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Abstract 

Background: Moyamoya disease can lead to stroke with devastating consequences, it is necessary to find a non-
invasive and effective approach to identify the occurrence of stroke. In this study, we aim to analyze the association 
between ultrasound parameters and ipsilateral cerebral hemisphere stroke in patients with moyamoya disease by 
logistic regression analysis.

Methods: In this retrospective case–control study, 88 patients with MMD (153 cerebral hemispheres) hospitalized in 
Beijing Tiantan Hospital, Capital Medical University from November 2020 to October 2021 were analyzed. According 
to the occurrence of stroke, the 153 cerebral hemispheres were divided into a stroke group and a non-stroke group. 
Clinical data and ultrasound parameters of the ipsilateral internal carotid artery, superficial temporal artery, maxillary 
artery, and posterior cerebral artery were recorded. The ultrasound parameters were divided into four groups accord-
ing to interquartile range, and then they were compared between the stroke group and the non-stroke group. Those 
with significant differences were scored by multivariate logistic regression analysis.

Results: There were 75 cerebral hemispheres (49.0%) in the stroke group and 78 cerebral hemispheres (51.0%) in the 
non-stroke group. Logistic regression analysis showed that the internal diameter of the internal carotid artery, peak 
systolic velocity of the internal carotid artery and peak systolic velocity of the posterior cerebral artery were indepen-
dently correlated factors for stroke in patients with MMD. The fourth quartile group of the above three ultrasound 
parameters was taken as the reference group, and the odds ratio of the first quartile group were 11.679 (95% CI 2.918–
46.749, P = 0.001), 19.594 (95% CI 4.973–77.193, P < 0.001), and 11.657 (95% CI 3.221–42.186, P < 0.001), respectively.

Conclusion: Ultrasound parameters are independently correlated with ipsilateral cerebral stroke in patients with 
MMD. Ultrasound provides a new way to identify stroke in MMD patients. Future prospective cohort studies are 
needed to verify the clinical value of ultrasound in identifying patients with MMD at high risk of stroke.
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Background
Moyamoya disease (MMD) is a disease with unknown 
etiology, characterized by progressive stenosis or occlu-
sion of terminals of the bilateral internal carotid artery 
(ICA) and its proximal branches, accompanied by the 
formation of abnormal vasoganglions [1]. The main clini-
cal symptoms of MMD include ischemic stroke induced 
by cerebral ischemia, and intracerebral hemorrhage 
caused by the rupture of fragile collateral vessels [2] 
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that response to cerebral ischemia. MMD is an impor-
tant etiology of stroke in youth, middle-aged people, and 
children. Studies have pointed out that routine imaging 
monitoring of MMD patients can lower the burden of 
stroke and improve their clinical outcome [2, 3].

Digital subtraction angiography (DSA) is the gold 
standard for the diagnosis of MMD. According to the 
degree of luminal stenosis and the scope of involved 
intracranial vessels, as well as the density of moyamoya 
vessels in MMD patients, Suzuki et  al. [1] proposed 
Suzuki stage, which has been widely applied in clinical 
practice. However, due to the existence of collateral cir-
culation, some MMD patients with the same Suzuki stage 
may show different clinical symptoms [1, 2]. The lep-
tomeningeal collateral (LMC) derived from the posterior 
cerebral artery (PCA) comprises the main collateral ves-
sels of MMD, while the dural-leptomeningeal collaterals 
derived from the maxillary artery (MA) and superficial 
temporal artery (STA) can also supply blood for ischemic 
brain tissues of MMD patients [1, 4, 5]. DSA examination 
deepens our understanding of moyamoya disease, but it 
is limited in terms of the monitoring and follow-up of 
MMD because of its invasiveness, high cost and radiation 
exposure. As ultrasound enables us to acquire hemody-
namic information from MMD patients in a non-invasive 
and convenient manner, it has been used in preoperative 
examination and postoperative prognosis evaluation of 
MMD [6–8]. However, systematic and in-depth stud-
ies on the relationship between ultrasound parameters 
and stroke in MMD patients is still lacking. In this work, 
we used logistic regression to analyze the relationship 
between ultrasound parameters including the ICA, STA, 
MA and PCA and ipsilateral cerebral hemisphere stroke 
in MMD patients, which provides evidence for the use of 
ultrasound to aid in identifying stroke in MMD patients.

Methods
Study population
In this retrospective case–control study, patients diag-
nosed with MMD by DSA in the Department of Neuro-
surgery of Beijing Tiantan Hospital from November 2020 
to October 2021 were selected for ultrasound examina-
tion. The sonographer was blinded to the clinical data 
before examination. The present study was approved by 
the Ethics Committee. All adult patients and guardians of 
pediatric patients signed informed consent forms.

Inclusion criteria were as follows: (1) Patients who 
were diagnosed with MMD according to the diagnostic 
guidelines for MMD [9]; (2) MMD patients who under-
went computed tomography (CT), MRI, DSA, and ultra-
sound examinations with an interval of less than 1 month 
between examinations. During this period, patients 
showed no new symptoms or sudden aggravation of 

clinical manifestations. Exclusion criteria included (1) 
MMD patients who underwent cerebral revasculariza-
tion in the ipsilateral cerebral hemisphere; (2) MMD 
patients with diseases that affect cardiac output, such as 
severe anemia, hyperthyroidism, and congestive heart 
failure; (3) MMD patients with lesions in the proximal 
ICA or vertebra-basilar arteries; (4) MMD patients with 
poor sonolucency in the temporal window or those who 
did not cooperate in the ultrasound examination (Fig. 1).

Diagnostic criteria for stroke and non‑stroke

(1) Stroke includes ischemic stroke and hemorrhagic 
stroke. Ischemic stroke refers to a new symptom 
of neurological deterioration, which is triggered by 
cerebral infarction and confirmed by MRI, while 
hemorrhagic stroke refers to intracranial hemor-
rhage confirmed by CT [10];

(2) Non-stroke patients were those who did not have 
cerebral infarction or intracerebral hemorrhage. All 
clinical manifestations were confirmed by a neuro-
surgeon with more than 5 years of experience.

Ultrasound examination
All ultrasound images were collected using the same 
ultrasound machine (Aplio 900, Canon Medical Systems 
Corporation, Japan). All subjects were examined by an 
experienced sonographer before surgical revasculariza-
tion. Thirty patients were randomly selected to assess 
inter-operator consistency.

ICA ultrasound examination
A 5–14 MHz linear array probe was used for ICA ultra-
sound examination. The patient took a supine position, 
with their head tilted back and slightly leaned toward the 
opposite side. On the longitudinal image of the carotid 
artery, the internal diameter (ID) of the ICA was meas-
ured 1–2 cm above the bulb of the carotid artery. Then, 
color Doppler and pulse wave Doppler were used to 
measure the peak systolic velocity (PSV) of the ICA.

STA ultrasound examination
A 5–14 MHz linear array probe was used for STA ultra-
sound examination. The patient was placed in a supine 
position, and their head was turned to the other side. 
The probe was placed in front of their ear. The ID of the 
STA was measured in the longitudinal image of the STA. 
Then, color Doppler and pulse wave Doppler were used 
to measure the PSV of the STA.
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MA ultrasound examination
A 1–8 MHz convex array probe was used for MA ultra-
sound examination. The patient took a supine position 
and turned their head to the other side. The probe was 
placed at the mandibular angle and pointed at the tip of 
the nose. The PSV of the MA was measured using color 
Doppler and pulse wave Doppler.

PCA ultrasound examination
A 1–6 MHz phased array probe was used for PCA ultra-
sound examination. The patient was placed in a lateral 
position, and the P2 segment of the PCA was examined 
through the temporal window. The PSV of the PCA was 
measured using color Doppler and pulse wave Doppler.

Statistical analysis
Continuous variables that followed a normal distribution 
are expressed as the mean ± standard deviation (SD), and 
those did not follow a normal distribution are expressed 
as the median (interquartile range). We used an inde-
pendent t test for continuous data following a normal 
distribution and Mann‒Whitney U test for continuous 
data not following a normal distribution. Count data 
are expressed as percentages, and the χ2 test was used 
for comparisons between groups. Parameters related 
to ipsilateral stroke in MMD patients were screened by 

multivariate logistic regression analysis. The interclass 
correlation coefficient (ICC) was adopted to analyze 
inter-examiner consistency. All hypothesis tests were 
two-tailed, with a P value < 0.05 indicating statistical sig-
nificance. The statistical analysis software SPSS 25.0 was 
used.

Results
Comparison of baseline data between the stroke group 
and non‑stroke group
A total of 153 cerebral hemispheres from 88 MMD 
patients were included in this analysis, including 75 cer-
ebral hemispheres (49.0%) in the stroke group and 78 cer-
ebral hemispheres (51.0%) in the non-stroke group. There 
were no significant differences between the two groups 
in terms of sex, age, or the proportions of patients with 
hypertension, diabetes, hyperlipidemia, smoking and 
drinking (Table 1).

Inter‑operator consistency test
ICC was used to compare the ID of the ICA, the PSV of 
the ICA, the ID of the STA, the PSV of the STA, the PSV 
of the MA and the PSV of the PCA measured by 2 dif-
ferent operators, and the consistency was good for the 
above parameters (ICCs were 0.875, 0.935, 0.892, 0.900, 
0.898 and 0.913, respectively).

Fig. 1 Flowchat of the study. MMD moyamoya disease, ICA internal carotid artery, DSA digital subtraction angiography, CT computed tomography, 
MRI magnetic resonance imaging
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Comparison of ultrasound parameters between the stroke 
group and non‑stroke group
The ultrasound parameters, including the ID of the 
ICA, the PSV of the ICA, the ID of the STA, the PSV 
of the STA, the PSV of the MA and the PSV of the 
PCA were divided into four groups according to inter-
quartile range, and the differences between the stroke 
group and the non-stroke group in various ultrasound 
parameters were compared. The differences between 
the stroke group and the non-stroke group in the ID of 
the ICA, the PSV of the ICA and the PSV of the PCA 
were statistically significant (all P < 0.001), the differ-
ences in other ultrasound parameters between the two 
groups were not significant (Table 2) (Figs. 2 and 3).

Multivariate logistic regression analysis
Logistic regression analysis showed that the ID of 
the ICA, the PSV of the ICA and the PSV of the PCA 
were independent factors related to ipsilateral cer-
ebral hemisphere stroke in MMD. Taking the fourth 
percentile group of the ID of ICA as the reference 
group, the OR values of the first and second percen-
tile groups of ICA were 11.679 (95%CI 2.918–46.749, 
P = 0.001) and 4.660 (95%CI 1.480–14.673, P = 0.009), 
respectively. Taking the fourth percentile group of the 
PSV of ICA as the reference group, the OR values of 
the first, second and third percentile groups of the PSV 
of ICA were 19.594 (95%CI 4.973–77.193, P < 0.001), 
7.988 (95%CI 2.194–29.086, P = 0.002) and 3.665 
(95%CI 1.079–12.454, P = 0.037), respectively. Taking 
the fourth percentile group of the PSV of PCA as the 
reference group, the OR values of the first and second 
percentile groups of PSV of PCA were 11.657 (95% 
CI 3.221–42.186, P < 0.001) and 3.875 (95% CI 1.197–
12.552, P = 0.024), respectively (Table 3).

Discussion
In this study, we analyzed the relationship between ultra-
sound parameters and ipsilateral cerebral hemisphere 
stroke in MMD patients. The results showed that the ID 
of the ICA, the PSV of the ICA and the PSV of the PCA 
were independently related to the occurrence of ipsilat-
eral cerebral hemisphere stroke in MMD patients. Ultra-
sound has provided a new method for identifying stroke 
in MMD patients. At present, DSA is the gold standard 
for the diagnosis of MMD. Japanese scholars Suzuki and 

Table 1 Comparison of baseline data between the stroke group 
and non-stroke group for MMD

Characteristics Stroke group
(n = 75 
hemispheres)

Non‑Stroke group
(n = 78 
hemispheres)

P value

Sex, male, (%) 32(42.7) 33(42.3) 0.964

Age, years 44 (33–52) 41 (32–48) 0.083

Clinical history, (%)

 Hypertension 23(30.6) 26(33.3) 0.724

 Diabetes 7(9.3) 7(9.0) 0.939

 Hyperlipidemia 9(12.0) 5(6.4) 0.231

 Smoking 12(16.0) 8(10.3) 0.292

 Drinking 9(12.0) 9(11.5) 0.929

Table 2 Comparison of ultrasound parameters between the 
stroke group and non-stroke group for MMD

ICA-ID Internal diameter of internal carotid artery, Q1 First quartile, Q2 Second 
quartile, Q3 Third quartile, Q4 Fourth quartile, ICA-PSV Peak systolic velocity of 
internal carotid artery, STA-ID Internal diameter of superficial temporal artery, 
STA-PSV Peak systolic velocity of superficial temporal artery, MA-PSV Peak systolic 
velocity of maxillary artery, PCA-PSV Peak systolic velocity of posterior cerebral 
artery

Variables Stroke group
(n = 75 
hemispheres)

Non‑Stroke 
group
(n = 78 
hemispheres)

P value

ICA-ID (cm) < 0.001

 Q1(< 0.30) 25 (33.3) 6 (7.7)

 Q2(0.30–0.33) 18 (24.0) 18 (23.1)

 Q3(0.34–0.37) 21 (28.0) 23 (29.5)

 Q4(≥ 0.38) 11 (14.7) 31 (39.7)

ICA-PSV (cm/s) < 0.001

 Q1(< 41.85) 29 (38.6) 9 (11.5)

 Q2(41.85–57.59) 21 (28.0) 17 (21.8)

 Q3(57.60–75.09) 17 (22.7) 22 (28.2)

 Q4(≥ 75.10) 8 (10.7) 30 (38.5)

STA-ID (cm) 0.774

 Q1(< 0.16) 26 (34.6) 26 (33.4)

 Q2(0.16–0.17) 27 (36.0) 27 (34.6)

 Q3(0.18–0.18) 5 (6.7) 9 (11.5)

 Q4(≥ 0.19) 17 (22.7) 16 (20.5)

STA-PSV (cm/s) 0.557

 Q1(< 59.80) 15 (20.0) 23 (29.4)

 Q2(59.80–73.99) 19 (25.3) 19 (24.4)

 Q3(74.00–87.09) 20 (26.7) 19 (24.4)

 Q4(≥ 87.10) 21 (28.0) 17 (21.8)

MA-PSV (cm/s) 0.556

 Q1(< 45.60) 22 (29.3) 16 (20.5)

 Q2(45.60–51.59) 16 (21.3) 22 (28.1)

 Q3(51.60–63.99) 17 (22.7) 20 (25.6)

 Q4(≥ 64.00) 20 (26.7) 20 (25.6)

PCA-PSV (cm/s) < 0.001

 Q1(< 84.60) 30 (40) 8 (10.2)

 Q2(84.60–98.19) 20 (26.6) 18 (23.1)

 Q3(98.20–137.49) 17 (22.7) 22 (28.2)

 Q4(≥ 137.50) 8 (10.7) 30 (38.5)
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Takaku [1] divided MMD into six stages according to 
the degree of the luminal stenosis and the scope of the 
involved intracranial arteries, as well as the density of 
moyamoya vessels in DSA images. Although DSA exami-
nation is helpful for long-term monitoring of MMD and 
assessing the risk of adverse clinical outcomes, its clini-
cal application is limited due to its invasiveness, radioac-
tivity, and the need to inject exogenous contrast agents. 
Ultrasound is a non-invasive, non-radiative and eco-
nomical examination method and has been used in the 
screening of MMD, preoperative detection of compen-
satory vessels and postoperative prognosis evaluation of 
MMD [6–8].

Yasuda et  al. [11] used carotid ultrasound to meas-
ure the internal diameter of the ICA and the common 
carotid artery, and the results showed that with the pro-
gression of MMD and the reduction in cerebrovascular 
reactivity, the ratio of the ICA diameter to the common 
carotid artery diameter decreased. When the ratio of the 
two was less than 0.5, it was called the “bottleneck sign”. 

Patients with the “bottleneck sign” were more prone to 
have ipsilateral cerebrovascular events. Wang et  al. [12] 
reported that patients with ipsilateral intracranial hem-
orrhage had a lower ratio of the ICA diameter to the 
common carotid artery diameter than those patients 
without intracranial hemorrhage. The incidence of ipsi-
lateral intracranial hemorrhage in patients with the “bot-
tleneck sign” was significantly higher than that in those 
without the “bottleneck sign”. The “bottleneck sign” was 
significantly associated with ipsilateral intracranial hem-
orrhage in MMD patients. Our findings coincided with 
those of Yasuda [11] and Wang et  al. [12]. We discov-
ered that the ID of the ICA and the PSV of the ICA were 
independent parameters related to ipsilateral cerebral 
hemisphere stroke in MMD patients. With the progres-
sion of MMD, the ID of the ICA gradually decreases [11, 
13], and the velocity of the ICA also decreases due to the 
increase in resistance in the distal ICA. The decrease in 
the ID and PSV of the ICA leads to hypoperfusion in the 
ACA and MCA regions [14]. Hypoperfusion increases 

Fig. 2 a, b Digital subtraction angiography confirmed moyamoya disease in the left hemisphere. c Brain magnetic resonance imaging showed 
an infarct in the left hemisphere. d Ultrasound examination of the left internal carotid artery. e Transcranial color-coded duplex sonography of the 
left posterior cerebral artery
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susceptibility  to  ischemia, and abnormal hemodynamics 
may result in ischemic stroke [15]. Intracerebral hemor-
rhage is an adverse outcome of compensatory response 
to cerebral ischemia. Increased hemodynamic abnor-
malities lead to the rupture of fragile moyamoya ves-
sels and Willis aneurysms, which may eventually lead to 
hemorrhagic stroke [16]. Therefore, with the progression 
of MMD, the ID and PSV of the ICA decreased, both of 
which are independent parameters related to ipsilateral 
cerebral hemisphere stroke in MMD patients.

Clinically, some MMD patients have the same Suzuki 
stage, but the severity of clinical symptoms is different. 
This may be attributed to the existence of collateral cir-
culation, which supplies extra blood for ischemic brain 
tissues. The LMCs  derived from the PCA are regarded 
as the main collateral vessels in MMD patients, while the 
dural-leptomeningeal collaterals derived from external 
carotid arteries can also supply blood for ischemic brain 
tissues [1, 5, 17, 18]. In this work, we used ultrasound to 
detect the hemodynamic parameters of the PCA, STA 
and MA, including the PSV of the PCA, the ID and PSV 

of the STA, and the PSV of the MA. Since the location 
of the PCA and the MA is relatively deep, phased array 
probe and convex array probe were used to detect PCA 
and MA respectively, which can’t directly display the 
lumen structure. Therefore, we measured the velocity of 
the PCA and the MA to reflect the compensation for the 
anterior circulation.

We noticed that the PSV of the PCA was an indepen-
dently related parameter for ipsilateral hemispheric 
stroke in MMD patients. In this work, we measured 
ultrasound parameters in the P2 segment of the PCA for 
study according to previous studies [19, 20]. We found 
that the higher the PSV of PCA, the less likely the patient 
suffered from ipsilateral cerebral hemisphere stroke. It 
was conjectured that the high PSV of the PCA can gener-
ate abundant collateral circulation. If the P1 segment of 
the PCA becomes narrow, the P2 segment would show 
low velocity and could not form abundant collateral cir-
culation. Our result is consistent with those of previous 
studies. Previous studies reported that the wider the 
range of blood supply from the collateral vessels of PCA 

Fig. 3  a, b Digital subtraction angiography confirmed moyamoya disease in the left hemisphere. c Brain magnetic resonance imaging showed 
no obvious abnormalities in the left hemisphere. d Ultrasound examination of the left internal carotid artery. e Transcranial color-coded duplex 
sonography of the left posterior cerebral artery
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to the anterior cerebral artery and the middle cerebral 
artery, the lower the possibility of patients suffering from 
ischemic stroke and intracranial hemorrhage [21, 22]. For 
this reason, the higher the PSV of PCA, the more collat-
eral circulation would be formed, and a lower incidence 
of stroke would occur in MMD patients. We also meas-
ured the ultrasound parameters of the STA and the MA 
in MMD patients, but there were no statistically signifi-
cant differences in these parameters. It can be speculated 
that the collateral vessels formed by the STA and the MA 
are not as abundant as the PCA, and their compensatory 
effects was less pronounced compared with the PCA [23].

There are some limitations in our study. First, we 
divided MMD patients into a stroke group and a non-
stroke group according to clinical manifestations 
and did not further classify the stroke group into an 
ischemic stroke group and a hemorrhagic stroke group. 
Since the occurrence of hemorrhagic stroke in MMD 
patients is mainly ascribed to the rupture of moy-
amoya vessels and Willis aneurysms compensating for 
cerebral ischemia, we did not further divide the stroke 
group into an ischemic stroke group and a hemorrhagic 
stroke group. Second, in our study, MMD patients did 
not receive ultrasound examination before stroke, and 
future prospective cohort studies are needed to verify 
the clinical value of our findings.

Conclusion
Ultrasound parameters are independently correlated 
with the occurrence of ipsilateral stroke in MMD 
patients, and ultrasound provides a new approach for 
identifying the occurrence of stroke in MMD patients. 
In the future, large-scale prospective cohort studies 
are needed to verify the clinical value of ultrasound in 
identifying MMD patients at high risk of stroke.
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Table 3 Multivariate logistic regression analysis of ultrasound 
parameters related to stroke for MMD

OR Odds ratio, CI Confidence interval, ICA-ID Internal diameter of internal 
carotid artery, Q4 Fourth quartile, Q3 Third quartile, Q2 Second quartile, Q1 First 
quartile, ICA-PSV Peak systolic velocity of internal carotid artery, PCA-PSV Peak 
systolic velocity of posterior cerebral artery

Variables Multivariate logistic regression analysis

OR (95% CI) P value

ICA-ID (cm)

 Q4(≥ 0.38) 1 - -

 Q3(0.34–0.37) 2.178 0.737–6.433 0.159

 Q2(0.30–0.33) 4.660 1.480–14.673 0.009

 Q1(< 0.30) 11.679 2.918–46.749 0.001

ICA-PSV (cm/s)

 Q4(≥ 75.10) 1 - -

 Q3(57.60–75.09) 3.665 1.079–12.454 0.037

 Q2(41.85–57.59) 7.988 2.194–29.086 0.002

 Q1(< 41.85) 19.594 4.973–77.193  < 0.001

PCA-PSV (cm/s)

 Q4(≥ 137.50) 1 - -

 Q3(98.20–137.49) 2.072 0.655–6.557 0.215

 Q2(84.60–98.19) 3.875 1.197–12.552 0.024

 Q1(< 84.60) 11.657 3.221–42.186  < 0.001



Page 8 of 8Zheng et al. Chinese Neurosurgical Journal            (2022) 8:32 

•
 
fast, convenient online submission

 •
  

thorough peer review by experienced researchers in your field

• 
 
rapid publication on acceptance

• 
 
support for research data, including large and complex data types

•
  

gold Open Access which fosters wider collaboration and increased citations 

 
maximum visibility for your research: over 100M website views per year •

  At BMC, research is always in progress.

Learn more biomedcentral.com/submissions

Ready to submit your researchReady to submit your research  ?  Choose BMC and benefit from: ?  Choose BMC and benefit from: 

References
 1. Suzuki J, Takaku A, Cerebrovascular, “moyamoya” disease. Disease showing 

abnormal net-like vessels in base of brain. Arch Neurol. 1969;20(3):288–
99. https:// doi. org/ 10. 1001/ archn eur. 1969. 00480 09007 6012.

 2. Scott RM, Smith ER. Moyamoya disease and moyamoya syndrome. N Engl 
J Med. 2009;360(12):1226–37. https:// doi. org/ 10. 1056/ NEJMr a0804 622.

 3. Smith ER, Scott RM. Progression of disease in unilateral moyamoya syn-
drome. Neurosurg Focus. 2008;24(2):E17. https:// doi. org/ 10. 3171/ FOC/ 
2008/ 24/2/ E17.

 4. Suzuki J, Kodama N. Moyamoya disease–a review. Stroke. 1983;14(1):104–
9. https:// doi. org/ 10. 1161/ 01. str. 14.1. 104.

 5. Yamada I, Himeno Y, Suzuki S, Matsushima Y. Posterior circulation in 
moyamoya disease: angiographic study. Radiology. 1995;197(1):239–46. 
https:// doi. org/ 10. 1148/ radio logy. 197.1. 75688 30.

 6. Seo WK, Choi CW, Kim CK, Oh K. Contrast-enhanced color-coded doppler 
sonography in moyamoya disease: a retrospective study. Ultrasound Med 
Biol. 2018;44(6):1281–5. https:// doi. org/ 10. 1016/j. ultra smedb io. 2018. 01. 
002.

 7. Yeh SJ, Tang SC, Tsai LK, Chen YF, Liu HM, Chen YA, et al. Ultrasonographic 
changes after indirect revascularization surgery in pediatric patients with 
moyamoya disease. Ultrasound Med Biol. 2016;42(12):2844–51. https:// 
doi. org/ 10. 1016/j. ultra smedb io. 2016. 07. 016.

 8. Wu M, Huang Z, Zhang D, Wang L, Sun J, Wang S, et al. Color doppler 
hemodynamic study of the superficial temporal arteries in superficial 
temporal artery-middle cerebral artery (STA-MCA) bypass surgery for 
Moyamoya disease. World Neurosurg. 2011;75(2):258–63. https:// doi. org/ 
10. 1016/j. wneu. 2010. 09. 008.

 9. Research Committee on the Pathology and Treatment of Spontaneous 
Occlusion of the Circle of Willis; Health Labour Sciences Research Grant 
for Research on Measures for Infractable Diseases. Guidelines for diagno-
sis and treatment of moyamoya disease (spontaneous occlusion of the 
circle of Willis). Neurol Med Chir (Tokyo). 2012;52(5):245–66. https:// doi. 
org/ 10. 2176/ nmc. 52. 245.

 10. Amarenco P, Lavallée PC, Monteiro Tavares L, Labreuche J, Albers GW, 
Abboud H, et al. Five-year risk of stroke after TIA or minor ischemic stroke. 
N Engl J Med. 2018;378(23):2182–90. https:// doi. org/ 10. 1056/ NEJMo 
a1802 712.

 11. Yasuda C, Arakawa S, Shimogawa T, Kanazawa Y, Sayama T, Haga S, et al. 
Clinical significance of the champagne bottle neck sign in the extrac-
ranial carotid arteries of patients with moyamoya disease. AJNR Am J 
Neuroradiol. 2016;37(10):1898–902. https:// doi. org/ 10. 3174/ ajnr. A4815.

 12. Wang J, Chen G, Yang Y, Zhang B, Jia Z, Gu P, et al. Association between 
champagne bottle neck sign of internal carotid artery and ipsilateral 
hemorrhagic stroke in patients with moyamoya disease. World Neuro-
surg. 2018;118:e18–24. https:// doi. org/ 10. 1016/j. wneu. 2018. 06. 043.

 13. Yasaka M, Ogata T, Yasumori K, Inoue T, Okada Y, et al. Bottle neck sign of 
the proximal portion of the internal carotid artery in moyamoya disease. J 
Ultrasound Med. 2006;25(12):1547–52. https:// doi. org/ 10. 7863/ jum. 2006. 
25. 12. 1547.

 14. Fan AP, Khalighi MM, Guo J, Ishii Y, Rosenberg J, Wardak M, et al. Identify-
ing hypoperfusion in moyamoya disease with arterial spin labeling and 
an [(15)O]-water positron emission tomography/magnetic resonance 
imaging normative database. Stroke. 2019;50(2):373–80. https:// doi. org/ 
10. 1161/ STROK EAHA. 118. 023426.

 15. Scheel P, Ruge C, Petruch UR, Schöning M. Color duplex measurement of 
cerebral blood flow volume in healthy adults. Stroke. 2000;31(1):147–50. 
https:// doi. org/ 10. 1161/ 01. str. 31.1. 147.

 16. Lv X. Hemorrhagic factors of moyamoya disease. AJNR Am J Neuroradiol. 
2019;40(10):1672–3. https:// doi. org/ 10. 3174/ ajnr. A6217.

 17. Kuroda S, Hashimoto N, Yoshimoto T, Iwasaki Y, Research Committee on 
Moyamoya Disease in Japan. Radiological findings, clinical course, and 
outcome in asymptomatic moyamoya disease: results of multicenter sur-
vey in Japan. Stroke. 2007;38(5):1430–5. https:// doi. org/ 10. 1161/ STROK 
EAHA. 106. 478297.

 18. Strother MK, Anderson MD, Singer RJ, Du L, Moore RD, Shyr Y, et al. 
Cerebrovascular collaterals correlate with disease severity in adult North 
American patients with Moyamoya disease. AJNR Am J Neuroradiol. 
2014;35(7):1318–24. https:// doi. org/ 10. 3174/ ajnr. A3883.

 19. Wang JZ, He W, Zhang D, Yu LB, Zhao YH, Cai JX. Changing ischemic 
lesion patterns and hemodynamics of the posterior cerebral artery in 

moyamoya disease. J Ultrasound Med. 2019;38(10):2621–30. https:// doi. 
org/ 10. 1002/ jum. 14959.

 20 Miyamoto S, Kikuchi H, Karasawa J, Nagata I, Ihara I, Yamagata S, Study of 
the posterior circulation in moyamoya disease. Part 2: Visual disturbances 
and surgical treatment. J Neurosurg. 1986;65(4):454–60. https:// doi. org/ 
10. 3171/ jns. 1986. 65.4. 0454.

 21. Liu ZW, Han C, Zhao F, Qiao PG, Wang H, Bao XY, et al. Collateral 
circulation in moyamoya disease: a new grading system. Stroke. 
2019;50(10):2708–15. https:// doi. org/ 10. 1161/ STROK EAHA. 119. 024487.

 22. Funaki T, Takahashi JC, Takagi Y, Yoshida K, Araki Y, Kikuchi T, et al. Impact 
of posterior cerebral artery involvement on long-term clinical and 
social outcome of pediatric moyamoya disease. J Neurosurg Pediatr. 
2013;12(6):626–32. https:// doi. org/ 10. 3171/ 2013.9. PEDS1 3111.

 23. Chen L, Xu B, Wang Y, Liao Y, Pan H, Wang Y. Preoperative evaluation of 
moyamoya spontaneous anastomosis of combined revascularization 
donor vessels in adults by duplex ultrasonography. Br J Neurosurg. 
2018;32(4):412–7. https:// doi. org/ 10. 1080/ 02688 697. 2017. 14064 50.

https://doi.org/10.1001/archneur.1969.00480090076012
https://doi.org/10.1056/NEJMra0804622
https://doi.org/10.3171/FOC/2008/24/2/E17
https://doi.org/10.3171/FOC/2008/24/2/E17
https://doi.org/10.1161/01.str.14.1.104
https://doi.org/10.1148/radiology.197.1.7568830
https://doi.org/10.1016/j.ultrasmedbio.2018.01.002
https://doi.org/10.1016/j.ultrasmedbio.2018.01.002
https://doi.org/10.1016/j.ultrasmedbio.2016.07.016
https://doi.org/10.1016/j.ultrasmedbio.2016.07.016
https://doi.org/10.1016/j.wneu.2010.09.008
https://doi.org/10.1016/j.wneu.2010.09.008
https://doi.org/10.2176/nmc.52.245
https://doi.org/10.2176/nmc.52.245
https://doi.org/10.1056/NEJMoa1802712
https://doi.org/10.1056/NEJMoa1802712
https://doi.org/10.3174/ajnr.A4815
https://doi.org/10.1016/j.wneu.2018.06.043
https://doi.org/10.7863/jum.2006.25.12.1547
https://doi.org/10.7863/jum.2006.25.12.1547
https://doi.org/10.1161/STROKEAHA.118.023426
https://doi.org/10.1161/STROKEAHA.118.023426
https://doi.org/10.1161/01.str.31.1.147
https://doi.org/10.3174/ajnr.A6217
https://doi.org/10.1161/STROKEAHA.106.478297
https://doi.org/10.1161/STROKEAHA.106.478297
https://doi.org/10.3174/ajnr.A3883
https://doi.org/10.1002/jum.14959
https://doi.org/10.1002/jum.14959
https://doi.org/10.3171/jns.1986.65.4.0454
https://doi.org/10.3171/jns.1986.65.4.0454
https://doi.org/10.1161/STROKEAHA.119.024487
https://doi.org/10.3171/2013.9.PEDS13111
https://doi.org/10.1080/02688697.2017.1406450

	Ultrasound parameters associated with stroke in patients with moyamoya disease: a logistic regression analysis
	Abstract 
	Background: 
	Methods: 
	Results: 
	Conclusion: 

	Background
	Methods
	Study population
	Diagnostic criteria for stroke and non-stroke
	Ultrasound examination
	ICA ultrasound examination
	STA ultrasound examination
	MA ultrasound examination
	PCA ultrasound examination
	Statistical analysis

	Results
	Comparison of baseline data between the stroke group and non-stroke group
	Inter-operator consistency test
	Comparison of ultrasound parameters between the stroke group and non-stroke group
	Multivariate logistic regression analysis

	Discussion
	Conclusion
	Acknowledgements
	References


