X 9 5 MCA anatomical

)

wmxXEal o RE
wmX XA b M H BT A 7B IR B OBAR
scanning MRI® & B %
EEA CEBMTY. BAEEY E4ARTY, KRBV, FH
Y. N WY

1) BB R R B B R A M
PRBEERR B&HRIZE L X —

2)
BEREEORSL EFE MT

AR EE O ER KL

PRBEEBRE BMAEAR
T 240-8521 MRNEMETRL sy AKX 5 HHE 215

+
Tel;045-715-3111

jshac306@gmail.com

MCA anatomical scanning MRI
Anterior circulation vessels occlusion

JNET Journal of

key words:

Acute thrombectomy,
A@mXa, BAMBRODERNAEFS #HEI
Neuroendovascular Therapy I3 2 IchH /-, EBEEEH. H
EFIC LT, ERADMBICHEHE ALWLERIAL TG W &

TEWMEHL AT,



X E 5

(H® ) 6 7% o 2 B % # s v T, Basi- Parallel
anatomical scanning(BL F BPAS)-MRI & L THl &+ % T2 i
FWE A4 3D v — 27 v RER X ZRME X 5> T, IR N E
BRI ICBEE L 20 KB IR © & 728 78l Al B A & 5 2 & BES
Lz [ e HFE] NRIZ 20084 5H2» 56 2019 4 10 A F
TYUBE T AENHEBMRE 2 oKW IREAEE L T AN
A o A% [\ X vE AT I MAS (MCA Anatomical scanning) -MRI
EIBR L2 13EH & L, figtomMEER cHNEHIIK (LT
ICA) C1 56 F KB (LT MCA)ML ¥ o FE M IC X » T
ZOEMTIPHERTCELEMITE TR, Mikic Cl 2256 M2
S o MmME EITOZHEICO WT MAS(MCA Anatomical
scanning)-MRI ¢ MEE oA 2 L., £ o FEiHEMH %3
B B (excellent, good, poor)ic 7y b TFEMi L 72, [ R] &%
Ll o T HERIE I3 Bl TH o, FIE 54K DS 89 m (FH
76  (£10.3)). B 7 6. Lk 61@]“6‘\ ICA PH 2 » 3 fi
MCA B % 28 10 il T & - 72, i il @ MAS-MRI & H| b # K o
— oD LT L., MEEIN%ETDbR»o 2AEHD 1 H. 1M
e ml U & AT o HEHB S 12 6l T H o 2, 12 il 10§ < B #
DIMEEEHRAE L B L. excellent 28 6 ]l (60%) T»H - 7=,
EH T 54 89 (F¥ 75.7 % (£11.5))., B 6 #l.
et 4l c, ICABZED 3# . MCAHER® 7H TH - 72, [#
i ] MAS-MRI BBl ZEZMFomME EToHMBICENL T B,
MmimENBEERMICAHZREAE CDH 2 LE 2 b N,

o

i =

A EE R o A P %E iﬂf%ﬂ%@ﬂi%%ﬁ@ﬁ&b'lﬁ
T2z T vy RaRRIN D, o FE MBI A EICE M
L CTw 3, KFEIEITHME if@ﬁj?ﬁﬁ)(ufﬁf@%&iﬁﬁ“é
o TELZLATRCEHBESISLE LI TS P, L2 LA
BB CIMAESF LB ImMEEE oMEB I vz, b
= S TlE~A4 272074 FP 74 Y —-—%2HEmMEHNICEH

al,.,



Wik 2 0 EZ»H 0, MEBGLHELLZ 2235V X738
OB 72w eE I Tw b,

Basi-parallel Anatomical Scanning (L F BPAS)- MRI & &
EW 99 2 HEEFMEHRONBGEZEZMB T 220 1cFLL
hHECT, HMELEZME D 2 oET2ME T 2 2806 Cd
2 %, ZofwBiE e me R B R CEH ST 5 2 T i
CPHZEBmME o EfT2METCENITAMHEO BRI & 2R3
AEEME®H 2, 22T, KAWEICE W TIEiATic BPAS- MRI
MKk omE 2T HELZP KMKB NI (middle cerebral
artery :-MCA) O EfT O Z W2 Al REH» & 5 » % ifffi 372 2 & %
Hiy & L &,

R & Tk

2018 £ 5 H 22 & 2019 4 10 H i Y4 Bt < K B B i Il #& [\l IR
AT OWEIC B L LK LBEEAEZ T T O 2NHDIK
(internal carotid artery: ICA) % 7% I M1(horizontal
segment)® P ZEJE il T . KR PE W C BPAS-MRI & % 6 Al L 7%
MCA @ #ig 8 % MCA anatomical scanning (L F MAS)-MRI
ZEMmL 2 I3EMZNREL Z, B oM R, M 6 I E
e FE 2o, MR IRFEEZT, RECHBEL & 10
il ic B v TR BEH O MAS— MRI [ & © ICA C1 #F
(supraclinoid segment)® 72 5 M1 # (insular segment) ¢
ToEfTE, MBEHENEEXERZEOIMEE&F CoRFEAMNOEITLE
% i L. MAS-MRI o IE fif ¥ % 5 fli L 7%= . MRI @ #x & 75
Hix. T2 g W& 3D BPAS-MRI # )c H L. MCA M1 & »
b M2 # £ ol I3 X 5 ICikiE L. B brmik
Orbitomeatal base line( OM Line)ic T & L 72, MRI % &
i Philips # % (3 7 x 7, Ingenia 3.0T)% F \», repetition
time TR/echo time TE 3 1514/253. #x & Field of
View(FOV) X 200mm X200mm, ~ b U 27 X ¥ 256%X325 T
A F o YREBE 1320 LAE, 274 2E/2 74 2R
i 1.2mm/0.6mm T &% K X 24mm k¥ <. K 40 & T,



Workstation (¥ Ziostation2 (7 I v i X &t . HE. HAK)
ZHw CH gz EBRL L,

MAS-MRI o Ik f# % © & fli /7 i 3 MCA © M1 # 2 5 M2 7
B # oM EEITICODWW T HEROMEE Y &L LKL TH®GH
e 3 B B (excellent, good., poor)iC 70 %8 L T FFfli L 7= . fff
i @ MAS-MRI O HEH I T, ik oIl E &g o WK &l
BLT ML 2b M2 EcmMEETE2ET KT S50
% excellent(Fig.1) . FHZE M & #E M H o A K L2 T HA T & F
— WA HE b 2 . IE EITHZ M T ET LD O
good(Fig.2), PHZE M E EMH o ETHEZW T & Ahdohdb o
}Epoor&bf:o R0 FF Al BRI E NREEME 2 4 5
SR (I (i VAN Z W kAT, Aoy NRE R M v TR i
Z e L & 7= o B FFffi i X o T Excellent #f &
Good/poor #fIC /L . F s . reperfusion time, TICI grade
Zwg L., AR B H 5 » Mann-Whitney ® U 8 E . y =
BE % H v T B3 7 o
AWML DEMBICH 72> TlE, YomMBEEEZRXT., K I
N (fmHE#EEKRZEFS 2020-03, 2020 4F 6 A 1 H &),

H

%ﬁ)%@@
%

it
=L
-

{

fiti R

XS ORE B 13 . MAS-MRI B & % JC i Ml & B & AT 5 7%
HEH X2 D5 b 1206l Tdh o7z, HWREEOEMIT 54 5% >
5 89w (F¥y 76 & (£10.3) T, B 76 . M 6l Tdh
o> 7, MEMAEHAMIZT. ICAZ 36, M1 2B 1086l TdH o> 72,
i # 1\ I & 47 b 7% A o 72 E fl i MAS-MRI o [ {§& < B % # {7
o PHEHZMNMmE IS W THRBEOHFEELG TR I 1 4
T ® o 72 (Fig.3), M BN %2 17 - 7= 12 fEH F 2 #l X F B &
BERELN R o w  MAS-MRIEi § & @ [L#g 13 T & & p» o
., BHBZEONL 2L o EHMD > B, X T Vv IFERET
B Hm%E 22 L ZEMDLHCTd oz,

Fh @A &M E 10#H <. fF 6 @EIE TICI(Thrombolysis

in cerebral infarction)grade 2b L . reperfusion time I F



¥ 26.7 32 (£13 493 ) TH o 7=,

B 8 & I & 2 o I E 1T & MAS-MRIT i & % b #& < %
7ZE B 10 Bl T EE X 54 b 89 m (P 75.7 K (%
11.5)), B e6fl. kM4l cdo7k, MEHEIMIEIFZ. ICA
2R3l MCA 2 7 #l ©H -7, ICA & KIEHEHEDIEH %2R
3 (Fig. 4),

MAS-MRT & f (il i & © fl & & % 2 < & 2 10 Efl &, H
EH 1 & HEHR 2 o MAS-MRI i & o IF f ¥4 5E i % # & L %~
b DO RICRKT, MHF L DL excellent 28 6 Hl (60 %) T & » 7=
(tablel), M HF O HE % b &I 2R DEANMNEH v SFHK %
PR T 5 L 0.81 b, —HEIEGSVHEREL Kok,

M HEOHEDL —BHLAEd»o7doR 1TREWMB®L ., HEKEL
good & poor IZ b 2 N 7z (Fig.5),

fF i . reperfusion time, TICI grade € B L T ¥ Excellent #f
¢ Good/Poor WX H T CHFML 2., EWMICTHFTVWTIIEEE%
B ® 7= 2 (Excellent #: ¥ 3 82 &, Good/Poor ¥ 66.3 % .
p=0.033) . Reperfusion time (Excellent # : 29.8 4 ,
Good/Poor #: 22 4. p=0.915), TICI 2b-3 (Excellent #f:
6 il , Good/Poor #: 4%, p=0.778)IC T A EZ %R O x> >
7z .

A m R RERICE W TR, BHEBULEOWE R & v
WRECTCHEHMWICAHAA N7 4 ¥ —%HEDDIHERD DD, FF
W AT I B R B ARE A BB & Y B v T Bl % I X B I
HIEDO ) R 7@ HEThTws 8, BIRHEA G I
TR, M5%cAHFLTYE oHED D2 YD, At
THEEZEITOBOMEFZLOAMERIT 1.1%¢ HE S h
Y, MEFAL L2 EBERAMAEmMIC X 2 CH o®E D
»p 1O ORKPFFEIC B W T AET o MAS-MRI i€ X b | A&
flics »wCTEH%ZELAZ MCA OEfTICET 2 M6 2 0FW2H
bh. . MmMEHLOBEBICHM T > - EEEDLD 2., £72. &

&

AE R D



GBS 200N EHED, BFEMBEL L TCHMATH ?
T BRMET N, MAS-MRI 2 ffiifi Ic 28§ 2 2 & Ic X » T
MEENEZECETF 2 Z2Eonm E2HFTE 5,

AW cld MRI 2 w3, 27— 7 VigE=ECTIiliEAIC
fid R £ @ cone beam CT % A \ 7= fll &l M1 17 ¥ 2~ & o & ¥ %
) e TcEMMEO OMEBRLPTLE CZ 2 5 2®E DD
12 ffi BT i MRI 211 b § CT © & C I [ I & ic [
LAl cohErsEREEZLNSE, L2 L., ABRAEIRE
A CHME LY, ERAELEMNMTCHERAL 2T T A
bZaweWwIRE®D S, —J7. MAS-MRI < i3 & % Al 13 £ &
R, BMoBERBMD 200N EEBd Tl B HTD
2, L7z o THifiic MRIZITO B AR AREE ZEBM T
i me CTHEMHLEEFEZLN B,

KW icHswTid 375727 MRI Z2fHL =, WES IK® i
FZMW T 572 ic 1.55 A7 MRI T BPAS-MRI # i fi L 7= &

i

|

N N
J

N1

WO RERH LY, MIEBAR M EE L ME o Mg R
— 2R KREWZEZ®H, 3757 Z27 MRI KT 3¢ DMEERSE 2
1.5 727 MRI Ty i3 &ELw, Z235HKEEH %2IT > T
W23 MCARIMEE L DA —ZAR D HEENI3 T R
SEHEBLTE % 1.5757 %25 MRIZEME O LHB»AF R

Y .3 F 27 MRI Wi+ 2 L EEIZITFTNHE EEZLN DS,
L2L., BofeErsELAEHEHK IMEET. BIR 2T
79 2 4 i A 7 MRI T &b G ffi i3 KX alaETdH 2 LFH
b, %7z, 7 A7 MRI T & KRHZEMT LT3
7 A7 MRILICHE VWH & XE O L2 W, &5, &Moo MAS-
MRI % T3 1 4 32 oo 2% v KB % %L 22, &HIRKE
2 v — 1L v P8y — 4 v x (Philips #: # < (I Balanced-
FFE)Z w3 &, 2% v vERI X 33 P 3os i@ F3%cC
LA H L RS, EHRKREaEe LV FPHY -7 v
TR/TE 3 # % 3-4/1.5~2 7% o <., TR /TE 2 1514/253 T &
5 MAS-MRI & W L C#x Gk 28w 19, KB CfrdEH
R ae —L v By — %y 2oEGEEHEIET TR/TE &
5.3/2.2. # % FOV ¥ 200mmx200mm. <~ F U 27 2 (&

1.5 7
1.5



252%X252 TH B, A7 A4 XE/RXA T4 XEKEIFZ 1.0mm/0.5mm
THRE BB IZ 32mm ¥ TR 60K T LT w3,

SEoRENICE W T, MR NREEITD R o 22,

MAS-MRI T %E L /- MCAEHRBE LA L T3 L %2
Wi ¢ X =201 23 H o 72, MCA(MI-2) 13 I 8 Wk 5 o #F 5 ¥ 7 ©
2% 00, #@EH O MRI/MRA ® 3D-CTA T BH%E L Tw % I
BLBHRBLPEF LTI 2E) 202 WL RS
W, BIIRE A AL TG A L Ik REIR O F P B R
F A2 EBRERH D 1O FEEEC g BN o F P
HEx e -WEDDZ ', AP I A Y —ooBHxCcHRBoH
mArFTHlcEr e HEDLDHZ P BEHWICEHEMET 32 C
LR AEDY A A RAE R MR E N E R oM T i MCA ©
EMEoEfTEWH AT chal BRHEA Lo AHEHDLZ W C &
LR EEMEN D DO HEHTH 2 LEE LMD,
¥, ICAKREKHEHAZICEHL Cd MAS-MRI % g fr L 2 &
2. REFABHEIPELONZ, MCAMEDEN b 24 ICAD
MWMIEIRIFCTH o7, ICA BKEIIMLEL T
% { .MAS-MRI B R iICE W TR ZHEHBREZE/ELON 2 H D LF
b h b,
BAZE . & LS 3 EEREL - MCA DA EB %# MRI TH#RE& L -
HERNT WL DO DH B, Kuribara'® 6 (. MRA H & &
fusion ¥ CHE R T OME ET2HER T 2 HE 2 HE L
7o ¥ 7. Kato!? s v v w xZRKPICEITICYLrE Y XN
D MCAODETA2MRT 20w HFELZHREL TWw B, KGE
. ZHEBEORBL> OB B EZMET 2L v EHM R IEITL
W ICADIEH»S M2 T MCADEITHITEL LT
Wik THh B EEZLN D,

— 7. MAS-MRI o i@ & & LTk, MEPMicEL v
2 EETAEELISOVE AR ETFT LN, EITE2E
BT 2BBBEBELA-AEBHGZMBZEO X 74 2 iR L CIET
o, Z WA mickTL Cw3s ML R, Z @5 icE T
M2 MUEOETOREIHEL O, KFEEHY TCRRE Ml
R T 5 & 0 MMFE M AW v RE W c k. M EE T o E 2

Y

y

[ SN

i3

St



Z2BERMET CAIRECTH D 2. MEMO & wIEMF XM e
BaBELTWw372® MAS-MRI @& i 1 3 0% 4 & 23 & B
e beLdwv, SHBOM@HICE T, HEHL1LHESH 2
D FF Al 25 good & poor KB N AIEH A 1 HE® LN =, FF
DR >oRZFEREREL T, ZDEH OEE P 54K E S ENRLE

ZolEMloOoF CEREDLTH oD FERITH N EM
bBEE CTCH Y, ME P ICEL T w3 E 220 ofFfl & H
LT% o, MIKEL T3 EM2%wvEe, MAS-MRI T i3
LT willofmEodKEe. WiZomB » 5 2MEN RE
T2+ -0, HHEHICK o CHFMB222rN0k 7D LB

b b, MAS-MRI [ % T excellent #f & ZFfli & 1L 72 # © E By
F W2 82 % (£5.8) T, excellent U o #F (¥ HEE 66.3
m(£11.9) t HEBELCAHB CLEWM T o203, & E N
25 D FEHME AR W2 ®» MAS-MRI I8 B3w T X b B 2 IILE o
B2 fggchotEFE2ZLNDE, LV EMomMEHB O~
B IE Tl 3D MAS-MRI & # & 8l A T w 2 28, K 72 B g 2
SV RIS HA IS 2 2 EH B oA LETD D,

& B

-,
c

S0 HA I A% o] O 9B ik R I MAS-MRI %247 59 2 & © MCA o E 17
LEHMRBEEHOZHICERHAZBEHRIPE LN LR RE I N
Vi

MK oMK FHEE S XL EFFE LB CH&MEK I XA
W,



Z & Xk

1)Goyal M, Menon BK, Zwam WH, et al. Endovascular
thrombectomy after large-vessel ischaemic stroke: A meta-
analysis of individual patient data from five randomised
trials. Lancet 2016; 387:1723-1731

2) Saver,JL, Goyal M, Lugt A, et al. Time to treatment with
endovascular thrombectomy and outcomes from ischemic
stroke : a meta-analysis. JAMA 2016;316:1279-1288.

3) Nagahata M, Abe Y, Ono S, et al. Surface appearance of
the vertebrobasilar artery revealed on basiparallel anatomic
scanning (BPAS)-MR Imaging: its role for brain MR
examination. AJNR Am J] Neuroradiol. 2005; 26:2508- 2513.
4)Nagahata M, Hosoya T, Adach, et al :Basi-parallel
anatomical scanning (BPAS)MRI: A simple MRI technique
for demonstrating the surface appearance of

the intracranial vertebrobasilar artery. Nippon

acta radiologica 2003;63:582-584.

5) Shiota H, Oishi M, Kamei S.Diagnosis of vertebrabasilar
artery dissection wusing BPAS(Basi-parallel Anatomical
scanning )MRI. J of Nihon Univ.Med.Ass. 2010;69:73-74

6) Miyasaka Kazuo: Manual of Cerebrospinal Angiography.
First edition. Tokyo, Nankodo Co.,Ltd.,1997,45-46,78
7)Hayashi K, Takahashi N, Furuichi S, et al. Two cases of
cerebral aneurysm detected after recanalization of the
middle cerebral artery. No Shinkei Geka.1998;26:1103-1107
8)Saito N, Hayashi N, Ohkubo T, et al. Internal carotid
artery aneurysm visualized during successful endovascular
treatment of carotid embolism. AJNR Am ] Neuroradiol
2000;21: 546-548.

9) Torikoshi S, Akiyama Y. A Concealed intracranial
aneurysm detected after recanalization of an occluded vessel:

A case report and literature review. Intervent Neurol 2015;



4:90-95

10)Hayakawa M. Acute stroke thrombectomy:evidence and
indications. Clin Neurol.2019 ; 59:77-83

11) Nogueira RG, Lutsep HL, Gupta R, et al. Trevo versus
Merci retrievers for thrombectomy revascularisation of large
vessel occlusions in acute ischemic stroke (TREVO2): a
randomized trial. Lancet 2012; 380 :1231-1240.

12) Amano T, Sato M, Matsumaru Y, et al. Intra-arterial
contrasted Cone-beam computed tomography assessment of
vessels distal from occluded site in acute ischemic stroke
with major vessel occlusion. Neurol Med Chir 2017;57: 292-
298

13)Katsuno M, Kobayashi S.Diagnosis of vertebral artery
dissection with basiparallel anatomical scanning magnetic
resonance imaging. J] Nippon Med Sch.2011; 78:367-373
14)Miki Y. Brain MRI: differences between 3T and 1.5T.Clin
Neurol 2011;51:949-950

15) Hashemi RH,Bradley WG,]Jr.,Lisanti CJ: MRI The Basics
third edition, Tokyo Japan,2011,Medical sciences
international,ltd.344

16)Kiithn A L, Hou S Y, Spilberg G,et al.Visualizaion of a
small hidden intracranial aneurysm during endovascular
thrombectomy for acute MCA occlusion. J Vasc Interv
Neurol 2014;7:47-49

17) Hashi K. Is it appropriate to exclude patients with
unruptured intracranial aneurysms from the indication for
intravenous thrombolysis with rt-PA for acute cerebral
infarction? Jpn J Stroke 2008;30:72-76

18) Kuribara T, Haraguchi K,Ogane K,et al.3D-FIESTA
Magnetic Resonance Angiography fusion imaging of distal
segment of occluded middle cerebral artery. Neurol Med

Chir 2015;55:805-808



19) Kato Y, Dembo T, Takeda H, et al. Outer contour of
Middle cerebral artery revealed by sylvian vallecula-parallel

anatomic scanning-magnetic resonance imaging. Arch

Neurol. 2010;67:1278-1279

x o @i H

Table 1. Summary of the patients whose MAS-MRI could be
compared with <cerebral angiography. NIHSS: National
Institute of Health Stroke Scale

TICI: Thrombolysis in cerebral infarction

MAS-MRI: MCA Anatomical scanning-MRI

M1: Middle cerebral artery horizontal segment

ICA: Internal carotid artery

C1l: Supraclinoid segment

C3: Cavernous segment®’

Trevo: Trevo XP ProVue ( Stryker. Kalamazoo, MI,USA)
Solitaire: Solitaire Platinum (Medtronic)

ADAPT: A Direct Aspiration first Pass technique

Figure 1. 82-year-old female with sudden consciousness
disturbance and left hemiparesis.

A: MRA presents the right Middle cerebral artery(:MCA)
occlusion.

B: The Occluded MCA from the proximal to the distal side of
the MCA occluded point can be seen by MAS-MRI. Arrow
heads show the form of MCA.

C: 3D image of MCA Anatomical Scanning(: MAS)-MRI shows
the occluded MCA from the proximal to the distal three-
dimensionally. The arrow heads show the occlusion point.
D: The right internal carotid angiogram post thrombectomy.

Arrow heads show the recanalization point.



Figure 2. 77-year-old-male with repeated left hemiparesis
and dysarthria.

A: MRA presents the right MCA occlusion. The occlusion
point can be pointed out with arrow heads on MRA.B: It is
possible to see the total form of occluded M1(horizontal
segment) by MAS-MRI. The occluded MCA can be seen by
MAS-MRI. Arrow heads show the form of M1 from the
proximal side till the distal side of the occluded point. M1
was steeply descending. The part of blood vessel wall was in
contact with the brain, therefore the form of M1 was totally
invisible.

C. The right internal carotid angiogram shows M1 occlusion.
D. The right internal carotid angiogram shows recanalization
of the occluded vessel.

E.MRA post thrombectomy. Arrow heads show the

recanalization point.

Figure 3. 84-year-old female with consciousness disturbance.
A: MRA shows occlusions on both sides of the MCA with
arrow heads.

B: Bifurcation aneurysms on both sides of the MCA can be

seen on MAS-MRI. Arrow heads show aneurysms.

Fig.4. 89- year-old-male with consciousness disturbance and
right hemiparesis.

A: MRA on arrival shows left ICA occlusion. ICA can be
followed till ICA C1.

B: We could see the form of ICA bifurcation by MAS-MRI.
C: The left Internal Carotid Artery (ICA) angiogram shows
ICA occlusion.

D: The left ICA angiogram shows recanalization of the

occluded vessel.



E: MRA post thrombectomy.

Fig.5 54-year-old-male with consciousness disturbance, left
conjugate deviation and right hemiparesis.

A: MRA on arrival shows right M1 occlusion.

B: MAS-MRI shows the part of form of M1, though it might
be difficult to figure out the overall because a part of M1 1is
in contact with brain.

C: The left internal carotid angiogram shows M1 occlusion.
D: The left internal carotid angiogram shows recanalization
of the occluded vessel.

E: MRA post thrombectomy.



Comparison Comparison

NIHSS Occlusion  Classificatio ) Reperfusion with MAS-  with MAS- 3D MAS-
No. Sex Age ) ) Device . . TICI grade mRS
on arrival site n time(min) MRI MRI MRI
evaluatorl  evaluator2
Rt.M1 cardioemboli
1 M 73 23 . Trevo 15 2b excellent excellent — 4
proximal C
cardioemboli  Solitaire,
2 F 78 21 Rt.ICA C1 52 2b excellent excellent — 5
C Trevo
Lt.M1 atherothrom Trevo
3 F 76 16 18 3 good good — 6
proximal botic Solitaire
atherothrom
4 M 7 5 Rt.M1 distal ] Solitaire 25 3 good good — 0
botic
cardioemboli ADAPT
5 F 86 10 Rt.ICA C3 ) 13 3 excellent excellent — 3
c technique
Lt.M1 cardioemboli
6 M 54 20 ) Solitaire 19 3 good poor — 3
proximal c
atherothrom .
7 M 58 8 Rt.M1 ) Solitaire 26 2b good good — 0
botic
cardioemboli
8 M 89 22 Lt.ICA C1 Solitaire 24 3 excellent excellent — 1
c
) cardioemboli
9 M 84 22 Lt.M1 distal Trevo 50 3 excellent excellent + 3
c
Rt.M1 cardioemboli
10 F 82 22 ) Trevo 25 3 excellent excellent + 4
proximal c
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