
J Clin Neurol. 2008 Jun;4(2):67-74. English.
Published online June 20, 2008.  https://doi.org/10.3988/jcn.2008.4.2.67

Copyright © 2008 Korean Neurological Association



Intracranial Hemodynamic Changes During Adult Moyamoya Disease Progression

Hyun-Jeong Kwag,aDong-Wook Jeong,bSuk Hoon Lee,bDae Hyun Kim,a
 and Jei Kim[image: image]a


aDepartment of Neurology, Hospital and College of Medicine, Chungnam National University, Daejeon, Korea.

bDepartment of Information and Statistics, College of Natural Science, Chungnam National University, Daejeon, Korea.

[image: image]Address for correspondence: Jei Kim, MD, Department of Neurology, Chungnam National University Hospital, 640 Daesa-dong, Jung-gu, Daejeon, 301-721, Korea. Tel: +82-42-280-7805, Fax: +82-42-252-8654, Email: jeikim@cnu.ac.kr

Received December 17, 2007; Accepted  May 21, 2008.
This is an Open Access article distributed under the terms of the Creative Commons Attribution Non-Commercial License (http://creativecommons.org/licenses/by-nc/3.0) which permits unrestricted non-commercial use, distribution, and reproduction in any medium, provided the original work is properly cited.


Abstract
Background and purposeThis study evaluated the changes in blood flow velocity in the anterior and posterior intracranial circulations according to the progression of moyamoya disease in adult patients.

MethodsWe evaluated Suzuki's angiographic stage and mean blood flow velocity (MBFV) changes in intracranial vessels from both sides in 19 adult moyamoya patients. We then analyzed the linearity of MBFV changes from early to late moyamoya stages in each intracranial vessel using piecewise linear regression models.

ResultsThe MBFV in the middle cerebral artery, terminal internal carotid artery, and anterior cerebral artery increased non linearly until stage III, and then decreased progressively up to stage VI. The ophthalmic artery also showed nonlinear velocity changes, with an increase in MBFV up to stage IV, followed by a decrease in MBFV up to stage VI. The MBFV of the basilar artery increased linearly from a normal velocity at an early moyamoya stage to a stenotic velocity at a late stage. There was no statistically significant regression model for the relationship between the MBFV in the posterior cerebral artery and moyamoya stage.

ConclusionsThe nonlinear and/or linear MBFV changes associated with variable intracranial vessels might be useful in initial and follow-up evaluations of different stages of moyamoya disease.
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INTRODUCTION
Moyamoya disease is a vaso-occlusive disorder characterized by progressive luminal narrowing and the eventual disappearance of the terminal internal carotid artery (ICA) of the anterior circulation.1 Abundant collaterals develop simultaneously from the posterior intracranial circulation with progressive depletion of blood flow of the anterior circulation. Subsequent remodeling of the intracranial hemodynamic status is therefore expected as a result of the progressive luminal narrowing of the anterior intracranial circulation and collateral development in the posterior circulation.
Previous studies have demonstrated that the flow velocity changes with advancing moyamoya stage. The flow velocity of the middle cerebral artery (MCA) decreases as the disease progresses from an early stage to a late stage.2 The normal flow velocity of early-stage moyamoya disease increases to a stenotic velocity in the middle stage of the disease, and then finally decreases in the late-occluded stage of moyamoya disease.3 However, previous studies have only focused on the MCA or have only used a simple classification based on magnetic resonance angiography (MRA) into three stages for moyamoya patients.
To more clearly understand the stage-specific hemodynamic changes that develop in the intracranial vessels of patients with moyamoya disease, we compared changes in the blood flow velocities of variable anterior and posterior intracranial vessels according to the conventional angiographic stages of the disease.

MATERIALS AND METHODS
1. Subjects
We initially included 28 consecutive moyamoya disease patients who had been admitted to the Department of Neurology, Chungnam National University Hospital, Daejon, Korea. We reviewed the magnetic resonance imaging (MRI) data, transfemoral cerebral angiography (TFCA) data, and clinical and laboratory findings in these patients. We excluded any patient who was younger than 20 of age or who potentially had quasi-moyamoya disease, including those with abnormal thyroid function, atherosclerotic changes in the intra- and extracranial vessels, vasospasm of subarachnoid hemorrhage and intraventricular hemorrhage, fibromuscular dysplasia, vascular malformations, or a history of oral contraceptive intake.4, 5 These criteria resulted in the inclusion of 19 adult moyamoya patients (9 males, 10 females; age, 42.3±12.4 years, mean±SD) in our analysis of cerebral blood flow changes (Table 1). Four of the included patients had unilateral development of moyamoya vessels.
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  Angiographic stages and initial magnetic resonance imaging (MRI) findings in adult moyamoya patients

M; male, F; female, None; no intracranial hemorrhage (ICH), intraventricular hemorrhage (IVH), lacune, or branch infarction, CI; cerebral infarction, MCA; middle cerebral artery, ACA; anterior cerebral artery, PCA; posterior cerebral artery, CR; corona radiata.






2. Angiographic staging of moyamoya disease
We modified Suzuki's classification to define the moyamoya stages in our patients.1 The original classification used all angiographic findings describing both small- and large-vessel status in each stage. The blood flow velocity detected by transcranial Doppler ultrasonography (TCD) is influenced mainly by the status of large vessel. Therefore, to simplify our comparison of the cerebral blood flow changes in the anterior cerebral circulation during the progression of moyamoya disease, we reduced the six stages of Suzuki's classification into five stages based on the large-vessel status of the anterior circulation (Table 2).1, 6 In brief, the mildly stenotic carotid fork of stage I and the peripheral vessel dilatation of stage II according to Suzuki's classification were combined to create stage I/II since these two stages are associated with similar MCA lumen characteristics. The angiographic findings associated with the carotid fork were simplified as follows: marked stenosis (stage III) of the MCA and anterior cerebral artery (ACA), disappearance of the MCA and ACA (stage IV), and disappearance of terminal intracranial artery (TICA) in the posterior communicating artery (stage V) or in the ophthalmic artery (OA; stage VI). Although progressive luminal and vascular changes in the posterior vertebrobasilar circulation have been noted in young moyamoya patients,7, 8 the adult moyamoya patients included in our study showed good collateral flows from the posterior circulation without luminal narrowing in the basilar artery (BA). Therefore, we did not consider the vessel status of the posterior circulation in our moyamoya stage classification.
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  Classification of progressive structural changes in the terminal internal carotid artery (ICA) in moyamoya disease




3. TCD evaluation
All patients underwent TCD within 7 days after a TFCA examination using a 2-MHz range-gated and pulsed Doppler instrument (TC 4040, Nicolet/EME). The hemodynamic status in the anterior intracranial circulation was evaluated by measuring the mean blood flow velocities (MBFVs) in the bilateral MCA (at a depth of 55 mm), ACA, TICA, OA, and siphon region of the ICA (ICA-siphon). For the posterior circulation, the MBFVs in the bilateral posterior cerebral artery (PCA) and BA (at a depth of 100 mm) were examined. Finally, Doppler signals from six vessels in three patients with moyamoya stage 3 or 4 were not obtained (one ACA and one PCA in case 2, two TICA in case 5, and one MCA in case 7), although the vessels were visible on TFCA. These six vessels were not included in the statistical analyses.

4. Statistical analyses
The continuous progression of moyamoya disease has been observed in clinical and angiographic follow-ups.9, 10 The progressive structural change from a normal diameter to marked stenosis, and then from stenosis to final disappearance are the anticipated nonlinear sequential hemodynamic changes in the MCA, ACA, and TICA. Furthermore, collateral blood flow should develop simultaneously from the posterior intracranial circulation as moyamoya progresses in the anterior circulation. Simple or multiple linear regression analyses are usually used to examine the significance of a linear regression line that has no changing point. Thus there are limitations to the use of linear regression analyses in evaluating the statistical significance of nonlinear regression lines. Piecewise regression analysis has been used to evaluate the statistical significance of nonlinear regression lines that have changing points.11 We used piecewise linear regression models to investigate whether linear or nonlinear changes in hemodynamic slope occur with the progression of moyamoya disease. Although the present moyamoya stages defined by imaging findings are not separated by equal intervals, for the regression analysis we assumed that the progression of moyamoya stages was equally spaced from stage I/II to stage VI. The piecewise linear model determines whether the initially increasing slope of the MBFV changes to a decreasing slope at a particular stage during the progression of moyamoya disease. The model is as follows:
MBFV=a+b1×stage+b2×(stage-κ)×dummy,
where a, b1, and b2 are regression coefficients, "stage" is the stage of moyamoya disease, κ is the knot value (i.e., the moyamoya stage at which the slope changes), and "dummy" is the dummy variable (1 if stage>κ, 0 otherwise).
The piecewise linear regression model was fitted to identify the knot point in each vessel, which is the stage at which the linearity of the slope transitions from increasing to decreasing. Among all the linear and nonlinear piecewise models using different stages as the knot value, we chose the model having the lowest p and the highest R2 values as the most plausible model for a given intracranial vessel.


RESULTS
1. MBFV changes in the anterior circulation
In total, we used 38 angiographic and TCD observations (4 at stage 0, 3 at stage I/II, 9 at stage III, 14 at stage IV, 3 at stage V, and 5 at stage VI) to assess the bilateral anterior circulation in 19 patients, and analyzed the MBFV changes associated with the progression of moyamoya disease (Table 1). Based on MRI findings, cerebral infarctions, intracerebral hemorrhage, and intraventricular hemorrhage in the brain parenchyma were observed in 68%, 5%, and 5% of patients, respectively (Table 1). No significant parenchymal lesions were noted in 16% of patients on initial MRI workups.
The carotid fork region showed nonlinear hemodynamic changes with progressing moyamoya stages. The following piecewise linear regression models for MCA (p<0.0001, R2=63%), TICA (p=0.0001, R2=42.70%), and ACA (p<0.0001, R2=52.60%) showed the best fits with the knot point at stage III:
MCA=56.8+23.6×stage-60.4×(stage-2)×dummy
TICA=62.4+16.7×stage-42.6×(stage-2)×dummy
ACA=44.8+21.4×stage-49.4×(stage-2)×dummy
The MBFV of the vessels insidiously increased to a marked stenotic velocity at stage III, and then the velocity progressively decreased to 0-20 cm/s at stage VI (Fig. 1).
[image: Figure F1 ]Figure 1

  Best-fit piecewise linear regression models for hemodynamic changes in the anterior intracranial circulation at the carotid fork region. There were significant piecewise linear models for the relationship of the middle cerebral artery (MCA) (p<0.0001, R2=63%) (A), anterior cerebral artery (ACA) (p<0.0001, R2=52.60%) (B), and terminal intracranial artery (p=0.0001, R2=42.70%) (C) with the knot point at stage III.



The following nonlinear regression model for OA (p=0.0002, R2=40.20%) showed the best fit with the knot point at stage IV:
OA=16.1+4.7×stage-13.8×(stage-3)×dummy
The MBFV of the OA gradually increased to a stenotic velocity at stage IV, and then progressively decreased to the final stage, at which point the velocity was slightly lower than the normal velocity (Fig. 2A). The linear regression model for the ICA-siphon (p=0.0163, R2=15.10%) with no knot point at any moyamoya stage was
[image: Figure F2 ]Figure 2

  Best-fit piecewise linear regression models for hemodynamic changes in the (ophthalmic artery) OA and the siphon region of the internal carotid artery (ICA-siphon). There were significant piecewise regression models for the OA (p=0.0002, R2=40.20%) (A) with the knot point at stage IV, and for the ICA-siphon (p=0.0163, R2=15.10%) (B) with no knot point in any moyamoya stage.



ICA-siphon=67.9-6.6×stage
In the ICA-siphon, the MBFV gradually decreased from a normal MBFV at stage 0 to a lower velocity at stage VI. However, the MBFV of the ICA-siphon decreased to below the normal range at the final stage VI (Fig. 2B).

2. MBFV changes in the posterior circulation
To evaluate collateral flows developing from the posterior circulation, we analyzed the linearity of the MBFV changes in the PCA and BA as the disease progressed. The PCA showed an increased MBFV at stages III and IV and a decreased MBFV at stages V and VI. However, neither linear nor nonlinear models could be significantly fitted to explain the changes in MBFV (Fig. 3B).
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  Best-fit piecewise linear regression models for hemodynamic changes in the posterior intracranial circulation. There was no significant piecewise linear model for the PCA in advanced moyamoya stages (A), and there was a continuously increasing linear regression model for the basilar artery (BA) (p=0.0009, R2=48.90%) (B) with no knot point in any moyamoya stage.



It was difficult to relate the hemodynamic changes from a single BA in a patient with bilateral moyamoya stages in the anterior circulation. We therefore first combined the bilateral moyamoya stages of anterior circulation from each patient, and then analyzed the linearity of the MBFV changes in the BA using the 19 combined moyamoya stages. The linear regression model for BA (p=0.0009, R2=48.90%) with no knot point for any moyamoya stage was
BA=43.3+14.0×combined-stage
The MBFV of the proximal and distal BA continuously increased from stage 0 to VI. At stages III and IV the MBFV increased to a stenotic velocity. At the final stage VI, the MBFV of the BAs was higher than the stenotic flow velocity observed in earlier stages (Fig. 3A).


DISCUSSION
In this study, we observed the sequential intracranial hemodynamic changes that develop with the progression of moyamoya disease. Although various hemodynamic changes12, 13 and subsequent hemodynamic changes in intracranial vessels2, 3 have been reported for moyamoya disease, those studies did not describe stage-specific hemodynamic changes that develop simultaneously in the posterior intracranial circulation as moyamoya disease advances. Furthermore, some studies have used mixed hemodynamic data obtained from children and/or adult moyamoya patients,2 or used mixed MRA and/or conventional angiographic data.3 To avoid the limitations of these previous studies, we documented the sequential hemodynamic changes that developed in the anterior and posterior intracranial circulations in adult moyamoya disease as detected by conventional angiography.
Functional hemodynamic evaluations using positron-emission tomography, single-photon-emission computed tomography, and xenon-inhalation studies have aimed at understanding changes in intracranial hemodynamics.6, 14, 15 The reconstruction of peculiar and small vascular networks after large-vessel changes might be important for maintaining global cerebral circulation in moyamoya patients.1 However, the structural changes in the large vessels in the carotid fork - rather than in the small pial or basal moyamoya vessels - might have the greatest effects on TCD evaluations at different stages of moyamoya disease. Therefore, we used a classification system based on changes in the status of large vessels during the progression of moyamoya disease. Previous studies have employed several moyamoya classifications to define the progressive structural changes in moyamoya vessels using conventional angiography and MRA.1, 3, 8 For a more practical evaluation of hemodynamic changes in moyamoya disease, we combined stages 1 and 2 in Suzuki's classification to create five simpler stages.
We expected to see nonlinear hemodynamic changes resulting from the sequential structural changes associated with the progression from a normal diameter to marked stenosis, and ultimately to the disappearance of the terminal ICA. We also expected that the development of collateral flows from the posterior circulation would coincide with the start of anterior moyamoya changes. The piecewise linear regression model is an appropriate statistical method for confirming the presence of significant linear or nonlinear hemodynamic changes that develop in intracranial vessels as moyamoya disease progresses. Combining observations of linear and nonlinear MBFV characteristics in variable intracranial vessels might be useful for assigning a hemodynamic status to each moyamoya stage (Fig. 4). The early stage I/II did not show a unique pattern of hemodynamic changes, in that all the tested vessels had already started to change. In stage III, the stenotic MBFV peaked in the MCA, ACA, and TICA, and the MBFV of the BA and OA started to increase linearly. Stage IV showed a peak stenotic MBFV in the OA, whereas the peaked stenotic MCA, ACA, and TICA velocities had decreased back to their normal levels. The discrepancy between the high MBFV of the BA and the low MBFV of the MCA, ACA, and TICA was greater at stage V than at the previous stages. The MBFV of the OA and ICA-siphon decreased to near-normal levels. At the final stage VI, the MBFV of the MCA and ACA decreased to near zero, and the BA showed the highest velocity. Even though the OA and ICA-siphon showed the lowest MBFV at stage VI, the levels were only slightly lower than normal. Therefore, although TFCA is considered the gold standard for the diagnosis and follow-up of moyamoya disease,16 our analysis of the unique hemodynamic characteristics at different moyamoya stages might be a useful tool for supporting suspected moyamoya disease, as well as for measuring the progression of moyamoya disease after an initial diagnosis.
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  Combined non linear and linear hemodynamic changes in the intracranial circulation during moyamoya disease progression. The linear or nonlinear changes in the mean blood flow velocity (MBFV) observed in each vessel were adjusted according to the criteria for stenotic and markedly decreased MBFV for each examined vessel. 'Stenosis' means an MBFV exceeding the upper limit of the normal range for each examined vessel. 'Marked decrease' means an MBFV of lower than the lower normal limit for each examined vessel.



In the evaluation of the posterior circulation of our moyamoya patients, only the BA showed a linear increase in flow velocity. The PCA showed no significant linear or nonlinear hemodynamic changes associated with moyamoya progression, which might be due to anatomical variations. In some moyamoya patients, the PCA arises from or communicates significantly with the ICA via a posterior communicating artery, as observed with the normal variation of the circle of Willis. The communication of the PCA with the ICA becomes more prominent in the later stages of moyamoya disease. The hemodynamic status of the PCA could indicate collateral development in the posterior circulation via the PCA in some moyamoya patients who have a typical circle of Willis. However, the hemodynamic changes in the PCA could also be related to collateral development from the anterior circulation in moyamoya patients who have a prominent posterior communicating artery. Therefore, the observed hemodynamic changes in the PCA might not truly reflect the stage-specific changes developing in the posterior circulation of moyamoya patients. Although more hemodynamic and anatomical observations are needed to accurately determine collateral developments from the anterior and posterior circulations in moyamoya patients, the present results suggest that the BA is more useful than the PCA for evaluating the collateral development in the posterior circulation as moyamoya disease advances.
Bilateral ICA occlusion associated with variable stroke risk factors is a rare cerebrovascular disease entity.17, 18 It has been suggested that the posterior vertebrobasilar system is the main collateral source for maintaining a normal cerebral blood flow at rest.17 However, the natural history of rearrangements of the cerebral hemodynamic status in both carotid artery occlusions is poorly understood. The present analysis of MBFV changes in the anterior and posterior circulations associated with the stages of moyamoya disease provides data to explain the hemodynamic changes correlated with the disappearance of the bilateral anterior circulations.


References
	
      
        Suzuki J. 
        Takaku A, 
      
      Cerebrovascular "moyamoya" disease. Disease showing abnormal net-like vessels in base of brain. 
      Arch Neurol 
      1969;
      20
      :288.
      
    
[image: image][image: image]
	
      
        Takase K, 
        Kashihara M, 
        Hashimoto T, 
      
      Transcranial Doppler ultrasonography in patients with moyamoya disease. 
      Clin Neurol Neurosurg 
      1997;
      99
       Suppl 2
      :S101.
      
    
[image: image]
	
      
        Lee YS, 
        Jung KH, 
        Roh JK, 
      
      Diagnosis of moyamoya disease with transcranial Doppler sonography: correlation study with magnetic resonance angiography. 
      J Neuroimaging 
      2004;
      14
      :319.
      
    
[image: image][image: image]
	
      
        Yamauchi T, 
        Tada M, 
        Houkin K, 
        Tanaka T, 
        Nakamura Y, 
        Kuroda S, 
        et al. 
      
      Linkage of familial moyamoya disease (spontaneous occlusion of the circle of Willis) to chromosome 17q25. 
      Stroke 
      2000;
      31
      :930.
      
    
[image: image][image: image]
	
        Suzuki J, 
      In: Moyamoya Disease. Berlin: Springer-Verlag; 1983. pp. 143-185.

	
      
        Hoshi H, 
        Ohnishi T, 
        Jinnouchi S, 
        Futami S, 
        Nagamachi S, 
        Kodama T, 
        et al. 
      
      Cerebral blood flow study in patients with moyamoya disease evaluated by IMP SPECT. 
      J Nucl Med 
      1994;
      35
      :44.
      
    
[image: image]
	
      
        Miyamoto S, 
        Kikuchi H, 
        Karasawa J. 
        Nagata I, 
        Ikota T, 
        Takeuchi S, 
      
      Study of the posterior circulation in moyamoya disease. Clinical and neuroradiological evaluation. 
      J Neurosurg 
      1984;
      61
      :1032.
      
    
[image: image][image: image]
	
      
        Satoh S, 
        Shibuya H. 
        Matsushima Y, 
        Suzuki S, 
      
      Analysis of the angiographic findings in cases of childhood moyamoya disease. 
      Neuroradiology 
      1988;
      30
      :111.
      
    
[image: image][image: image]
	
      
        Kelly ME, 
        Bell-Stephens TE, 
        Marks MP, 
        Do HM, 
        Steinberg GK, 
      
      Progression of unilateral moyamoya disease: A clinical series. 
      Cerebrovasc Dis 
      2006;
      22
      :109.
      
    
[image: image][image: image]
	
      
        Kuroda S, 
        Ishikawa T, 
        Houkin K. 
        Nanba R, 
        Hokari M, 
        Iwasaki Y, 
      
      Incidence and clinical features of disease progression in adult moyamoya disease. 
      Stroke 
      2005;
      36
      :2148.
      
    
[image: image][image: image]
	
        Neter J, 
        Wasserman W, 
        Kunter MH, 
      In: Applied Linear Statistical Models. 3rd ed. Homewood: Richard D. Irwin; 1990. pp. 370-373.

	
        Fischer AQ. 
        Truemper EJ, 
      Pediatric applications: II. Cerebrovascular control and application to specific disease processes. In: 
        Newell DW
        Aaslid R, 
      , editors. Transcranial Doppler. New York: Raven Press; 1992. pp. 245-268.

	
      
        Muttaqin Z, 
        Ohba S, 
        Arita K, 
        Nakahara T, 
        Pant B, 
        Uozumi T, 
        et al. 
      
      Cerebral circulation in moyamoya disease: a clinical study using transcranial Doppler sonography. 
      Surg Neurol 
      1993;
      40
      :306.
      
    
[image: image][image: image]
	
      
        Fukui M, 
      
      Current state of study on moyamoya disease in Japan. 
      Surg Neurol 
      1997;
      47
      :138.
      
    
[image: image][image: image]
	
      
        McAuley DJ, 
        Poskitt K, 
        Steinbok P, 
      
      Predicting stroke risk in pediatric moyamoya disease with xenon-enhanced computed tomography. 
      Neurosurgery 
      2004;
      55
      :327.
      
    
[image: image][image: image]
	
      
        Fukui M, 
      
      Guidelines for the diagnosis and treatment of spontaneous occlusion of the circle of Willis ('moyamoya' disease). Research Committee on Spontaneous Occlusion of the Circle of Willis (Moyamoya Disease) of the Ministry of Health and Welfare, Japan. 
      Clin Neurol Neurosurg 
      1997;
      99
       Suppl 2
      :S238.
      
    
[image: image][image: image]
	
      
        AbuRahma AF. 
        Copeland SE, 
      
      Bilateral internal carotid artery occlusion: natural history and surgical alternatives. 
      Cardiovasc Surg 
      1998;
      6
      :579.
      
    
[image: image][image: image]
	
      
        Catala M, 
        Rancurel G, 
        Raynaud C. 
        Leder S, 
        Kieffer E, 
        Koskas F, 
      
      Bilateral occlusion of the internal carotid arteries. Analysis of a series of 19 patients. 
      Rev Neuro (Paris) 
      1995;
      151
      :648.
      
    






[image: Figure F1 ]Figure 1


  Best-fit piecewise linear regression models for hemodynamic changes in the anterior intracranial circulation at the carotid fork region. There were significant piecewise linear models for the relationship of the middle cerebral artery (MCA) (p<0.0001, R2=63%) (A), anterior cerebral artery (ACA) (p<0.0001, R2=52.60%) (B), and terminal intracranial artery (p=0.0001, R2=42.70%) (C) with the knot point at stage III.
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  Best-fit piecewise linear regression models for hemodynamic changes in the (ophthalmic artery) OA and the siphon region of the internal carotid artery (ICA-siphon). There were significant piecewise regression models for the OA (p=0.0002, R2=40.20%) (A) with the knot point at stage IV, and for the ICA-siphon (p=0.0163, R2=15.10%) (B) with no knot point in any moyamoya stage.
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  Best-fit piecewise linear regression models for hemodynamic changes in the posterior intracranial circulation. There was no significant piecewise linear model for the PCA in advanced moyamoya stages (A), and there was a continuously increasing linear regression model for the basilar artery (BA) (p=0.0009, R2=48.90%) (B) with no knot point in any moyamoya stage.
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  Combined non linear and linear hemodynamic changes in the intracranial circulation during moyamoya disease progression. The linear or nonlinear changes in the mean blood flow velocity (MBFV) observed in each vessel were adjusted according to the criteria for stenotic and markedly decreased MBFV for each examined vessel. 'Stenosis' means an MBFV exceeding the upper limit of the normal range for each examined vessel. 'Marked decrease' means an MBFV of lower than the lower normal limit for each examined vessel.
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  Angiographic stages and initial magnetic resonance imaging (MRI) findings in adult moyamoya patients

M; male, F; female, None; no intracranial hemorrhage (ICH), intraventricular hemorrhage (IVH), lacune, or branch infarction, CI; cerebral infarction, MCA; middle cerebral artery, ACA; anterior cerebral artery, PCA; posterior cerebral artery, CR; corona radiata.
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  Classification of progressive structural changes in the terminal internal carotid artery (ICA) in moyamoya disease
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