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Fig.1. Case 1 :

MR angiogram with 3D reconstruction(a) and
original image(b). A berry aneurysm is
revealed at right MCA (arrow). T,-weighted
SE image shows the aneurysm as a signal void
(c). Conventional angiogram confirms the
aneurysm with 10mm diameter(d).
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Fig.2. Case 2 :

MR angiogram with 3D reconstruction(a) and
original image (b) reveals an aneurysm at right
MCA (arrow).

T,-weighted SE image (c) supports the finding
on MR angiogram. Latereal view of conven-
tional angiogram (d) confirms the berry aneur-
ysm.
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Usefulness of MR Angiography for Detection of Intracranial Aneurysms
in Patients with Adult Polycystic Kidney Disease
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Patients with adult polycystic kidney disease (APKD) sometimes accompany cerebral aneur-
ysms which may result in fatal intracranial hemorrhage.

Our aim is to evaluate the usefulness of MR Angiography (MRA) as a screening method for
detecting cerebral aneurysms in patiants with APKD.

Thirty-one neurologically asymptomatic APKD patients were examined with 3D time-of-flight
MRA on a 0.5T system. Five patients who suspected of having aneurysms by MRA were
furtherly inspected by conventional angiography. As a result, multiple unruptured cerebral
aneurysms were found arround circle of Willis in 2 patients (6.5%). '

We also reviewed 46 APKD patients including those who did not undergo MRA. Consequently,
5 patients had coexistent cerebral aneurysms (10.9%).All 5 paitents also had mild hypertension
as a complication of APKD.

Our results indicate that MRA is a noninvasive and useful method which can be performed
irrespective of renal function. MRA should be planned as an efficient imaging modality for
screening cerebral aneurysms in patients with APKD, especially they have hypertension or
family history of intracranial hemorrhage.
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