
 CASE REPORTS

Abstract
Intracranial arterial dissection or dissecting aneurysm
is relatively uncommon and usually involve the vertebro-
basilar system. Here we report a pediatric case of middle
cerebral artery dissection/dissecting aneurysm with sub
arachnoid hemorrhage and Sylvian fissure hematoma
on dominant side. After initial evacuation of hematoma,
we went for trapping and excision of dissection/dissecting

aneurysm followed by STA-MCA bypass. Patient
recovered fully from her neurological deficit. Probably
this is the first reported case of STA-MCA bypass in
Bangladesh.
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Introduction:
Intracranial aneurysms may be saccular and fusiform
types. Fusiform aneurysms are nonsaccular dilatations
involving the entire vessel wall for a short distance1,2,3

usually caused by dissection or atherosclerosis4. The
underlying pathologies are disorders of collagen and
elastin metabolism, infections and-very rarely due to
neoplastic invasion of the arterial wall 5. Fusiform
aneurysms have different underlying pathologies,
hemodynamics, anatomical distributions, natural
histories and treatments than do the saccular variety4.
Clinical presentation is due to occlusion, arterial rupture,
or a pressure effect. 

Intracranial fusiform aneurysms are rare and represents
only 3%-13% of all intracranial aneurysms1 and are

usually located in the vertebro-basilar system3,6.
Fusiform aneurysms in the anterior circulation remain
rare and occur mostly in the middle cerebral artery and
internal carotid artery4. There are some sporadic case
reports about the treatment of fusiform aneurysms1,4,5

Here we report a pediatric case of middle cerebral artery
dissecting aneurysm on dominant side. After initial
evacuation of hematoma, we went for trapping and
excision of dissection/dissecting aneurysm followed by
STA-MCA bypass.

Case Report:
A thirteen years old right handed girl presented with
history of headache, vomiting, alteration of level of
consciousness and right sided paralysis. On admission
her GCS score was E2V2M5=09 with right sided
hemiplegia (MRC grade-0). Emergency CT scan
showed left Sylvian fissure, insula and external
capsular zone hematoma with mass effect
(Figure1A,B&C). Through left temporo-parietal
craniotomy hematoma was evacuated. After operation
her GCS improved a little (E4V2M5=11) and remained
obtunded. Her hemiplegia remained unchanged. We
did CT angiogram of brain that showed a left sided
M3 fusiform aneurysm (Figure2A,B&C). Cerebral
DSA failed to show the aneurysm and distal part of
involved M3 and M4.But involved M3 and M4 was
visualized lately by retrograde flow from cortical
anastomosis (Figure2D).



A

We re-operated on her 10 days after hematoma
evacuation through the previously done craniotomy site.
After dural opening posterior ramus of Sylvian fissure
was exposed by arachnoid dissection. Insula, M3 and
M4 portions of MCA with aneurysm were identified.
Thrombosed fusiform aneurysm of M3 was found in
posterior part of Sylvian fissure. We trapped and excised
the aneurysm (there was some retrograde flow at the
distal part of the aneurysm) (Fig. 3A). Then by using
frontal branch of STA (which was already dissected out
and fashioned for microvascular anastomosis) a STA-
MCA bypass was made with in the involved distal M3
segment of MCA (Fig. 3B) using high magnification
under operating microscope. Dura was loosely closed

around the STA. Wound was closed in layers without
any drain.

On the first POD she became fully conscious with GCS
score-15. From 3rd post operative day (POD) her
hemiplegia began to improve (Fig. 4A). At the end of
two week she could walk with support and at the end of
three week she could walk without support. At the time
of discharge her higher psychic functions including speech
were normal and there was no nominal dysphasia. At the
end of three month after operation she returned to her
school. Histopathology report of excised aneurysm wall
failed to give any specific vessel wall disorder.
Postoperative MRA of brain (six month after operation)
showed patent STA-MCA bypass (Fig. 4B)

Fig.-1: Emergency CT scan of brain, serial axial sections (A,B&C) showing left Sylvian fissure, insula and external
capsular zone hematoma with mass effect.

Fig.-2 (A, B & C): CT angiogram of brain showing left sided M3 dissecting aneurysm(arrow marked). (D) Cerebral
DSA showing slow and late retrograde filling  of involved left distal M3 and M4 ( arrows marked) form cortical anastomosis.
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Discussion:
All fusiform aneurysms are spindle shape when
viewed from outside4,5. Conceptually, there is still
confusion as to the etiological,  clinical and
radiological features of fusiform aneurysms.
However, the classic dissecting aneurysm also has a
fusiform appearance5 and several authors have
recently reported the presence of fusiform aneurysms
caused by dissection1-4,7-10. Spontaneous fusiform
aneurysms are more often found in younger patients
1,2,3,4,10,11 and are more frequent in men 4,11.

Dissecting aneurysm can progress from a small focal
dilatation or vessel narrowing, to a relatively thick-
walled, tortuous dilatation and elongation of the artery.

Hemorrhage is the most common presentation in patients
with small lesions with focal dilatation, whereas
ischemic symptoms were the most common presentation
of patients with stenosis or vascular occlussion5. In our
case initial symptoms were due to hemorrhage but later
it could be assumed that symptoms were also due to
ischaemia from thrombotic occlusion of the involved
artery. Here during operation we found retrograde flow
from involved artery distal to aneurysm. That means
supplying area of that artery was just getting adequate
arterial flow1‘ for survival but not adequate for
functioning through cortical anastomosis. STA-MCA
bypass reinforced the arterial supply of the brain to
recover its functions.

Fig.-4:A-postoperative picture of patient in recovering stage of right sided hemiplegia. B-MRA of brain( 6 months
after operation) patient left STA-MCA bypass(a-anastomosis& STA)

Fig.-3: Peroperative pictures. A-excised dissecting aneurysm, B-STA-MCA (involved distal M3) bypass.
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Dissection has been proposed as the main underlying
cause of fusiform aneurysms and most commonly
involves the posterior circulation, especially vertebral
and basilar arteries3,4,7,8,10,11 Dissecting aneurysms can
originate in any regions of the anterior circulation, such
as the ICA5, MCA1,2,4,8,10 the ACA7,8,9,11 and rarely in
the anterior choroidal artery5. The MCA is the most
common4,12.  Various etiological factors for fusiform
aneurysms have been proposed, including
atherosclerosis, vessel dissection and association with
other diseases such as von Recklinghausen’s disease,
fibromuscular dysplasia, systemic lupus erythematosus
and various collagen-associated vascular diseases2,4,12.
An intramural thrombus that ruptures into the lumen
will cause a distal embolization and further expansion
of the intramural clot will lead to vessel occlusion4,5.
After occluding vessel by intramural clot, it can be
recanalized and enlarged the dissection both laterally
and longitudinally. Serpentine channel forms as disease
extends longitudinally, combined with varying degrees
of intraluminal thrombosis.   Treatment of fusiform
aneurysms should be based on the presence and type of
symptoms, the lesion size and location and the risk of
any accompanying intervention. Day et al.4 have
suggested guidelines for the treatment of patients with
dissecting aneurysms of the MCA. They recommend
that most small and some large focal dilatations,
especially those that are asymptomatic, should be treated
conservatively unless serial neuroimaging assessment
indicates significant enlargement over time. However,
the appearance of symptoms requires aggressive
intervention. Lanzino et al.9 and Nikawa et al.10 also
recommended conservative treatment in patients with
dissecting aneurysms without neurological deterioration
or recurrent SAH because of the possibility of
spontaneous evolution of a dissecting aneurysm.

   Day et al.4 and several other authors 6,7,9,11 recommend
that patients with stenotic or occlusive lesions presenting
with acute ischemic symptoms should be treated
conservatively. However, Kurino et al.13 reported a
patient with a dissecting aneurysm in the MCA who
presented with ischemic symptoms and who showed a
poor outcome after conservative treatment. They
recommend surgical revascularization distal to the

compromised artery. Consideration of aggressive
treatment with endovascular or surgical methods for
focal dilating fusiform aneurysms is recommended.5  
Several authors 4,10 recommended a proximal occlusion
or trapping with or without resection combined with
end-to-end anastomosis or EC-IC bypass
2,3,4,7,8,9,11,12,14. But some can be treated using encircled
aneurysm clips, such as the Sundt clip, by partial clipping
followed by wrapping if the aneurysm is not ruptured
case, and by occlusion of the aneurysm and parent vessel
with packing of the coils by an endovascular method.
Some authors 14   have reported that fusiform or
dissecting aneurysms can be treated using endovascular
methods. 
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