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Abstract
Purpose Little is known about catheter-based endovascular treatment of vertebrobasilar artery branch occlusion (VE-
BABO) in acute ischemic stroke (AIS). Nonetheless, the experience of mechanical thrombectomy (MT) in distal small
sized arteries of the anterior circulation seems promising in AIS. In this multicenter study, we report the feasibility, efficacy
and safety of MT in VEBABO.
Methods Retrospective analysis of consecutive AIS patients treated with MT due to VEBABO including posterior and
anterior inferior cerebellar artery (PICA, AICA) and superior cerebellar artery (SCA) occlusions at seven tertiary care
centers between January 2013 and May 2020. Baseline demographics and angiographic outcomes including recanalization
success of the affected cerebellar arteries and procedural complications were recorded. Clinical outcomes were evaluated
by the modified Rankin scale (mRS) at discharge and 90 days.
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Results Out of 668 endovascularly treated posterior circulation strokes we identified 16 (0.02%) cases with MT for
VEBABO. Most frequently, MT of the SCA was done (13/16, 81%). Most VEBABOs occurred after MT of initial basi-
lar/posterior cerebral artery occlusion (9/16, 56%). In 10/16 (63%) procedures, the affected VEBABO was successfully
recanalized. Out of four patients three (75%) with isolated VEBABO had benefited from endovascular therapy. Subarach-
noid hemorrhage was observed in 3/16 (19%) procedures. The rate of favorable outcome (mRS ≤2) was 40% at discharge
and 47% at 90-day follow-up. Mortality was 13% (2/15).
Conclusion The use of MT for VEBABO is rare but appears to be feasible and effective; however, the comparatively high
rate of procedure-related hemorrhage highlights that the indications for MT in these occlusion sites should be carefully
weighed up.

                                                                                                       
         

Abbreviations
AICA Anterior inferior cerebellar artery
AIS Acute ischemic stroke
BA Basilar artery
CT Computed tomography
ENT Emboli of new territory
IQR Interquartile range
IVT Intravenous thrombolysis
LVO Large vessel occlusions
MT Mechanical thrombectomy
mRS Modified Rankin score
NIHSS National Institutes of Health stroke scale
PCA Posterior cerebral artery
pcASPECTS Posterior circulation Alberta stroke program

early CT score
PICA Posterior inferior cerebellar artery
SAH Subarachnoid hemorrhage
SCA Superior cerebellar artery
TICI Thrombolysis in cerebral infarction
VEBABO Vertebrobasilar artery branch occlusion

Background

Mechanical thrombectomy (MT) is the gold standard treat-
ment for acute ischemic stroke (AIS) caused by proximal
large vessel occlusion (LVO) in the anterior circulation [1,
2]. With the rapid evolution of endovascular thrombectomy
devices and technologies in recent years, catheter-based
treatment even in occlusions of distal arteries with smaller
vessel diameter have been made possible. Small-sized and
medium-sized vessel MT including recanalization beyond
the M2 segment or in segments of the anterior cerebral
artery proved to be an effective and safe treatment option
in AIS [3–5]. Studies analyzing the benefits of endovas-
cular treatment in the posterior circulation are still limited
[6]. The devastating effect of basilar artery (BA) occlusions
(frequently including disability and death) is known; how-
ever, isolated infarcts of vertebrobasilar branches, such as

superior cerebellar artery (SCA), anterior inferior cerebellar
artery (AICA) or posterior inferior cerebellar artery (PICA),
may also lead to significant clinical deficits [7–9]. Thus far,
medical treatment with intravenous thrombolysis (IVT) is
still regarded as the treatment of choice with respect to
arterial branch occlusions of the posterior circulation [8,
9]. The role of endovascular treatment in such occlusions
is unclear to date as experience remains scarce. We there-
fore conducted a multicenter study to report the feasibility,
efficacy and safety of MT in vertebrobasilar artery branch
occlusions (VEBABO) using modern MT devices and tech-
niques.

Methods

We conducted a retrospective study of patients who were
treated endovascularly for AIS caused by LVO in the pos-
terior circulation at seven tertiary care centers between
January 2013 and May 2020. We identified all patients
who received MT due to vessel occlusions in vertebrobasi-
lar branches including PICA, AICA and SCA. Mechani-
cal thrombectomy of VEBABO was performed primarily
in isolated occlusions (on baseline imaging or after frag-
mentation due to intravenous thrombolysis, IVT), secon-
darily as a residual occlusion after MT of a BA or pos-
terior cerebral artery (PCA) occlusion, or as result of an
embolization to a new territory (ENT). The indications and
decision for VEBABO MT was left to the attending neuro-
radiologist’s discretion. Baseline parameters, technical fea-
tures, angiographic and clinical outcome were noted. The
use of different thrombectomy techniques and intra-arte-
rial thrombolysis, were left to the attending neuroradiol-
ogist’s discretion. Endovascular treatment was performed
with approved MT devices, using stent-retrievers or mod-
ern aspiration catheters or a combination of both. The pa-
tients received IVT according to neurological guidelines.
Procedural angiograms were reviewed in the participating
centers by an experienced interventional neuroradiologist
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(≥4 years). Successful recanalization was defined as com-
plete recanalization and restoration of the target artery with
any distal flow. The reperfusion of the whole posterior cir-
culation was measured with the thrombolysis in cerebral
infarction (TICI) score. In addition, the rate of postinter-
ventional subarachnoid hemorrhage (SAH), frequency of
ENT, and the rate of peri-interventional perforation was
recorded. Favorable outcome at discharge and after 90 days
was defined as modified Rankin scale (mRS) score 0–2.
All NIHSS and mRS grades were assessed by a consultant
neurologist.

According to the guidelines of the respective local ethics
committee, ethics approval was given when necessary for
this anonymous retrospective study, which was conducted in
accordance with the Declaration of Helsinki. The patients’
consent for treatment was obtained (if possible) according
to the individual institutional guidelines. Due to the retro-
spective nature of the study, additional informed consent
was deemed unnecessary by the local ethics committees.

Results

In 7 participating tertiary stroke centers, 668 patients suffer-
ing from posterior circulation stroke were endovascularly
treated from January 2013 to May 2020. The exact time
period of each center is given in the Supplementary Ta-
ble 1. Of those, 15 patients were treated for VEBABO.
In total, 16 MT procedures were executed as 1 patient
presented with bilateral SCA occlusion. Median age was
61 years (range 34–84 years) and 8/15 (53%) were male.
In 10/15 (67%) patients, IVT was administered. Median
baseline NIHSS was 13 (IQR 5–17) and median baseline
posterior circulation Alberta stroke program early CT score
(pcASPECTS) was 10 (IQR 8–10). One patient presented
as a wake-up stroke. Detailed demographic, procedural and
outcome parameters for each case are shown in Table 1.

The most frequent occlusion site was the SCA in
13/16 cases (81%). In two cases (13%) MT was per-
formed in the AICA and in one (6%) in the PICA (Fig. 1).
Most VEBABOs occurred secondary to MT of the initial
BA/PCA occlusion (9/16; 56%); in 5/9 cases (cases 9,
12–15) as ENT and in 4/9 cases (cases 7, 8, 11 and 16) as
residual occlusions. The primary occlusions were treated
in 6/16 (38%) cases (cases 1–6; Fig. 2) and one SCA MT
was done accidentally.

Median time from onset-to-groin puncture was 158min
(IQR 111–223min) and the median time from groin-to-re-
canalization was 38min (IQR 27–68min). Median number
of procedural attempts was 1 (range 0–2). Successful reper-
fusion (TICI ≥2b) of the whole posterior circulation at the
end of the procedure was achieved in 13/15 (87%) patients
and 5/15 (33%) patients were completely reperfused.

Successful VEBABO recanalization was reached in
10/16 (63%) procedures. Thromboaspiration was the most
frequently used thrombectomy technique in 7/16 (44%)
procedures, followed by stent-retriever only technique in
4/16 (25%) and a combined approach in 3/16 (19%). With
the latter approach the aspiration catheter was placed within
the BA in two patients with SCA occlusion during the re-
trieval maneuver and in one case the tip of the catheter
was successfully navigated directly at the affected SCA
ostium. In one case intra-arterial thrombolysis (a dose of
1mg recombinant tissue plasminogen activator) was suc-
cessful and administered selectively over a microcatheter
due to a SCA occlusion. In all procedures, a microwire
was necessary to navigate the MT devices into the affected
branch. A detailed overview about the equipment used is
shown in Table 1.

Procedure-related SAH occurred in 3/16 (19%) thrombec-
tomies. In one patient with a baseline BA occlusion the
stent retriever was accidentally deployed in the left SCA
(case 10). In this case, the recanalization of the SCA failed,
but the BA could be recanalized after correct positioning of
the stent retriever within the BA and contralateral PCA. The
patient suffered from mild SAH on postinterventional com-
puted tomography (CT) but died due to progressive brain
infarction. In another patient (case 11) who suffered from
a residual SCA occlusion after IVT and BA MT, navigation
of the affected SCA with a microwire led to a perforation
of the vessel. This was treated with a coil occlusion of the
proximal SCA to sacrifice it due to ongoing bleeding. The
patient sustained a serious SAH and died during the hos-
pital stay. One individual (case 1) presented with tandem
occlusion including a dissection of a dominant vertebral
artery and a single SCA occlusion. Initially, the dissection
was treated with stenting and 500mg aspirin was given.
Subsequently, a recanalization of the SCA failed with the
first attempt using an aspiration only technique. Successful
recanalization was achieved with a second maneuver using
a stent retriever; however, the patient suffered from massive
SAH on postinterventional CT and was discharged with an
mRS of 5.

Favorable outcome (mRS≤ 2) was achieved in 6/15
(40%) patients at discharge and in 7/15 (47%) at 90 days
follow-up, while 2 (13%) patients died. In patients with
isolated VEBABO, the 90-day outcome was favorable in 3
out of 4 patients.

Discussion

Acute cerebellar ischemia due to posterior circulation
branch occlusions including the PICA, AICA and SCA are
rare and account for about 2% of all acute brain infarcts
in some series [10]. Medical treatment with IVT is consid-
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Fig. 1 a Residual occlusion of the right anterior inferior cerebellar artery (AICA, arrow) after mechanical thrombectomy of an initial occlusion of
the posterior cerebral artery (case 15). A combined apporach with stent-retriever and aspiration thrombectomy was used. The aspiration catheter
was placed in the distal left vertebral artery (arrowhead). b After navigating the microcatheter distal to the lesion, regular distal flow was observed.
c Final angiogram showed successful recanalization of the dominant AICA after one thrombectomy maneuver with stent retriever and aspiration.
d A small infarction in the right cerebellar cortex was seen in postprocedural magnet resonance angiography (diffusion weighted imaging and
perfusion imaging) (upper row a–c posterior-anterior angiograms, lower row a–c lateral angiograms, upper row d diffusion weighted imaging,
lower row d perfusion imaging)

ered the treatment of choice for cerebellar ischemic strokes
[1]. In our study, we reviewed an alternative approach for
cerebellar ischemic strokes using endovascular treatment
and revealed several findings: (1) the overall incidence of
MT for VEBABO is very low in clinical practice (0.02%),
(2) the procedure seems feasible leading to rapid flow
restoration in the occluded arteries in the majority of cases
and (3) favorable outcomes at least for isolated VEBA-
BOs were promising and overall results comparable to the
current literature regarding BA occlusions.

Some technical specifics should be considered: (1) the
use of a microwire is always required, (2) currently, there
are no approved stent retriever devices for these small-sized
target vessels although a new generation of very small clot
retrievers (e.g. Tigertriever 13, Rapid Medical, Yokneam,
Israel) recently enter the market awaiting clinical large-
scale evaluation, (3) the ADAPT technique might poten-
tially be a more safer option than stent retriever technique
as 2 out of 3 cases with periprocedural SAH in our se-
ries occurred after stent retriever withdrawal [11]. Never-
theless, the presented number of patients is too low to draw
definitive conclusions regarding superiority of a particular
thrombectomy technique. In our study, thromboaspiration
was predominantly performed; however, consistent with
studies evaluating MT for distal artery occlusions (includ-
ing M2) the combined approach also appeared to be feasible

and effective [3, 5]. If a combined technical approach is em-
ployed it might be better to place the aspiration catheter at
the ostium of the vessel to reduce the probability of distal
thrombus fragmentation towards the basilar tip. The risk of
iatrogenic emboli in previously unaffected or distally lo-
cated territories in the posterior circulation are reported to
be higher than in anterior circulation stroke, which might be
due to the maintenance of antegrade blood flow by at least
one of the vertebral arteries during the retrieval maneuver
[12, 13]; however, in our case series no distal embolization
during MT for VEBABO was observed.

The rate of recanalization of the affected vertebrobasilar
branches in our study was promising with 63%, which was
similar to the TICI 3 reperfusion rate of 45% and TICI ≥2b
rate of 65–83% in recent studies evaluating anterior circu-
lation MT in distal vessel occlusions [3–5]; however, the
TICI score in isolated VEBABO cannot be applied, which
makes it difficult to compare our recanalization results to
LVO strokes in the anterior circulation. Up to now there
has only been one individual case report presenting a pa-
tient with AICA occlusion who was treated successfully
with stent retriever MT [14].

From a technical point of view, it is important to mention
that an accidental stent retriever positioning within the SCA
might occur in cases with a distal BA occlusion due to poor
vessel opacification and misinterpreting the course of the
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Fig. 2 a Initial angiogram during mechanical thrombectomy of an isolated occlusion of the left superior cerebellar artery (SCA, white arrow) due
to a dissection of the right vertebral artery. b The aspiration catheter was placed distally in the left vertebral artery and a microwire was navigated
through the occlusion site in the left SCA. c A 3MAX reperfusion catheter was advanced to the proximal clot face. d After one maneuver
with thromboaspiration successful recanalization of the SCA was achieved. e Due to a rare variant of the left vertebral artery with proximally
duplicated arteries, a biaxial approach was applied with a large bore aspiration catheter without using a conventional guiding catheter (not shown).
f Postinterventional diffusion weighted imaging showed cerebellar infarction in the left SCA territory. Nevertheless, clinical symptoms of the
patient improved with residual ataxia (case 2)

PCA and SCA, as happened in one of our patients. There-
fore, evaluating the presence/absence of bilateral posterior
communicating arteries on preinterventional CT angiogra-
phy is essential and shaping the distal tip of the microwire
into a “J” configuration is reasonable.

The procedure-related complication rate including SAH
and vessel perforation in our case series was comparatively
high with respect to the aforementioned studies dealing with
distal vessel occlusions in the anterior circulation (19% vs.
0–8.5%) [3–5]. One explanation might be the essential us-
age of a microwire in the small-sized vessels. The angle
of nearly 90° between the main trunk and the vertebrobasi-
lar branches makes the microwire indispensable in order to
catheterize the target arteries [15]. As a result, there might
be a higher risk of vessel perforation and SAH as previously
shown [16]. We furthermore strongly recommend superse-
lective injection of contrast medium before placing the stent
retriever to prove an intraluminal position. Considering the
fact that two out of five patients who required two maneu-
vers suffered from SAH illustrates that any further attempts
after one maneuver should be pursued with caution and re-
quires individualized assessment. If IVT or intravenous as-
pirin is administered, the indication for ongoing thrombec-
tomy maneuvers should also be carefully weighed against
the risk of the procedure (as seen in case 1). In anterior
circulation MT, the probability of both favorable outcome

and recanalization decreases with increasing thrombectomy
attempts [17].

In line with the results of the multicenter ENDOSTROKE
registry, favorable outcome (mRS ≤2) in our case series
was comparable (38% vs. 34%), with a lower mortality rate
(13% vs. 35%) [6]. This can be explained by the inclusion
of even isolated VEBABO patients with clinically mild
strokes; however, most VEBABOs occurred secondarily
after initial BA/PCA occlusion and therefore the efficacy
of VEBABO MT with respect to clinical outcome has to
be interpreted with caution. Nevertheless, in three out of
four cases with primary VEBABO, the clinical symptoms
improved during the hospital stay and clinical outcome was
favorable.

Finally, it remains unclear whether MT for VEBABO
should be considered as a therapeutic alternative to medic-
inal treatment. In endovascular treatment of dissecting dis-
tally located cerebellar aneurysm, parent vessel occlusion is
a treatment option and the associated ischemic sequelae are
often well-tolerated [18–20]. Even though the usual course
of cerebellar infarctions is benign, a minority of patients
(up to approximately 10%) present with severe neurolog-
ical deficits and disturbance of consciousness, indicative
of brainstem involvement [7, 10]. Previous studies showed
that the prognosis of cerebellar infarcts might be related to
the presence and grade of consciousness disturbance and
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functional disability was most frequently seen in SCA in-
farcts compared to other single cerebellar infarcts [7, 10].
These highly selected patients with potential brainstem in-
volvement, particularly if not eligible for IVT, might benefit
from an endovascular therapeutic option. The first results of
the recent Basilar Artery International Cooperation Study
(BASICS) trial shows that a stratification by the NIHSS
might be useful to select patients in order to pursue an
endovascular approach in BA occlusions [21].

A limitation of our study is the retrospective nature
including inherent selection bias and the usage of differ-
ent thrombectomy equipment and techniques. The lack of
a control group is a further limitation. As highlighted pre-
viously, the presented number of patients is too low to draw
definitive conclusions. It is difficult to evaluate the poten-
tial benefit of clinical outcome, especially in cases with
residual VEBABO after initial BA occlusion; however, this
multicenter study demonstrates the expanding frontiers in
thrombectomy and includes the largest number of endovas-
cularly treated VEBABOs described in the literature so far.

Conclusion

Mechanical thrombectomy for VEBABO is rare but appears
to be feasible and effective with a promising rate of success-
ful recanalization; however, considering the potential risk of
procedure-related hemorrhage, the indications for the pro-
cedure should be very carefully weighed and individually
assessed.

Author Contribution Conception and design: VM; acquisition of data:
VM, SF, LY, CM, NA, AK, DL, JK; analysis and interpretation of data:
VM, HS, LY, BT, AB, CK, PP, CC, EP, JK; drafting the article: HS,
VM. All authors have read and approved the manuscript.

Compliancewith ethical guidelines

Conflict of interest H. Styczen, S. Fischer, L.L. Yeo, B. Yong-Qiang
Tan, C.J. Maurer, A. Berlis, N. Abdullayev, C. Kabbasch, A. Kastrup,
P. Papanagiotou, C. Clajus, D. Lobsien, E. Piechowiak, J. Kaesmacher
and V. Maus declare that they have no competing interests relevant to
this work.

Ethical standards According to the guidelines of the respective lo-
cal ethics committee, ethics approval was given when necessary for
this anonymous retrospective study, which was conducted in accor-
dance with the Declaration of Helsinki. The patients’ consent for treat-
ment was obtained (if possible) according to the individual institutional
guidelines. Due to the retrospective nature of the study, additional in-
formed consent was deemed unnecessary by the local ethics commit-
tees.

References

1. Powers WJ, Rabinstein AA, Ackerson T, Adeoye OM, Bam-
bakidis NC, Becker K, Biller J, Brown M, Demaerschalk BM,

Hoh B, Jauch EC, Kidwell CS, Leslie-Mazwi TM, Ovbiagele B,
Scott PA, Sheth KN, Southerland AM, Summers DV, Tirschwell DL.
Guidelines for the Early Management of Patients With Acute
Ischemic Stroke: 2019 Update to the 2018 Guidelines for the
Early Management of Acute Ischemic Stroke: A Guideline for
Healthcare Professionals From the American Heart Association/
American Stroke Association. Stroke. 2019;50:e344–e418. Erra-
tum in: Stroke. 2019;50:e440–1.

2. Turc G, Bhogal P, Fischer U, Khatri P, Lobotesis K, Mazighi M,
Schellinger PD, Toni D, de Vries J, White P, Fiehler J. European
Stroke Organisation (ESO)—European Society for Minimally In-
vasive Neurological Therapy (ESMINT) Guidelines on Mechanical
Thrombectomy in Acute Ischaemic StrokeEndorsed by Stroke Al-
liance for Europe (SAFE). Eur Stroke J. 2019;4:6–12.

3. Grossberg JA, Rebello LC, Haussen DC, Bouslama M, Bowen M,
Barreira CM, Belagaje SR, Frankel MR, Nogueira RG. Beyond
Large Vessel Occlusion Strokes: Distal Occlusion Thrombectomy.
Stroke. 2018;49:1662–8. Erratum in: Stroke. 2018;49:e298.

4. Haussen DC, Lima A, Nogueira RG. The Trevo XP 3× 20mm re-
triever (‘Baby Trevo’) for the treatment of distal intracranial occlu-
sions. J Neurointerv Surg. 2016;8:295–9.

5. Sweid A, Head J, Tjoumakaris S, Xu V, Shivashankar K, Alexan-
der TD, Dougherty JA, Gooch MR, Herial N, Hasan D, DePrince
M, Rosenwasser RH, Jabbour P. Mechanical Thrombectomy in Dis-
tal Vessels: Revascularization Rates, Complications, and Functional
Outcome. World Neurosurg. 2019;130:e1098–104.

6. Singer OC, Berkefeld J, Nolte CH, Bohner G, Haring HP, Tren-
kler J, Gröschel K, Müller-Forell W, Niederkorn K, Deutschmann
H, Neumann-Haefelin T, Hohmann C, Bussmeyer M, Mpotsaris A,
Stoll A, Bormann A, Brenck J, Schlamann MU, Jander S, Turowski
B, Petzold GC, Urbach H, Liebeskind DS; ENDOSTROKE Study
Group. Mechanical recanalization in basilar artery occlusion: the
ENDOSTROKE study. Ann Neurol. 2015;77:415–24.

7. Erdemoglu AK, Duman T. Superior cerebellar artery territory
stroke. Acta Neurol Scand. 1998;98:283–7.

8. Datar S, Rabinstein AA. Cerebellar infarction. Neurol Clin.
2014;32:979–91.

9. Edlow JA, Newman-Toker DE, Savitz SI. Diagnosis and initial
management of cerebellar infarction. Lancet Neurol. 2008;7:951–64.

10. Tohgi H, Takahashi S, Chiba K, Hirata Y. Cerebellar infarction.
Clinical and neuroimaging analysis in 293 patients. The Tohoku
Cerebellar Infarction Study Group. Stroke. 1993;24:1697–701.

11. Crockett MT, Phillips TJ, Chiu AHY. Dual suction Headway27 mi-
crocatheter thrombectomy for the treatment of distal intracranial ar-
terial occlusion strokes: initial experience with the micro-ADAPT
technique. J Neurointerv Surg. 2019;11:714–8.

12. Boeckh-Behrens T, Pree D, Lummel N, Friedrich B, Maegerlein C,
Kreiser K, Kirschke J, Berndt M, Lehm M, Wunderlich S, Mosi-
mann PJ, Fischer U, Zimmer C, Kaesmacher J. Vertebral Artery
Patency and Thrombectomy in Basilar Artery Occlusions. Stroke.
2019;50:389–95.

13. Yeo LLL, Holmberg A, Mpotsaris A, Söderman M, Holmin S,
Kuntze Söderqvist A, Ohlsson M, Bhogal P, Gontu V, Andersson
T, Brouwer PA. Posterior Circulation Occlusions May Be Associ-
ated with Distal Emboli During Thrombectomy : Factors for Distal
Embolization and a Review of the Literature. Clin Neuroradiol.
2019;29:425–33.

14. Choi BS, Lee H, Jin SC. Contralateral Mechanical Thrombectomy
of Partial Deployed Stent Retrieval for Acute Anterior Inferior
Cerebellar Artery Occlusion. World Neurosurg. 2019;129:318–21.

15. Schwaiger BJ, Gersing AS, Zimmer C, Prothmann S. The Curved
MCA: Influence of Vessel Anatomy on Recanalization Results of
Mechanical Thrombectomy after Acute Ischemic Stroke. AJNR
Am J Neuroradiol. 2015;36:971–6.

16. Keulers A, Nikoubashman O, Mpotsaris A, Wilson SD, Wiesmann
M. Preventing vessel perforations in endovascular thrombectomy:

 



798               

feasibility and safety of passing the clot with a microcatheter with-
out microwire: the wireless microcatheter technique. J Neurointerv
Surg. 2019;11:653–8.

17. Seker F, Pfaff J, Wolf M, Ringleb PA, Nagel S, Schönenberger S,
Herweh C, Möhlenbruch MA, Bendszus M, Pham M. Correlation
of Thrombectomy Maneuver Count with Recanalization Success
and Clinical Outcome in Patients with Ischemic Stroke. AJNR Am
J Neuroradiol. 2017;38:1368–71.

18. Andreou A, Ioannidis I, Mitsos A. Endovascular treatment of
peripheral intracranial aneurysms. AJNR Am J Neuroradiol.
2007;28:355–61.

19. Hou K, Li G, Wang X, Xu K, Yu J. Endovascular Treatment for Pe-
ripheral Superior Cerebellar Artery Aneurysms: Current State and
Future Considerations. World Neurosurg. 2019;127:423–33.

20. Isokangas JM, Siniluoto T, Tikkakoski T, Kumpulainen T. Endovas-
cular treatment of peripheral aneurysms of the posterior inferior
cerebellar artery. AJNR Am J Neuroradiol. 2008;29:1783–8.

21. Schonewille W. The Basilar Artery International Collaboration
Study (Basics): A randomized controlled trial of endovascular ther-
apy in basilar artery occlusion. European Stroke Organization and
World Stroke Organization Conference; Webinar 13 May 2020;
Vienna.

 


	Approaching the Boundaries of Endovascular Treatment in Acute Ischemic Stroke
	Abstract
	Background
	Methods
	Results
	Discussion
	Conclusion
	References


