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Abstract:

Dissecting aneurysm of the intracranial arteries is uncommon and isolated dissection of middle cerebral
artery (MCA) is much rarer. Cerebral infarction is the usual presentation of MCA dissection in first two
decades, hemorrhagic manifestation being much rare. We describe a young male patient who presented
with acute onset headache and left sided hemiparesis due to acute intra-parenchymal hemorrhage. Digital
subtraction angiography finally revealed dissection involving M2 segment of right MCA as the possible
cause of intracerebral hemorrhage in this patient. This type of uncommon presentation of MCA dissection is

rarely reported before.
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Introduction

Stroke in a young has an increasing incidence now
a days. Hemorrhagic stroke in younger population
has varied etiologies. Dissecting aneurysm of
middle cerebral artery (MCA) is not so common.
It commonly manifests as cerebral ischemia and
hemorrhage is rather rare. MCA aneurysm rupture
and re-rupture has got a high mortality rate of
more than 60% within 2 years [1,2]. Our patient,
a non-hypertensive teen aged male presented with
acute intraparenchymal and minimal sub-arachnoid
hemorrhage and finally diagnosed as having
dissection of MCA by angiography.
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Case Report

A 17 years old non diabetic, non-hypertensive
male presented in the emergency department with
a history of acute onset severe headache followed
by weakness of left side of body for the last two
days. There was no history of loss of consciousness,
episodes of seizure or vomiting. The patient had
no history of drug addiction, trauma or any history
suggestive of bleeding disorder. There was no
similar history in family. The patient had normal
developmental milestones. On examination higher
mental functions were normal. Pulse was 76/
minute and blood pressure was 122/78 mmHg.
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Neck rigidity was present. Tone of both upper
and lower limbs was diminished in the left half of
the body. Power of upper and lower limbs were
normal on right side however power in left upper
and lower limb were reduced (MRC grade 2/5).
Deep tendon jerks were diminished on left half of
the body. Plantar response was extensor on left
side. No cranial nerve involvement was present. No
abnormality was detected in the cardiovascular
and other systems. Plain CT scan of brain revealed
acute intracranial hemorrhage (ICH) in right basal
ganglia with minimal amount of blood in the right
sylvian fissure [Fig.1]. Routine blood investigations
including hemoglobin, total leucocyte count, platelet
count, random blood sugar, lipid profile, liver
function and renal function tests were within normal
limit. Blood for prothrombin time, protein C, protein
S, Factor V Leiden mutation, homocysteine levels
were also evaluated and found to be within normal
range. CSF study done on fifth day of admission
was normal. Echocardiography was normal. MRI
study of the brain was also corroborative with CT
scan finding and it showed hematoma in the right
basal ganglia region. The patient underwent Digital
subtraction angiography of both carotid artery and
the report revealed stenosis of M2 segment of right
middle cerebral artery indicating healed dissecting
aneurysm of middle cerebral artery (MCA) [Fig.2].
The final diagnosis was dissection of right MCA
with acute intracerebral hemorrhage in right basal
ganglia with minimal sub-arachnoid hemorrhage.
The patient was referred to department of
neurosurgery for further management.

Discussion

Dissection of cervical or cephalic arteries is not
much common. Isolated dissection of MCA is even
rarer. There is paucity of data regarding the
actual incidence of MCA aneurysmal dissection.
According to Japanese study, the incidence of MCA
dissection could be up to 4% of the spontaneous
cervico-cephalic dissections [3]. MCA dissection has
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Fig.1: Non contrast CT scan of brain showing
acute intra parenchymal hemorrhage involving
right basal ganglia region with minimal amount
blood in right sylvian fissure.

Fig.2: Digital substraction angiography of intra
cranial vessels showing stenosed M2 segment of
right MCA (arrow marked).
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been sub classified into two categories: (i) Isolated
dissection of MCA and (ii) Extended dissection from
distal portion of internal carotid artery. Isolated
MCA dissection is a rare entity and its etiologies,
clinical manifestations, natural history and prognosis
remain poorly understood. Isolated MCA dissection
is associated with more fluctuating course [4].
It may present with localized warning symptoms
ipsilateral to the diseased vessel in the form of
pain in the head or neck and disturbed sympathetic
activity of the face [5]. The headache sometimes
may be as severe as sub-arachnoid hemorrhage.
Transient monocular blindness or ischemic attacks
may also be present. Sometimes the aneurysm is
detected accidentally without any symptom. In
younger population cerebral infarct is the common
manifestation of MCA dissection [6]. Even on long
term follow up there is very rare chance of the
patients developing intracranial bleeding after
the ischemic onset [7]. This is notable because our
patient developed hemorrhagic manifestation of
MCA dissection at an earlier age which is very rare.

ICH in a non-hypertensive young patient is commonly
caused by trauma, drug abuse, coagulation
disorders, aneurysm and cerebral arterio-venous
malformation. All these conditions were the possible
differential diagnostic consideration in our patient.
These possibilities were ruled out in our patient by
relevant investigations. Finally DSA documented
the presence of MCA dissection as the causative
factor for ICH in our patient. Though uncommon,
hemorrhagic manifestations can be encountered
in MCA dissection. Few recent reports documented
that MCA dissection may be associated with sub
arachnoid hemorrhage (SAH). Rupture of bacterial
aneurysm causing SAH has been reported from
Japan [8]. In bacterial aneurysm local inflammation
causes weakness of vessel wall with resulting
rupture of dissection [8]. False lumen is represented
by the ectatic components of the arterial dissection
and persistent aneurysmal dilatation of the vessel
might indicate destruction of elastic or lamina
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muscularis leading to increase in the potential risk
of bleeding [?]. However, in our patient DSA did
not show any evidence of MCA ectasia and neither
there was any clinical evidence of infection. Cases
of dissecting MCA aneurysm causing intracerebral
hemorrhage years after the non-hemorrhagic onset
have been reported [10,11]. In the contrary, our
patient presented with acute onset headache with
focal neurological signs and neuroimaging study
confirmed the presence of acute ICH. It can be
concluded that ICH was the initial manifestation of
MCA dissection in him. We report this case as an
example of rarer presentation of an uncommon
entity.

Conclusion

Dissection of MCA rarely causes hemorrhagic
manifestation even in young. In the absence of other
common causes of ICH in a young, dissection should
be a diagnostic consideration and angiography of
intracranial arteries can be very informative.
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