THE:: .
INTERVENTIONALIST

Scientific Journal of Medical Intervention

nttps://doi.org/10.32896/ti.v3n1 JCYUJRINAL

elSSN 2785-8944
HmH“HN“MH““N “ https://theinterventionalists.com




Editorial Team

Editor in Chief
Ezamin Abdul Rahim - Department of Radiology, Hospital Pengajar Universiti Putra
Malaysia, Universiti Putra Malaysia, Malaysia

Managing Editor
Mohd Fandi Al-Khafiz Kamis - Department of Radiology, Hospital Pengajar Universiti Putra
Malaysia, Universiti Putra Malaysia, Malaysia
Anas Tharek - Department of Radiology, Hospital Pengajar Universiti Putra Malaysia,
Universiti Putra Malaysia, Malaysia

Editorial Board
Abdullah Mughir (Saudi Arabia)
Chandran Nadarajan (Malaysia)
Md Yuzairif Md Yusof (Malaysia)
Nur Yazmin Yaacob (Malaysia)
Jamalul Azizi Abdul Rahman (Malaysia)



EDITORIAL

On behalf of the editorial board of The Interventionalist Journal (T1J), I would like to extend
my deepest appreciation to the founder team, who had built the foundation of this journal.

The aim of The Interventionalist Journal is to provide and served as a platform for all clinicians
who are doing minimally invasive procedures to share their findings, expertise, innovations
and experiences at the regional and international significance. We envisaged being providing
a high-standard and evidence-based platform for publishing high impact publications.

I am humbly inviting each of you to actively participate and contribute to The Interventionalist
Journalas an author, reviewer, and reader.The Interventionalist Journal has a strong starting
point and | am confident that, we can eventually venture into new heights.

Sincerely,

Ezamin Abdul Rahim

MD, MMed Rad
Editor-in-Chief

The Interventionalist Journal
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ABSTRACT:

Background: Benign Prostatic Hyperplasia (BPH) is common in aging men with worldwide prevalence
at 20-62%, while Malaysian prevalence was 39.3% (2001) and increased at 8% per decade. In surgical
treatment of BPH, Trans-Urethral Resection of Prostate (TURP) remains the gold standard. Other
surgical options would mostly also require general anesthesia (GA). Therefore, more Local-Anaesthesia
(LA) based options should be made available for patients who are not fit or unwilling to be under GA.
Those currently available LA-based procedure has shown promising results including prostatic stents
and trans-urethral lifts, but have drawbacks due to being expensive, not widely available, less suitable
in median lobe enlargement or may cause complications including migration, overgrowth of prostatic
tissue or foreign-body related complications which may require GA for their treatment. Prostatic Artery
Embolization (PAE), initially an LA-based emergency treatment option for persistent life-threatening
hematuria from a bleeding BPH, now has been proven to be a safe elective treatment. In Malaysia this
novel technique was first reported in 2017 for treatment of post TURP intractable hematuria.



Methods and Material: We retrospectively evaluated all 13 catheter-dependent BPH patients in two
tertiary urology centres treated with PAE from April 2019 until December 2021 to assess post-treatment

efficacy.

Results: One patient failed removal of catheter within 3 months post-procedure but 12 out of 13 patients
safely got their catheter removed within 1-3 months and resulted in significant IPSS improvement.
Conclusion: PAE is a safe and effective treatment option for BPH patients of the Malaysian population

but needs prospective evaluation.

Keywords: Benign prostatic hyperplasia, prostate, embolization.

INTRODUCTION

Benign prostatic hyperplasia (BPH) is a common
condition in ageing men, the prevalence of which
increases with age. It is caused by the proliferation
of smooth muscle and epithelial cells in the
prostatic transition zone [1,2]. The worldwide
prevalence of symptomatic BPH is estimated to be
20-62%, with prevalence increasing after age 50
years [2]. In Malaysia, a prevalence study
conducted in 2022 showed that the prevalence of
symptomatic BPH in men aged 40 years and above
was 16.3%, while the prevalence in men aged 60
years and above was 23.9%.3 The prevalence is
increasing at a rate of 8% per decade and given the
increasing life expectancy of men in Malaysia,
which is currently 73.2 years, the number of
patients with this condition is also likely to
increase and will certainly burden our healthcare
system if more treatment options are not made
available [4].

Drug therapy is usually the first option
offered to patients with BPH. Surgical options
may be offered depending on the patient's
response to treatment, tolerance to potential side
effects, reluctance to take long-term medication,
or the extent of obstruction. Although there are
several surgical options, the main issue for BPH
patients is their age, as they are usually 50 years or
older and therefore at higher risk for surgery. The
surgical gold standard for BPH treatment is
transurethral resection of the prostate (TURP),
although open prostatectomy may be preferred for
larger prostates and less invasive enucleation of
the prostate is also a viable option. However, these

procedures require general anaesthesia, which
may not be suitable for all patients [4,5].

In view of this problem, several minimally
invasive treatment methods have been developed
that do not necessarily require general anaesthesia
and have shown promising results. These include
prostate stents and transurethral lifts. However,
these treatments insert a foreign body into the
urethral lumen and can lead to long-term
complications, such as migration or ingrowth of
prostate tissue [5-10]. Treatment of these
complications  usually  involves  general
anaesthesia. Therefore, the method of prostatic
artery embolization (PAE) was introduced to
avoid all the above complications and to achieve a
more permanent result [10,11]. Initially, the
development of PAE was simply a non-invasive
method of controlling severe life-threatening
bleeding. Mitchell ME et al. first reported on
transcatheter embolization in 1976 for the control
of severe haematuria [12]. PAE started as
nonselective embolization of internal iliac arteries,
then gradually embolization became more
selective [13,14].

The use of prostate artery embolization
(PAE) for the treatment of BPH began with an
animal study conducted by Darewicz J et al in
1984 [15]. The study involved angio-embolization
of 5 dogs with clinically enlarged prostates, which
resulted in improvement of the clinical symptoms.
This approach was later tested on a human patient,
when DeMeritt et al noticed an improvement in the
International Prostate Symptom Score (IPSS) after
performing PAE on a patient with unilateral
inferior vesical artery to control intractable



hematuria in 2000 [16]. Not only did the treatment
stop the hematuria, but it also improved the
patient's LUT symptoms. In 2010, Carnevale et al
performed PAE to treat acute urinary retention
(AUR) in 2 patients and noted a gradual
improvement in their LUT symptoms over a
follow-up period of up to 1 year [17]. The trial
became larger as Pisco et al treated 14 out of 15
LUTS patients in 2011, and 89 patients in 2013,
with promising long-term outcomes over a period
of up to 1 year [18]. Subsequently, an attempt was
made to compare PAE against the gold standard of
TURP. An RCT by Gao et al in 2014 demonstrated
that PAE and TURP had comparable outcomes
over a period of 2 years [19].

PAE involves cannulation of a peripheral
artery either in the femoral or radial and an angio-
catheter is introduced and advanced all the way
into the internal iliac artery. A micro catheter is
then advanced to enter the inferior vesical artery
and careful selection of the prostatic vessels is
performed, and microbeads are then delivered to
occlude the said vessels, permanently severing
arterial blood supply to the prostatic gland and
inducing ischemia. In summary, from first being
reported as a method to control persistent life-
threatening hematuria from a bleeding BPH, it was
subsequently refined by invention of micro-
catheters and finer embolic agents to become more
and more selective: from angio-embolizing the
internal iliac arteries then the inferior vesical
arteries and finally super-selectively the prostatic
arteries.  This advancement reduces the
complications of the procedure and increases
confidence in its ability to safely induce ischemia
and apoptosis of the prostate gland, reducing its
size and severity of the lower urinary tract
symptoms (LUTS). A few clinical trials have
already proven its safety and efficacy since its
inception [20-22].

This  technique, however, remains
relatively novel in the local context. The first
Malaysian case locally reported in 2017 was to
control hemostasis from a delayed intractable
hematuria post TURP [23]. This paper attempts to
retrospectively review the efficacy and safety of

PAE in treating catheter dependent BPH patients
in the Malaysian population, but in a larger sample
and up to a short 3 months evaluation. The
Urology Clinic at Hospital Serdang and Hospital
Pengajar Universiti Putra Malaysia (HPUPM)
provided data on patients who underwent PAE
treatment at a designated Interventional Radiology
(IR) centre of National Cancer Institute (Malaysia)
(NCIM) and HPUPM. Both centres have been
offering PAE services since 2019 and 2020,
respectively. After counselling on all available
options, patients who were deemed high risk or
preferred not to undergo general anesthesia were
offered PAE. A total of 55 BPH patients were
planned for PAE, mostly elderly patients who were
high risk for GA, but only 12 were managed to
undergo this procedure as 32 of them passed away
mostly due to the COVID-19 Pandemic, and the
remaining 10 are still waiting for their elective
dates as the country's healthcare system is still
recovering from the after-effects of COVID-19
Pandemic. The patients who were prioritized were
catheter-dependent patients, and all 13 patients
belong to this category.

We present a retrospective evaluation of
these 13 patients for the safety and effectiveness of
PAE in treating their BPH.

MATERIALS AND METHODS

This is a retrospective study. All BPH patients who
were treated at Urology Clinic of Hospital Serdang
and HPUPM from January 2019 until December
2021 who were of high risk to receive GA but were
indicated to receive surgical treatment.

Exclusion criterion:

PAE offered as secondary or adjunctive surgical
treatment for BPH, LUTS diagnosed with causes
other than BPH, and other prostate diagnoses
discovered in the course of treatment besides BPH.

DATA COLLECTION

The data of all these patients were retrieved
electronically from the patient registers of the
urology clinic of Serdang Hospital and HPUPM
and the following data were included.



1. Baseline demographic data, physical status
classification according to the American
Society of Anesthesiology (ASA), sexual
activity and reasons for PAE

2. BPH-related clinical parameters: Duration
of drug therapy before PAE, International
Prostate Symptom Score (IPSS) and
Quality of Life (QoL)  before
catheterisation, serial IPSS and QoL values
after PAE, uroflowmetry values for
maximal micturition velocity (Qmax).

3. Post voiding residual volume (PVR),
prostate size before and after the procedure
(estimated by ultrasound) and any
documented intra- or postoperative
complications.

Follow-up documentation of these patients 2
weeks, 1 month and 3 months after PAE was
reviewed, considering the success of the trial

Age

without catheter (TWOC) performed at these
intervals as standard practice in these institutions.

RESULTS

Regarding age, the patients were men aged 66 to
87 years with an average age of 75.4 years. All
patients belonged to the elderly group, which is to
be expected in BPH patients with high risk of
surgery, as BPH only occurs after the age of 50 and
advanced age is usually associated with more
concomitant diseases. As Malaysia is a
multicultural country, the patients were composed
of men from the 4 main ethnic groups: 7 Malays
(53.8%), 3 Indians (23.1%), 2 Chinese (15.4%)
and 1 Punjabi (7.7%).

As expected, all patients had a higher risk of
getting GA, with 9 falling in the ASA 4 category
and 4 in the ASA 3 category. All of them opted for
PAE after counselling for this reason. All of them
also admitted that they were not sexually active.

Graph 1: Age distribution of BPH patients who underwent PAE from January 2019 to December 2021

in both IR centers (66-87, mean=75.4)
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Chart 1: Ethnic distribution of BPH patients who underwent PAE from January 2019 to December 2021
at both IR centers.
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Chart 2: ASA Physical Status Classification Class distribution of BPH patients who underwent PAE
from January 2019 to December 2021 in both IR centers.

Duration of Medical Therapy pre PAE months. All have received combination therapy of
All 13 patients received medical therapy from 1 to alpha blockers with 5-alpha reductase inhibitors
18 months but were treated for an average of 6.2 (5ARI). After catheterisation and failed episodes



of TWOC, all these patients were treated with
5ARIs only and the alpha blockers were
discontinued.

Pre-Catherization IPSS and QoL versus Post
PAE IPSS and QoL

All 13 patients were catheterised and the IPSS
documented before catheterisation showed
moderate to severe IPSS with a score of 18 - 26
(mean 23). We could not determine the IPSS score
when the patients were catheterised as the
assessment would have been invalid. The QoL

B Fre Catheterization IPSS

score also indicated that they were troubled by
symptoms, with a score of 4-5 (mean 5.2). In 12 of
13 patients in whom the catheter was successfully
and safely removed 3 months after PAE, the IPSS
decreased significantly to 4-16 (mean 11). This
reduction in IPSS was analysed with a paired t-test
and the two-sided P-value is less than 0.0001. The
same applies to quality of life before and after
PAE, where quality of life after PAE had a score
of 1-6 (mean 1.8) and the difference in comparison
is also statistically significant (two-sided P-value
is less than 0.0001).

B Fost-op IPSS 2 months

0 10

Graph 2: Comparison of IPSS Score Pre-Catheterization (Pre PAE) and Post TWOC (Post PAE) of BPH
patients who underwent PAE from January 2019 to December 2021 at both IR centers

Pre and Post PAE Prostate Volume

Prostate volume before PAE ranges from 49.2 -
218 (mean 96.48) and after PAE the volume is
reduced to a range of 18 - 96 (mean 46.77). The
reduction is again calculated by a paired t-test,

which gives a two-tailed P-value of less than
0.0001. This reduction occurs regardless of the
fact that one patient failed the TWOC test. This
patient also had a reduction in prostate volume
after PAE from 88 ml to 52 ml.
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Graph 3: Comparison of Prostate VVolume in mls before and after (at 3 months) PAE by Trans-

Abdominal Ultrasound Estimation.

Post PAE TWOC, Qmax and PVR at 3 months
The most important result of the PAE is that in 12
out of 13 patients the catheter could be safely
removed (acceptable Qmax of more than 10 and
PVR of less than 100 according to TWOC) and
this parameter itself was statistically significant
(the two-sided P-value is less than 0.0001).

Qmax 3 months after PAE in all 12 patients
with successful TWOC ranged from 10.7 to 16.3
(mean 12.5) and PVR 3 months after PAE ranged
from 0 to 87 ml (mean 29.8 ml). As all patients
were catheterised, Qmax and PVR values before
PAE are not available (values before
catheterisation are considered irrelevant for
comparison in this review). Regarding adverse
events or complications, none were documented in
all 13 patients.

DISCUSSION

BPH is closely related to the ageing process in men
and can cause significant morbidity due to LUTS
and associated complications. Studies have shown
that the prevalence of BPH increases with age,
with a prevalence rate of approximately 8% in the
4th decade of life and 80% in the 9th decade of life
[2,4]. In Malaysia, the prevalence of BPH was
found to be 41.7% in men in their 50s and 65.4%

in those over 70 years of age. The prevalence of
BPO in this study was 15.8% and the cohort of 13
patients was between 66-87 years old [3,24].

PAE is a relatively new treatment for BPH
but has been shown to be effective internationally.
Although relatively safe and effective, the gold
standard TURP is still superior. Recent studies
comparing PAE and TURP have shown that TURP
produces better and faster results. The only
advantage of PAE over TURP is the preservation
of sexual function, which may not be relevant for
patients who are not sexually active [19, 25, 26].
However, the main advantage of PAE is its
suitability for patients who are at high risk for GA.
This retrospective evaluation showed that PAE
successfully led to TWOC in 12 of 13 patients, and
even in the patient with an unsuccessful TWOC, a
significantly reduced prostate size may indicate
that a subsequent TWOC attempt could be
successful.

Another aspect of the discussion on PAE is
that it requires a relatively steep learning curve for
interventional radiologists. PAE requires formal
training in high volume centres to minimise the
possibility of non-target embolization [27]. This
study aims to stimulate a prospective evaluation of
PAE with a larger sample size to better represent



the niche of BPH patients who do not have GA -
based surgical options due to their underlying
comorbidities. A better conducted prospective
study will not only provide insight into the
Malaysian population's response to PAE, but also
assess the ability of the healthcare system,
urology, and interventional radiologists to deliver
this novel service safely and effectively.

CONCLUSION

PAE is a promising, safe, and effective treatment
option, especially for patients who are at high risk
for GA surgical treatment options. However,
further prospective studies are needed to evaluate
this in the context of patients from the Malaysian
population.
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ABSTRACT:

Pelvic congestion syndrome (PCS) is a chronic condition that mainly affects female. We report a case
of long-standing chronic lower abdominal pain caused by pelvic congestion syndrome, which is often
underdiagnosed, and discuss the imaging findings. The patient was treated endovascularly with an [lUD
and lipiodol glue.

Keywords: Pelvic congestion syndrome, CT, Computed Tomography, Embolization, Coiling, lipiodol
glue.

INTRODUCTION Making the diagnosis of PCS s
Pelvic congestion syndrome (PCS) is a challenging because of the non-specific clinical
chronic condition that primarily affects women presentation, and usually the diagnosis of PCS is
[1]. The American University of Obstetriciansand  made later, after several investigations have been
Gynaecologists has given a detailed definition of  performed on the patient. Treatment of PCS is by
PCS: 'Non-cyclical pain lasting 6 or more months  endovascular embolization of the diseased vein
localised in the pelvis, anterior abdominal wall at  causing the venous congestion [5]. We have a case
or below the umbilicus, lumbosacral back, or to discuss; a lady who had several underlying
buttocks. The pain is severe enough to cause diseases was examined several times without any
functional disability or require medical treatment, relief from her chronic pelvic pain. She was
taking into account localisation and comorbidity  diagnosed with PCS and underwent embolization
[2]. Symptoms may worsen with prolonged of the gonadal veins and showed marked
standing or in an upright position [3]. The improvement after the procedure.
aetiology of PCS is not only caused by the failure
of the mechanics of the venous system CASE REPORT
(missing/dysfunctional valves, venous kinks), but A 59-year-old woman with fibromyalgia and
hormonal imbalances have also been reported to  hypothyroidism complained of long-standing
play an important role in the development of PCS  chronic lower abdominal pain radiating to the hip
[4]. and perineum. Occasionally associated with lower
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back pain and altered bowel habits. There was no
history of pelvic or abdominal surgery. She had
been treated by other specialists: a rheumatologist,
a gynaecologist, an orthopaedic surgeon and a
colorectal surgeon who diagnosed uterine fibroid,
lumbar spondylosis and diverticular disease.
However, these diagnoses did not explain the pain
and despite treatment, the patient continued to
complain of persistent pain in the pelvic region.
Physical examination revealed no
significant abnormalities except for mild
tenderness in the suprapubic region. Blood tests
revealed no signs of infection. A contrast
examination was performed CT which showed
abnormally dilated and tortuous parauterine veins
(Figure 1). The venous dilatation extends to the
left gonadal vein with no junction causing the
congestion. A pelvic venogram was performed
which showed a lobulated abnormal venous lake
in the left hemipelvis draining into the left gonadal
vein and tributaries of the left and right internal
iliac veins (Figure 2). No arterial opacity or fistula
was seen. These features are consistent with a
venous malformation of the paraplexal vein. The
patient ~was treated with  endovascular
embolization using a coil and lipiodol glue as the
embolic agent, with the embolic agents targeted to
the centre of the venous malformation. After
embolization, the dilated left gonadal vein and the
inflows of the left and right internal iliac veins are
no longer opacified. At the outpatient follow-up
three months ago, the patient confirmed that the
symptoms had completely disappeared.

DISCUSSION

Pelvic congestion syndrome (PCS) is well
established to be caused by pelvic venous
insufficiency [1]. Nearly 40% of the thirty percent
of patients with chronic pelvic pain are due to PCS
[8]. The prevalence of chronic pelvic pain among
women aged 18 to 50 is about 43% in the whole
world population [9,10]. The aetiology is thought
to be due to various causes: valvular insufficiency,
venous obstruction and hormones. Obstruction or
sluggish drainage of the utero-ovarian and
salpingo-ovarian veins causes the patient to feel
pain due to the stretching of the veins, which in
turn leads to inflammation or obstruction of the
genital organs, which increases the pain in the
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viscera, skin or muscles that share common spinal
cord segments, resulting in what is known as
viscero-visceral hyperalgesia [5]. Two anatomical
findings that may lead to PCS: Ovarian vein reflux
and varicose veins of the pelvis. Some patients
may present with either condition and may also be
asymptomatic. Primary pelvic insufficiency
includes congenital or acquired ovarian vein
insufficiency from non-obstructive  causes.
Secondary pelvic insufficiency can be caused by
conditions such as nutcracker syndrome or May-
Turner syndrome, in which the outflow of the
ovarian or pelvic veins may be obstructed [1,8].

PCS consists of anatomic and physiologic
abnormalities of the venous system or known as
venous insufficiency along with clinical
symptoms [6]; classically being chronic, non-
cyclic pelvic pain or feeling of heaviness
exacerbated by prolonged standing as well as
closely related with urinary  urgency,
dysmenorrhoea, dysparenia and pelvic or lower
extremities insufficiency [6,7]. Pelvic varices may
also develop as a result of slow flow,
inflammation, thrombosis and insufficiency in
which patient can be asymptomatic [12]. Venous
malformations in the pelvis are typically
associated with insufficiency of the ovarian vein
and is very rare [15].

The diagnosis of PCS was made only after
a venogram, the gold standard for detecting PCS.
The diagnosis was also made by a contrast-
enhanced examination CT, which revealed a
lobulated venous lake suggestive of venous
malformation. As a rule, the diagnosis of PCS is
not always considered in the work-up of chronic
pelvic pain in the absence of specific clinical
symptoms and can only be made after other causes
of chronic pelvic pain have been ruled out. As it is
challenging to clarify the causes of chronic pelvic
pain, most patients are often not referred for
appropriate investigation and follow-up [15].

Embolization of dilated and/or refluxing
gonadal and iliac veins shows promise for
relieving pain symptoms in PCS patients. There
are publications with consistent evidence that
embolization is effective and has a low
complication rate with a high technical success
and a recurrence rate of 8% [15]. One study in the
gynaecology literature reports that the technical



and clinical success rate is 100%, which indirectly
supports embolization for PCS. The American
Venous Forum has also updated its current
guideline - ovarian vein embolization is a
treatment for PCS.

CONCLUSION

To date, only one case of pelvic congestion
syndrome secondary to pelvic vein malformation
has been published. PCS is a rare condition with a
non-specific clinical presentation, making it a real
challenge for the physician to diagnose PCS.
Proper examination, follow-up and imaging are
essential to make the diagnosis of PCS.
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Figure 1: Maximum Intensity Projection (MIP) of contrasted CT Abdomen.
a. Axial view - enlarged tortuous parauterine veins (black arrows).
b. Coronal view - dilated and engorged left ovarian veins (red stars).
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Figure 2: Digital Subtraction Angiography (DSA) of the parauterine veins.

a. Abnormal venous lake in the left hemipelvis (Thin arrows). The left ovarian vein is also dilated (Thick
arrows).

b. Embolization performed using coils and glue (red star). The embolization material was targeted at

the abnormal venous lake where the adjacent veins are draining into centre of the venous
malformation.
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ABSTRACT:

The article briefly discusses the association of middle cerebral artery fenestration and stroke.

Keywords: Middle cerebral artery fenestration, stroke.

NARRATIVE

A 69-year-old patient with diabetes mellitus was
admitted with acute signs of ischemic stroke. He had
right-sided hemiplegia (upper and lower limb strength
0), aphasia and facial asymmetry. Neglect was also
present on the affected side. The patient had a good
premorbid condition; modified ranking score of 0. The
left internal carotid artery was not visible on the MRI
image (Figure 1).

MRI showed that the left ICA could not be visualized
in its entire length. The left M1 was smaller and the left
M2 upwards could not be visualized well. Mechanical
thrombectomy was performed. On initial angiographic
examination, we found that there was fenestration of
the left M1 (Figure 2). The anterior communicating
artery (ACOM) supplied the contralateral left anterior
cerebral circulation. Angiography did not reveal any
thrombus along the left MCA. It was likely that the clot
had dissolved before angiography. This was probably
due to Tenecteplase, a potent recombinant tissue
plasminogen activator. This drug is relatively "new"
for patients with acute stroke. The safety and efficacy
doses are comparable to those of alteplase [1].

A fenestrated middle cerebral artery (MCA) is a rare
anatomical variant with an angiographic and
anatomical incidence of less than 5% [2]. Fenestration
of a vessel means that the lumen of an arterial segment
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is divided into two or more distinct but parallel tubular
channels. These channels are lined by endothelium.
We believe that fenestration of the left MCA may have
caused a change in flow dynamics. We hypothesize
that in the presence of MCA fenestration, there is a
higher risk of thrombus formation, especially in an
atherosclerotic diseased artery. The difference in
calibre between the two legs of the fenestration could
increase the risk of thrombosis in this case, as a
velocity gradient is created leading to slower flow in
both channels.

On angiography, we failed to recanalize the left ICA.
The 0.021-inch microcatheter was unable to pass
through the left ICA occlusion. The attending
interventionalist noticed that the texture of the
"thrombus™ was quite hard. We therefore suspected
that this occlusion was a chronic event rather than an
acute occlusion.

Although it was not possible to recanalize the left ICA,
the patient's condition improved - the NIHSS (National
Institutes of Health Stroke Scale) score improved from
8 on admission to an NIHSS score of 1 at discharge.
This improvement of NIHSS score is probably due to
dissolved clot after Tenecteplase was given.
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Figure 1: MRA showing smaller left M2 branches (arrowhead). The left MCA is also smaller in calibre compared
with its contralateral side (thin arrow). The left ICA is not visualized (red line).
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Figure 2: Angiographic image showed a fenestrated M1 segment of the left middle cerebral artery (thick black
arrow). Total occlusion of the left ICA was seen; only the terminal end of left ICA is seen (thin black arrow).
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