)
Superior cerebellar artery 4 (40.0%) 3 (13.6%) 0 7 (18.4%)
Anterior inferior cerebellar artery 2 (20.0%) 0 0 2 (5.3%)
Posterior inferior cerebellar artery 4 (40.0%) 1 (4.5%) 0 5 (13.2%)
Vertebrobasilar artery 0 2 (9.1%) 0 2 (5.3%)

Intranidal 0 8 (36.4%) 0 8 (21.1%)

3.2. Treatment Outcomes

The parent artery and simple PIAs were occluded entirely in all ten cases (class I,
100%), and two demonstrated new neurological dysfunction (one with a cerebellar infarc-
tion and other died of acute hydrocephalus caused by cerebellar infarction secondary to an
indwelling microcatheter). Embolization was performed in all six PIAs with MMD (class I,
100%). Intraoperative complications occurred in two patients. One had intraoperative
bleeding during the super-selective catheterization. The other (critically ill) patient was
occluded at the proximal end of the parent artery resulted by the failure of microcatheter
super-selection into the far-end; the patient developed a severe postoperative cerebral
infarction and died of cerebral hernia despite bilateral intraventricular external drainage.
Postoperative infarction occurred in three cases, two of whom developed related neu-
rological defects. Of the 22 AVMs accompanied with PIAs, the target aneurysms were
successfully embolized in 21 (class I, 95.5%) cases and incomplete embolization in one



Brain Sci. 2022, 12, 1264 4 of 9

case (class II, 4.5%). The AVM nidus was completely embolized in 14 patients (63.7%) and
partially embolized in eight patients (36.3%) (after aneurysmal embolization, four patients
were followed up and the other four chose surgical resection of AVM).

One patient with an AVM developed an intraoperative hemorrhage and microcatheter
extubation failure. Postoperative complications occurred in three cases. One patient with
an AVM underwent microsurgical resection after embolization of an aneurysm in the sup-
plying artery and died due to cerebral edema. One patient developed acute hydrocephalus
after complete embolization of aneurysm and AVM nidus, which was managed with the
timely placement of a ventriculoperitoneal shunt; however, the patient died suddenly
four hours after shunt placement for unknown reasons. Another patient had transient left
extremity adynamia and motor aphasia following complete embolization of the nidus with
glue overflow. In the review of all the 38 cases, intraoperative hemorrhage occurred in four
patients (10.52%), intraoperative thrombosis took place in one patient (2.6%), postoperative
cerebral infarction occurred in four patients (10.52%), two patients (5.3%) suffered micro-
catheter retention and postoperative hemorrhage occurred in one patient (2.6%). Details
are shown in Table 2.

Table 2. Treatment outcome and follow-up.

Treatment Results Simple PIAs AVM MMD Total

Aneurysm Treatment
Curative occlusion 10 (100.0%) 21 (95.5%) 6 (100%) 37 (97.4%)
Partial occlusion 0 1 (4.5%) 0 1 (2.6%)

Malformation Treatment
Complete Occlusion \ 14 (63.7%) \
Partial Occlusion \ 4 (18.2%) \
Partial Occlusion + microsurgery \ 4 (18.2%) \

Complications
Intraoperative hemorrhage 0 1 (4.5%) 3 (50.0%) 4 (10.5%)
Intraoperative thrombosis 0 0 1 (16.7%) 1 (2.6%)
Postoperative hemorrhage 0 0 1 (16.7%) 1 (2.6%)
Catheter withdrawing failure 1 (10.0%) 0 1 (16.7%) 2 (5.2%)
Cerebral Infarction 1 (10.0%) 1 (4.5%) 2 4 (10.5%)

Follow-up (mRS score at 6 months)
0–2 8 (80.0%) 19 (86.4%) 5 (83.3%) 32 (84.2%)
3–6 2 (20.0%) 2 (9.1%) 1 (16.7) 5 (13.5%)
Loss 0 1 (4.5%) 0 1 (2.6%)

DSA Follow-up 32 (84.2%) 32 (84.2%)

3.3. Follow-Up

Of the 34 discharged patients, 97.1% (33/34) completed follow-up, with one lost to
follow-up. Except for one patient who refused DSA, 97% (32/33) of patients completed
follow-up angiography without recurrence. According to the follow-up result based on the
modified Rankin scale at 6 months, 84.2% of the patients had good outcomes, and 13.5%
had poor outcomes (Table 2).

4. Discussion

PIAs reside in cerebral vascular terminals or peripheral branches and are idiopathic
or derived from MMD, cerebral AVM, arteriovenous fistula, or other cerebrovascular
diseases [7]. Guidelines for PIA management have not been established. Spontaneous
hemorrhagic simple PIAs and secondary PIAs share little similarity in therapeutic concepts
or methods [8]. In the present study, we presented the results of liquid embolization to
treat PIA and provide a model for our colleagues.
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4.1. Simple PIAs

Although saccular aneurysms comprise most PIAs, those with other morphologies
(fusiform, dissecting, or pseudoaneurysm) are not rare [9], and they share morphologies
with infectious intracranial aneurysms secondary to infective endocarditis. Infectious
intracranial aneurysms are often multiple and carry a high risk of rupture. The aneurysmal
neck is often ambiguous, and aneurysm morphology varies; new aneurysms could occur
in a short period [10].

The paths reaching PIAs are always fine and tortuous during intravascular therapy,
complicating the super selection; therefore, thorough pre-operative assessment is essen-
tial [11]. There are three types of microcatheters for delivering stents, coils, or LEA. The
microcatheter delivering the LEA can bypass tortuous vessels. The therapeutic strategies
for treating simple PIAs include aneurysmal occlusion with or without parent artery preser-
vation. The risk of hemorrhage and aneurysm recurrence is high even if the parent arteries
have been preserved [12,13]. Hence, simultaneous aneurysm and parent artery emboliza-
tion is preferred for simple saccular or fusiform PIAs. In the present study, fusiform or
dissecting aneurysms predominated. The aneurysms with parent arteries were occluded
using an LEA.

The most commonly used LEAs are Glubran glue and Onyx; both possess excellent
diffusion [14]. Even if the microcatheter could not reach aneurysmal sacs, gels can diffuse
to the aneurysm sacs, avoiding the risk of rebleeding under the occlusion of parent arteries.
However, once diffused into the distal end of parent arteries, gels can damage the coun-
tercurrent blood flow from pial branches, which may further lead to cerebral infarction.
Furthermore, catheter withdrawal failure might occur if gels diffused toward the proximal
end of the parent artery. Therefore, coiling could serve as a supplement when necessary.

It is critical to determine whether the parent artery supplies the functional areas [11].
Cerebral vascular fragments distal to P2 or P3 of the posterior cerebral artery [15], the
internal auditory canal segment of the anterior inferior cerebral artery (AICA), and the
tonsil of the posterior inferior cerebral artery (PICA) are safe for occlusion [16]. AICA
occlusion is acceptable based on its abundant collateral circulations. In the present study, of
the 10 patients with simple PIAs, catheter withdrawal failure occurred in one patient with
a PICA aneurysm. The patient died of acute hydrocephalus 36 h after the embolization,
although external ventricular drainage was performed. The distal aneurysm at the right
PICA was occluded in one patient with coils and Onyx.

4.2. Moyamoya Disease with PIAs

Patients with MMD usually present with intracranial hemorrhage or cerebral ischemia.
Concurrent PIA rupture is a critical reason for intracranial hemorrhage in patients with
MMD [17]. MMD with intracranial aneurysms could be classified into Type 1, aneurysms
arising from major arteries near the circle of Willis and Type 2, peripheral aneurysms
originating from vessel dissection or dilation (MMD with PIAs) [18]. The treatment of
the Type 1 aneurysms is like that of common aneurysms; however, the potential risk
of antiplatelet-therapy-related hemorrhage of Type 1 should be assessed if stents are
needed [19]. PIAs in MMD are likely to be missed [20] because the smoky arterial imaging
often interferes with identifying the aneurysm sac based on CTA, MRA, or DSA. Thus, for
hemorrhagic MMD, three-dimensional vascular structural reconstruction and special-angle
angiography should be performed when necessary.

After reviewing 275 patients with 313 PIAs with MMD, Anthony et al. found that 95%
of patients treated with endovascular therapy had no or minimal deficit, in contrast to open
surgery (69.6%) [21]. The self-healing of PIAs of MMD patients was reported during follow-
up [22] or after extracranial–intracranial bypass [19]. Therefore, endovascular treatment
for PIAs in MMD should be based on comparing the risk of rebleeding with follow-up or
extracranial–intracranial bypass [19]. In our study, there was a dissecting aneurysm located
at the distal smoky middle cerebral artery, inaccessible by the microcatheters, which were
occluded from the proximal end of its parent arteries, resulting in bilateral hemisphere
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infarction and herniation (Figure 1). Therefore, we believe that aneurysm occlusion or
parent artery occlusion could be performed only if compensatory arteries are small-scale
or non-functional, as confirmed by the microcatheter super-selective angiography [23].
Otherwise, extracranial–intracranial bypass should be considered [18].
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Figure 1. Moyamoya disease with a peripheral hemorrhagic aneurysm. (A) Preoperative CT revealed
periventricular and ventricular hemorrhage. (B) Left internal carotid arteriography revealed smoky
vascular hyperplasia with a false aneurysm at the end of the lenticulostriate artery. (C) The parent
vessels were too tortuous and slender for super-selection. A Marathon microcatheter was located at
the beginning of the parent artery. (D) Glubran was used to block the parent artery with satisfactory
diffusion to the distal aneurysm cavity. (E) After the embolization, the aneurysm and parent artery
disappeared on arteriography. (F) Postoperative CT revealed that the position of the glue coincided
with the location of a brain hemorrhage.

4.3. AVM with PIAs

AVMs with aneurysms comprise around 20% of all intracranial AVMs, and 50%
of AVMs had intracranial hemorrhage, of 49% were due to accompanying aneurysm
rupture [24]. Redekop et al. classified aneurysms as Type I, aneurysms located within
nidus; Type II, flow-related aneurysms further divided into Type IIa (aneurysms located
close to the proximal of the supplying artery, also known as the trunk type) and Type IIb
(aneurysms close to the nidus and associated with the flow of the nidus), and Type III,
aneurysms that are not related to an AVM [25].

In the present study, all three subtypes of aneurysms were included. The hemorrhagic
risk of AVM with PIAs (Type I or IIb) was 6–16% [26]. Ruptured PIAs bear even higher
hemorrhagic risks [27]; active treatment strategies should be adopted. This finding is con-
sistent with our results and experience. For Type I, super-selection with the microcatheter
is critical. Once the microcatheter approaches the aneurysms, it is safe to simultaneously
occlude the aneurysms and nidus with an LEA when venous drainage is clear. For type
IIb aneurysms, given the higher embolization risk of type IIb aneurysms, thorough pre-
operative assessments are necessary [24]. These determinations must include (1) whether
the aneurysms are ruptured; (2) the risk of hemorrhage; (3) the consequences of parent
arteries occlusion; (4) the priority of the occlusion of AVM and aneurysms; and (5) the
safety of microcatheter withdrawal and the necessity of utilization of detachable catheters.

In this study, Type I aneurysms (17, 77.3%) were wholly embolized in all patients,
and the AVM nidus in four was partially occluded, with two choosing follow-up and two
undergoing microsurgical resection. Two patients developed intra-operative hemorrhages
during microcatheter super-selection; one had intraoperative thrombosis with effective
handling. Four of the five Type IIb patients had complete occlusions of the aneurysm; how-
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ever, the pericallosal artery branch aneurysm remained visible after the partial occlusion
in one patient. One Type IIb patient had a curative occlusion of AVM, two had partial
occlusions for further follow-up, and the other two patients had partial occlusions of the
main supplying arteries for further surgical resection. No operation related complications
occurred. According to our experience, the application of an Apollo detachable micro-
catheter is recommended for aneurysms that reside within three centimeters of an AVM
nidus. During the procedure, the tip of the detachable microcatheter should be positioned
close to the nidus with the detachment point proximal to the aneurysm, allowing the gel
reflux to aneurysmal sacs to occlude the aneurysms and nidus together (Figure 2). If two
microcatheters could be accommodated within the parent artery simultaneously, detachable
microcatheters are recommended for injecting the LEA after aneurysm coiling via the other
microcatheter. Furthermore, the use of detachable microcatheters could decrease the risk of
catheter withdrawal. In addition, if the parent artery irrigates essential functional areas,
it is critical to preserve the blood flow, manage accompanying aneurysms, and consider
coiling or microsurgery [1].
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Figure 2. AVM with peripheral hemorrhagic aneurysm. (A) Preoperative CT revealed hemorrhage in
the corpus callosum’s ventricle and splenium (B) DSA demonstration of the splenium of the corpus
callosum AVM supplied by the right posterior cerebral artery branches and the branches of the right
anterior cerebral artery, accompanied by a blood flow related aneurysm. (C) Super selection and
positioning of the microcatheter through the left vertebral artery, preparing for the embolization.
(D) Embolization of the AVM and accompanied aneurysm with Onyx. (E) Arteriography after
embolization revealing the complete embolization of the AVM and the aneurysm. (F) CT scan before
discharge, revealing adequate treatment.

In conclusion, LEAs are satisfactory for PIA treatments. We believe that for simple
PIAs and AVM accompanying PIAs, the safety and efficacy of liquid embolization are quite
acceptable. However, given the chronic progressive characteristics of MMD, the concurrent
aneurysms might change due to intracranial hemodynamic fluctuations. Their aneurysmal
cavities might be accompanied by extensive compensatory vessels, and the parent arteries
are always not easy to super-select; therefore, comprehensive clinical studies are warranted
to develop therapies for MMD with PIAs.



Brain Sci. 2022, 12, 1264 8 of 9

Author Contributions: Conceptualization: Z.Z., C.-H.H., K.-D.L. and Q.-R.Z.; methodology: Z.Z.,
Q.Z. and X.-Z.L.; original draft preparation, Z.Z., X.-Z.L., Q.Z., H.-P.L., S.-J.N., T.L. and Y.-H.Z.; review
and editing, C.-H.H., K.-D.L. and Q.-R.Z. All authors have read and agreed to the published version
of the manuscript.

Funding: This study was supported by grants from the National Natural Science Foundation of China
(NO. 81971127) and Nanjing Special Fund for Health and Technology Development (ZKX20013).

Informed Consent Statement: This paper does not involve the use of patients’ samples, thus patient
consent forms have been omitted.

Data Availability Statement: Data supporting the findings in this study are available from the
corresponding author upon reasonable request.

Acknowledgments: Thank you to all the patients and their families who participated in this study.

Conflicts of Interest: All authors declared that no conflict of interest exists.

Abbreviations

Subarachnoid hemorrhage, SAH; arteriovenous malformation, AVM; Moyamoya disease, MMD;
digital subtraction angiography, DSA; modified Rankin scale, mRS; Glasgow outcome scale, GOS;
Raymond–Roy occlusion classification, RROC; endovascular treatment, EVT; posterior cerebellar
artery, PCA; anterior inferior cerebellar artery, AICA; posterior inferior cerebellar artery, PICA; pe-
ripheral intracranial aneurysms, PIAs; liquid embolic agents, LEA.

References
1. Nussbaum, L.A.; Kallmes, K.M.; Nussbaum, E.S. Technical note: The use of frameless stereotactic guidance in the treatment of

peripheral intracranial aneurysms. Br. J. Neurosurg. 2019, 1–5. [CrossRef] [PubMed]
2. Chen, Z.; Yang, Y.; Miao, H.; Chen, J.; Luo, C.; Feng, H.; Zhu, G. Endovascular treatment of ruptured peripheral intracranial

aneurysms. Neurosciences 2012, 17, 133–138. [PubMed]
3. Nussbaum, E.S.; Madison, M.T.; Goddard, J.K.; Lassig, J.P.; Nussbaum, L.A. Peripheral intracranial aneurysms: Management

challenges in 60 con-secutive cases. J. Neurosurg. 2009, 110, 7–13. [CrossRef] [PubMed]
4. Mascitelli, J.R.; Moyle, H.; Oermann, E.K.; Polykarpou, M.F.; Patel, A.A.; Doshi, A.H.; Gologorsky, Y.; Bederson, J.B.; Patel, A.B.

An update to the Raymond-Roy Occlusion Classification of intracranial an-eurysms treated with coil embolization. J. Neurointerv.
Surg. 2015, 7, 496–502. [CrossRef]

5. Chen, Y.; Li, R.; Ma, L.; Zhao, Y.; Yu, T.; Wang, H.; Ye, X.; Wang, R.; Chen, X.; Zhao, Y. Single-Stage Combined Embolization and
Resection for Spetzler-Martin Grade III/IV/V Arteriovenous Malformations: A Single-Center Experience and Literature Review.
Front. Neurol. 2020, 11, 570198. [CrossRef]

6. Broderick, J.P.; Adeoye, O.; Elm, J. Evolution of the Modified Rankin Scale and Its Use in Future Stroke Trials. Stroke 2017, 48,
2007–2012. [CrossRef]

7. Hou, K.; Li, G.; Wang, X.; Xu, K.; Yu, J. Endovascular Treatment for Peripheral Superior Cerebellar Artery Aneurysms: Current
State and Future Considerations. World Neurosurg. 2019, 127, 423–433. [CrossRef]

8. Shibahara, I.; Yonezawa, S.; Takazawa, H.; Kawaguchi, T.; Kanamori, M.; Murakami, K.; Midorikawa, H.; Sasaki, T.; Nishijima, M.
Ruptured peripheral aneurysms in a collateral pathway associated with stenosis of a major cerebral artery: Report of two cases.
Surg. Neurol. Int. 2011, 2, 81. [CrossRef]

9. Wu, C.; Sun, Z.; Wang, F.; Xu, B.; Zhou, D. Surgical managements of peripheral intracranial aneurysms. Zhonghua Yi Xue Za Zhi
2014, 94, 698–700.

10. Alawieh, A.; Chaudry, M.I.; Turner, R.D.; Turk, A.S.; Spiotta, A.M. Infectious intracranial aneurysms: A systematic review of
epidemiology, management, and outcomes. J. NeuroInterv. Surg. 2018, 10, 708–716. [CrossRef]

11. Andreou, A.; Ioannidis, I.; Mitsos, A. Endovascular Treatment of Peripheral Intracranial Aneurysms. Am. J. Neuroradiol. 2007, 28,
355–361. [PubMed]

12. Durst, C.R.; Hixson, H.R.; Schmitt, P.; Gingras, J.M.; Crowley, R.W. Endovascular Treatment of a Fusiform Aneurysm at the
M3-M4 Junction of the Middle Cerebral Artery Using the Pipeline Embolization Device. World Neurosurg. 2016, 86, 511.e1–511.e4.
[CrossRef] [PubMed]

13. Monteith, S.J.; Tsimpas, A.; Dumont, A.S.; Tjoumakaris, S.; Gonzalez, L.F.; Rosenwasser, R.H.; Jabbour, P. Endovascular treatment
of fusiform cerebral aneurysms with the Pipeline Embolization Device. J. Neurosurg. 2014, 120, 945–954. [CrossRef] [PubMed]

14. Leonardi, M.; Barbara, C.; Simonetti, L.; Giardino, R.; Aldini, N.N.; Fini, M.; Martini, L.; Masetti, L.; Joechler, M.; Roncaroli,
F. Glubran 2((r)): A new acrylic glue for neuroradiological endovascular use: A complementary histological study. Interv.
Neuroradiol. 2003, 9, 249–254. [CrossRef]

http://doi.org/10.1080/02688697.2019.1668539
http://www.ncbi.nlm.nih.gov/pubmed/31544535
http://www.ncbi.nlm.nih.gov/pubmed/22465887
http://doi.org/10.3171/2008.6.JNS0814
http://www.ncbi.nlm.nih.gov/pubmed/18928355
http://doi.org/10.1136/neurintsurg-2014-011258
http://doi.org/10.3389/fneur.2020.570198
http://doi.org/10.1161/STROKEAHA.117.017866
http://doi.org/10.1016/j.wneu.2019.04.145
http://doi.org/10.4103/2152-7806.82247
http://doi.org/10.1136/neurintsurg-2017-013603
http://www.ncbi.nlm.nih.gov/pubmed/17297012
http://doi.org/10.1016/j.wneu.2015.10.016
http://www.ncbi.nlm.nih.gov/pubmed/26485414
http://doi.org/10.3171/2013.12.JNS13945
http://www.ncbi.nlm.nih.gov/pubmed/24460489
http://doi.org/10.1177/159101990300900303


Brain Sci. 2022, 12, 1264 9 of 9

15. Hallacq, P.; Piotin, M.; Moret, J. Endovascular Occlusion of the Posterior Cerebral Artery for the Treatment of P2 Segment
Aneurysms: Retrospective Review of a 10-Year Series. Am. J. Neuroradiol. 2002, 23, 1128–1136.

16. Singh, V.; Phadke, R.V.; Agarwal, V.; Behari, S.; Neyaz, Z.; Chauhan, G. Posterior Cerebral Artery Aneurysms: Parent Vessel
Occlusion Being a Viable Option in the Era of Flowdivertors. Neurol. India 2020, 68, 316–324. [CrossRef]

17. Kim, S.; Jang, C.K.; Park, E.-K.; Shim, K.-W.; Kim, D.-S.; Chung, J.; Kim, Y.B.; Lee, J.W.; Park, K.Y. Clinical Features and Outcomes
of Intracranial Aneurysm Associated with Moyamoya Disease. J. Clin. Neurol. 2020, 16, 624–632. [CrossRef]

18. Zhao, X.; Wang, X.; Wang, M.; Meng, Q.; Wang, C. Treatment strategies of ruptured intracranial aneurysms associated with
moyamoya disease. Br. J. Neurosurg. 2020, 35, 209–215. [CrossRef]

19. Ni, W.; Jiang, H.; Xu, B.; Lei, Y.; Yang, H.; Su, J.; Gu, Y.; Mao, Y. Treatment of aneurysms in patients with moyamoya disease: A
10-year single-center experience. J. Neurosurg. 2018, 128, 1813–1822. [CrossRef]

20. Larson, A.; Rinaldo, L.; Brinjikji, W.; Meyer, F.; Lanzino, G. Intracranial Aneurysms in White Patients with Moyamoya Disease: A
U.S. Single-Center Case Series and Review. World Neurosurg. 2020, 138, e749–e758. [CrossRef]

21. Larson, A.S.; Rinaldo, L.; Brinjikji, W.; Lanzino, G. Location-based treatment of intracranial aneurysms in moyamoya disease: A
systematic review and descriptive analysis. Neurosurg. Rev. 2021, 44, 1127–1139. [CrossRef] [PubMed]

22. Yamada, H.; Saga, I.; Kojima, A.; Horiguchi, T. Short-Term Spontaneous Resolution of Ruptured Peripheral Aneurysm in
Moyamoya Disease. World Neurosurg. 2019, 126, 247–251. [CrossRef]

23. Hou, K.; Li, G.; Luan, T.; Xu, K.; Yu, J. The prospects and pitfalls in the endovascular treatment of moyamoya disease-associated
in-tra-cranial aneurysms. Neurosurg. Rev. 2021, 44, 261–271. [CrossRef] [PubMed]

24. Cagnazzo, F.; Brinjikji, W.; Lanzino, G. Arterial aneurysms associated with arteriovenous malformations of the brain: Classi-
fica-tion, incidence, risk of hemorrhage, and treatment-a systematic review. Acta Neurochir. 2016, 158, 2095–2104. [CrossRef]
[PubMed]

25. Redekop, G.; Terbrugge, K.; Montanera, W.; Willinsky, R. Arterial aneurysms associated with cerebral arteriovenous malforma-
tions: Classification, incidence, and risk of hemorrhage. J. Neurosurg. 1998, 89, 539–546. [CrossRef]

26. Shaligram, S.S.; Winkler, E.; Cooke, D.; Su, H. Risk factors for hemorrhage of brain arteriovenous malformation. CNS Neurosci.
Ther. 2019, 25, 1085–1095. [CrossRef] [PubMed]

27. Flores, B.C.; Klinger, D.R.; Welch, B.G.; White, J.A.; Batjer, H.H.; Samson, D.S. Management of intracranial aneurysms associated
with arteriovenous malfor-mations. Neurosurg. Focus. 2014, 37, E11. [CrossRef]

http://doi.org/10.4103/0028-3886.280635
http://doi.org/10.3988/jcn.2020.16.4.624
http://doi.org/10.1080/02688697.2020.1781058
http://doi.org/10.3171/2017.3.JNS162290
http://doi.org/10.1016/j.wneu.2020.03.072
http://doi.org/10.1007/s10143-020-01307-1
http://www.ncbi.nlm.nih.gov/pubmed/32385590
http://doi.org/10.1016/j.wneu.2019.02.193
http://doi.org/10.1007/s10143-020-01261-y
http://www.ncbi.nlm.nih.gov/pubmed/32052219
http://doi.org/10.1007/s00701-016-2957-3
http://www.ncbi.nlm.nih.gov/pubmed/27644700
http://doi.org/10.3171/jns.1998.89.4.0539
http://doi.org/10.1111/cns.13200
http://www.ncbi.nlm.nih.gov/pubmed/31359618
http://doi.org/10.3171/2014.6.FOCUS14165

	Introduction 
	Methods 
	Patients 
	Imaging 
	Therapeutic Strategies 
	Procedure 
	Evaluation of Embolization Degree 
	Follow-Up 

	Results 
	Demographics and Clinical Features 
	Treatment Outcomes 
	Follow-Up 

	Discussion 
	Simple PIAs 
	Moyamoya Disease with PIAs 
	AVM with PIAs 

	References

