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ORIGINAL RESEARCH
NEUROVASCULAR/STROKE IMAGING

CTA and CTP for Detecting Distal Medium Vessel Occlusions:
A Systematic Review and Meta-analysis

João André Sousa, Anton Sondermann, Sara Bernardo-Castro, Ricardo Varela, Helena Donato, and
João Sargento-Freitas

ABSTRACT

BACKGROUND: The optimal imaging method for detecting distal medium vessel occlusions (DMVOs) remains undefined.

PURPOSE: The objective of this study is to compare the diagnostic performance of CTA with CTP in detecting DMVOs.

DATA SOURCES: We searched PubMed, EMBASE, Web of Science Core Collection, and Cochrane Central Register of Controlled
Trials up to March 31, 2023 (PROSPERO: CRD42022344006).

STUDY SELECTION: A total of 12 studies reporting accuracy values of CTA and/or CTP were included, comprising 2607 patients
with 479 cases (18.3%) of DMVOs.

DATA ANALYSIS: Pooled sensitivity and specificity of both imaging methods were compared using a random-effects model. Subgroup
analyses were performed based on the technique used in CTA (multi or single-phase) and the subtype of DMVOs (M2-only vs. M2 and
other DMVOs). We applied Quality Assessment of Diagnostic Accuracy (QUADAS-2) tool and Grading of Recommendations, Assessment,
Development and Evaluation (GRADE) quality assessment criteria.

DATA SYNTHESIS: CTA demonstrated significantly lower sensitivity compared to CTP in detecting DMVOs [0.74, 95%CI (0.63–0.82)
vs. 0.89, 95% CI (0.82–0.93), P , 0.01]. When subgrouped into single-phase and multi-phase CTA, multi-phase CTA exhibited higher
sensitivity for DMVO detection than single-phase CTA [0.91, 95%CI (0.85–0.94) vs. 0.64, 95%CI (0.56–0.71), P , .01], while reaching
similar levels to CTP. The sensitivity of single-phase CTA substantially decreased when extending from M2 to other non-M2
DMVOs [0.74, 95%CI (0.63–0.83) vs. 0.61, 0.95%CI (0.53–0.68), P ¼ .02].

LIMITATIONS: We identified an overall high risk of bias and low quality of evidence, attributable to the design and reference
standards of most studies.

CONCLUSIONS: Our findings highlight a significantly lower sensitivity of single-phase CTA compared to multi-phase CTA and CTP
in diagnosing DMVOs.

ABBREVIATIONS: DMVO ¼ distal medium vessel occlusion; EVT ¼ endovascular treatment; GRADE ¼ Grading of Recommendations, Assessment,
Development and Evaluation; mpCTA ¼ multiphase CT angiography; QUADAS-2 ¼ Quality Assessment of Diagnostic Accuracy; SCA ¼ superior cerebellar ar-
tery; spCTA ¼ single-phase CTA; Tmax ¼ time-to-maximum

D istal medium vessel occlusions (DMVOs),1 also known as
medium vessel occlusions,2 refer to the occlusion of

arteries with diameters ranging from 0.75 to 2.0mm. This term
generally encompasses segments M2 to M4 of the MCA, A2 to
A5 of the anterior cerebral artery, P2 to P5 of the posterior

cerebral artery, the PICA, AICA, and superior cerebellar artery
(SCA).1

Acute ischemic stroke imaging workflows have been designed
to efficiently detect large-vessel occlusions suitable for endovas-
cular treatment (EVT), which is increasingly being offered in
DMVOs.3 Noncontrast CT and CTA, without advanced imaging
techniques, have been used to identify candidates for EVT, evenReceived August 3, 2023; accepted after revision October 31.
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in the late window.4,5 In contrast, CTP may be time-consuming
and is not widely used, particularly in the early window and in
primary stroke centers.6 However, incorporating CTP into imag-
ing protocols could improve the detection and, therefore, the
treatment of DMVOs, for which the optimal imaging approach is
yet to be determined.

The aim of this study was to conduct a systematic review and
meta-analysis of diagnostic test accuracy for CTA and CTP in the
detection of DMVOs.

MATERIALS AND METHODS
This study was conducted in accordance with the Preferred
Reporting Items for Systematic Reviews and Meta-Analyses
(PRISMA) statement.7 We registered this study in PROSPERO
(https://www.crd.york.ac.uk/PROSPERO/) (CRD42022344006)
and published a comprehensive protocol detailing the methods.8

Because this a secondary study, no ethics approval was requested.
We did not receive any funding or financial support. Aggregate
data generated by this study will be available on reasonable
request.

Search Strategy, Selection, and Data Collection
We conducted a systematic search of the PubMed (including
MEDLINE), EMBASE, Web of Science Core Collection, and
Cochrane Central Register of Controlled Trials to identify rele-
vant primary studies reporting on the diagnostic accuracy of
CTA and/or CTP (interpreted in conjunction with CTA or sepa-
rately) for the detection of DMVOs. The search was performed
from the inception of the databases until March 31, 2023. We
used various combinations of the following terms: “acute ische-
mic stroke,” “distal vessel occlusion,” “medium vessel occlusion,”
“distal medium vessel occlusion,” “M2,” “M3,” “M4,” “A2,” “A3,”
“A4,” “A5,” “P2,” “P3,” “P4,” “P5,” “posterior inferior cerebellar
artery,” “PICA,” “anterior inferior cerebellar artery,” “AICA,”
“superior cerebellar artery” or “SCA” artery occlusions, “CT angiog-
raphy,” “CT perfusion,” “perfusion imaging” and database-specific
subject headings (eg, Medical Subject Headings [MeSH] terms).
Detailed search strategies for each database can be found in the
published protocol.8 We also scanned gray literature, references of
selected studies, and reviews on the subject for missing articles.

Two authors (J.A.S, and A.S.) independently reviewed articles
retrieved from the systematic search performed. We collected the
following variables: study design, date, authors, index and refer-
ence tests, sample size, location of DMVOs, and either individual
data or summary estimates of sensitivity, specificity and, when
available, the number of true-positive, true-negative, false-positive,
false-negative, positive predictive values, and negative predictive
values of CTA and/or CTP. Data extracted were reviewed and
validated by a third reviewer (S.B.C.).

Quality of Evidence and Risk of Bias
Two investigators assessed the risk of bias for each individual
study independently (J.A.S, and A.S.) via the Quality Assessment
of Diagnostic Accuracy (QUADAS-2) tool.9 We used Grading of
Recommendations, Assessment, Development and Evaluation
(GRADE) quality assessment criteria for diagnostic accuracy

studies.10,11 To assess publication bias, we performed a funnel plot
and a complementary Deek test.12

Data Synthesis and Statistical Analysis
The statistical analysis was performed following the Cochrane
Handbook for Systematic Reviews of Interventions.13 A bivariate
model was used to combine sensitivity and specificity data and
calculate 95% confidence regions around the summary operating
points. The consistency and heterogeneity of the included studies
were assessed using the Higgins I2 statistic (low heterogeneity,#25%;
moderate, between 25% and 50%; and high, .75%). Data synthesis
was performed using a random effects model to provide a more con-
servative estimate of the overall diagnostic performance.

Subgroup Analysis
We divided the studies on the basis of whether they used single-
phase CTA (spCTA) or multiphase CTA (mpCTA). Additionally,
we categorized the studies on the basis of the occlusion site com-
position of their study samples because 2 subgroups were clearly
identified. The first included studies exclusively included M2
occlusions in their DMVO samples, while the second subgroup
included studies with more heterogeneous samples, encompass-
ing various types of DMVOs.

RESULTS
We identified 5378 unique studies. Twelve studies met the inclusion
criteria for our analysis. The PRISMA flow chart is presented in Fig 1.
The selected studies, summarized in the Online Supplemental
Data, involved a total of 2607 patients, among whom 479 (18.3%)
were identified as having DMVOs. The distribution of DMVOs
is presented in the Table, with a predominance of M2 occlu-
sions observed (312 patients, 65.1%). Eight studies14-21 included
patients with acute ischemic stroke within 24 hours of symptom
onset, two22,23within 12 hours, and two24,25 within 9 hours. The
evaluation of the images involved .79 different readers with
varying levels of experience. All studies14-25 provided information
on CTA. Two studies investigated the combination of CTP and
spCTA versus spCTA only;15,19,24 1 study compared CTP with
spCTA and separately tested the diagnostic accuracy of CTP
alone.20 Eleven studies14-22,24,25 provided data on spCTA, and 4
studies14,21-23 provided data on mpCTA. Between-study hetero-
geneity was observed in the sensitivity of the CTA studies
(I2¼ 70%, P, .01), while the heterogeneity was low in the CTP
studies (I2¼ 0%, P¼ .81).

QUADAS-2 and GRADE revealed an overall high risk of bias
and a low quality of evidence (Online Supplemental Data). The
funnel plot (Online Supplemental Data), along with Deek test,
did not reveal any publication bias for the studies reporting on
CTA (Deek: t ¼ �0.09, df¼13, P value¼ .93). In the case of CTP
studies, the Deek test could not be performed (,10 studies).

In all studies that used CTP, including one exclusively with an
M2 occlusion sample,15 diagnostic accuracy in the detection of
DMVOs was significantly higher compared with spCTA using ei-
ther CTP alone through territorial time-to-maximum (Tmax)
evaluation19 or CTP in a combination with spCTA (Online
Supplemental Data).15,24 The specificity remained similar. Three
studies directly compared the accuracy of DMVO detection in
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spCTA versus mpCTA. Of these, two14,22 reported improved ac-
curacy as well as shorter detection times when mpCTA was used.
One that evaluated only M2 occlusions21 reported no differences
(Online Supplemental Data).

In the meta-analysis, we observed that CTA had significantly
lower sensitivity than CTP for the detection of DMVO (0.74; 95%
CI, 0.63–0.82 versus 0.89; 95% CI, 0.82–0.93; P, .01) (Fig 2, part
A). Subgroup analysis revealed that mpCTA had significantly

higher sensitivity for DMVO detection
compared with spCTA (0.91; 95% CI,
0.85–0.94 versus 0.64; 95% CI, 0.56–
0.71; P, .01) (Fig 2, part B), while
achieving levels similar to those of CTP
(0.91; 95% CI, 0.85–0.94 versus 0.89;
95% CI, 0.83–0.93; P¼ .68) (Fig 2, parts
A and B). A pooled analysis including
mpCTA and CTP (Online Supplemental
Data) studies showed high sensitivity
(0.90; 95% CI, 0.86–0.93) compared with
spCTA (0.64; 95% CI, 0.56–0.71;
P, .01). The specificity analysis did not
reveal any differences except when com-
paring the specificity of CTA 1 CTP
versus CTP-only (territorial Tmax) 0.98;
(95% CI, 0.93–0.99) versus 0.88 (95% CI,
0.84–0.91; P, .019).

When comparing accuracy values
provided by studies that included
only M2 occlusions and those that
included other DMVOs as well, we
observed a significant decrease in sen-
sitivity including non-M2 DMVO
occlusions through spCTA (0.74; 95%
CI, 0.63–0.83 versus 0.61; 0.95% CI,
0.53–0.68; P¼ .04) (Fig 3 part A).
This decline in sensitivity did not
occur with either mpCTA or the inclu-
sion of CTP (Fig 3, parts B and C).

Also, the pooled sensitivity of the 3
spCTA studies15,17,21 that included only
M2 occlusions was 0.74 (95% CI, 0.63–
0.83). In contrast, the sensitivity of the
single M2-only CTP study15 was 0.91

(95% CI, 0.79–0.98; P¼ .03).

DISCUSSION
Our study provides consistent evidence for a higher sensitivity in
detecting DMVO with mpCTA or CTP compared with spCTA
(with or without cross-reference to spCTA). This study repre-
sents the first systematic review specifically addressing the diag-
nosis of this subtype of acute ischemic stroke.

The pooled sensitivity of spCTA from 4 studies that included
only M2 occlusions15,18,21,25 was higher than the sensitivity of
spCTA retrieved from 8 studies14,16,17,19,20,22-24 that included other
vessels within their DMVO sample. This finding indicates the
challenge of detecting occlusions beyond the M2 territory using
this imaging method. Most interesting, this decrease in sensitivity
from M2-only to M2 1other DMVOs studies does not appear to
occur in mpCTA or CTP. However, it is important to exercise
caution when interpreting these findings because there was a sin-
gle M2-only study with CTP21 and only one with mpCTA.15

Even when restricting the analysis to M2-only studies, the
comparison among the pooled sensitivity of 3 studies with
spCTA with 1 CTP study favors the latter. This finding, while
acknowledging the limitations imposed by the number of

Distribution of the DMVOs assessed in the selected studies
Characteristics n= 2607

DMVOs (No.) (%) 479 (18.3)
Type of DMVO
M2 (No.) (%) 312 (65.1)
M3/M4 (No.) (%) 52 (10.9)
A2/A3/A4 (No.) (%) 23 (4.8)
P2/P3/P4 (No.) (%) 42 (8.8)
PICA (No.) (%) 2 (0.42)
SCA (No.) (%) 1 (0.21)
Unspecified without M2a 24 (5.0)
Unspecified with M2b 23 (4.8)

aM3, M4, anterior cerebral artery, A2, A3, posterior cerebral artery, P2, P3, P4,
PICA, SCA.
bM2, M3, A2, A3.

FIG 1. PRISMA flow chart.
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included studies in this subanalysis, highlights the potential limi-
tations of single-phase CTA in a particular DMVO detection sce-
nario in which there is a higher likelihood of a safe and effective
thrombectomy, because it is already routinely performed.26

No differences in terms of specificity were found, except for the
higher specificity of CTA 1 CTP compared with CTP-only.
However, only 1 study19 provided data for CTP-only. Relying
solely on the territorial Tmax delay parameter, which was used to
infer the presence of a DMVO, may result in false-positives.

No studies compared mpCTA with CTP. A between-study
comparison yielded similar accuracy values. However, it is worth
noting a slight difference in the included occlusions, because 2
CTP studies19,24 included M4, P4, PICA, AICA, and SCA that
were not part of the occlusion sample in the mpCTA studies.

Our findings indicate that spCTA lacks sensitivity to reliably
exclude DMVOs treatable by EVT, such as M2 occlusions, and
imaging protocols should include either mpCTA or CTP because
they offer the highest sensitivity. CTP should be complemented
with CTA to increase specificity.

Future studies investigating the diagnostic accuracy in
DMVOs should be performed on unselected patients, ideally

with a prospective design, and provide clear data on reference
standards that should be standardized and preferably be DSA.
With the aim of establishing the optimal DMVO imaging work-
flow, studies should also include data on stroke workflow met-
rics. Additionally, studies may explore information that can be
extracted from imaging beyond diagnosis, such as assessing col-
lateral status, given the growing interest in the assessment of
collateral status to guide treatment.5 One study27 has already
demonstrated the relevance of quantitatively measuring collat-
erals with CTP in DMVO.

Strength of Evidence and Limitations
The overall strength of evidence was considered low (Online
Supplemental Data) because it was downgraded in the risk of
bias and indirectness categories. Between-study heterogeneity
was substantial in the sensitivity values provided by CTA stud-
ies. This finding is attributed to the grouping of spCTA and
mpCTA studies into the same category. Splitting spCTA and
mpCTA studies reduces heterogeneity as shown in Fig 2. The
risk of bias was considered high in the patient-selection do-
main due to study design and/or the reference standard in 8

FIG 2. Forest plot of the pooled sensitivity and specificity of CTA and CTP (A) and CTA (spCTA) and mpCTA (B) in the diagnosis of DMVOs. TP
indicates true positive; FN, false negative; TN, true negative; FP, false positive.
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studies14-18,21,23,25 as illustrated in the Online Supplemental
Data. A notable limitation was the determination of the refer-
ence standard. Only 215,20 of the 12 studies included DSA as
part of the reference standard, as in the protocol developed by
Sousa et al,8 because this examination is generally reserved for
cases in which EVT is expected and to diagnose secondary
DMVOs (ie, migration of a previous large-vessel occlusion).
These 2 studies included a total of 437 patients and compared
spCTA with CTP, and their findings were congruent with the
remaining studies. Because DSA is considered the most sensi-
tive technique for DMVO detection by consensus,1 its unavail-
ability as a reference standard in most of the studies may have
overestimated the accuracy of CTA and/or CTP. In fact, hypo-
and hyperperfusion in CTP may also occur in recently recanal-
ized arteries.28 Eight of the 12 studies used as a reference
standard a combination of several imaging methods that
included follow-up imaging in which it is unexpected that a
DMVO goes unnoticed. Moreover, from a clinical perspective,
the important aspect is not the exact accuracy values of each
imaging technique but rather their comparative performance
and the preferred diagnostic workflow. In this regard, this
study provides consistent insights.

CONCLUSIONS
Imaging workflows incorporating multiphase CTA and CTP
demonstrate significantly higher sensitivity in the diagnosis of
DMVOs compared with single-phase CTA, particularly, but not
exclusively, in arteries beyond the M2 segment of MCA.

Disclosure forms provided by the authors are available with the full text and
PDF of this article at www.ajnr.org.

REFERENCES
1. Saver JL, Chapot R, Agid R, et al; Distal Thrombectomy Summit

Group. Thrombectomy for distal, medium vessel occlusions. Stroke
2020;51:2872–84 CrossRef Medline

2. Goyal M, Ospel JM, Menon BK, et al. MeVO: the next frontier? J
Neurointerv Surg 2020;12:545–47 CrossRef Medline

3. Loh ED, Toh KZ, Kwok GY, et al. Endovascular therapy for acute is-
chemic stroke with distal medium vessel occlusion: a systematic
review and meta-analysis. J Neurointerv Surg 2022 Dec 20 [Epub
ahead of print] CrossRef Medline

4. Nguyen TN, Abdalkader M, Nagel S, et al. Noncontrast computed
tomography vs computed tomography perfusion or magnetic
resonance imaging selection in late presentation of stroke with
large-vessel occlusion. JAMA Neurol 2022;79:22–31 CrossRef
Medline

FIG 3. Forest plot of the pooled sensitivity and specificity of CTA (spCTA) (A), mpCTA (B), and CTP (C) in studies including only M2 occlusions
versus others including other DMVOs. TP indicates true positive; FN, false negative; TN, true negative; FP, false positive.

AJNR Am J Neuroradiol 45:51–56 Jan 2024 www.ajnr.org 55

https://www.ajnr.org/sites/default/files/additional-assets/Disclosures/January%202024/0691.pdf
http://www.ajnr.org
http://dx.doi.org/10.1161/STROKEAHA.120.028956
https://www.ncbi.nlm.nih.gov/pubmed/32757757
http://dx.doi.org/10.1136/neurintsurg-2020-015807
https://www.ncbi.nlm.nih.gov/pubmed/32060151
http://dx.doi.org/10.1136/jnis-2022-019717
https://www.ncbi.nlm.nih.gov/pubmed/36539273
http://dx.doi.org/10.1001/jamaneurol.2021.4082
https://www.ncbi.nlm.nih.gov/pubmed/34747975


5. Olthuis SG, Pirson FA, Pinckaers FM, et al; MR CLEAN-LATE
Investigators. Endovascular treatment versus no endovascular
treatment after 6-24 h in patients with ischaemic stroke and collat-
eral flow on CT angiography (MR CLEAN-LATE) in the
Netherlands: a multicentre, open-label, blinded-endpoint, rando-
mised, controlled, phase 3 trial. Lancet 2023;401:1371–80 CrossRef
Medline

6. Nogueira RG, Haussen DC, Liebeskind D, et al; Trevo Registry and
DAWN Trial Investigators. Stroke imaging selection modality and
endovascular therapy outcomes in the early and extended time
windows. Stroke 2021;52:491–97 CrossRef Medline

7. McInnes MD, Moher D, Thombs BD, et al. Preferred Reporting
Items for a Systematic Review and Meta-analysis of Diagnostic Test
Accuracy Studies: The PRISMA-DTA Statement. JAMA 2018;319:388–
96 CrossRef Medline

8. Sousa JA, Sondermann A, Bernardo-Castro S, et al. Diagnostic accu-
racy of CT angiography and CT perfusion imaging for detecting
distal medium vessel occlusions: protocol for a systematic review
and meta-analysis. PLoS One 2023;18:e0284116 CrossRef Medline

9. Whiting PF, Rutjes AS, Westwood M E, et al; QUADAS-2 Group.
QUADAS-2: a revised tool for the quality assessment of diagnostic
accuracy studies. Ann Intern Med 2011;155:529–36 CrossRef Medline

10. Schünemann HJ, Mustafa RA, Brozek J, et al; GRADE Working
Group. GRADE guidelines: 21, Part 1: study design, risk of bias, and
indirectness in rating the certainty across a body of evidence for test
accuracy. J Clin Epidemiol 2020;122:129–41 CrossRef Medline

11. Schünemann HJ, Mustafa RA, Brozek J, et al; GRADE Working
Group. GRADE guidelines: 21, Part 2: test accuracy: inconsistency,
imprecision, publication bias, and other domains for rating the
certainty of evidence and presenting it in evidence profiles and
summary of findings tables. J Clin Epidemiol 2020;122:142–52
CrossRef Medline

12. van Enst WA, Ochodo E, Scholten RJ, et al. Investigation of publica-
tion bias in meta-analyses of diagnostic test accuracy: a meta-epi-
demiological study. BMC Med Res Methodol 2014;14:70 CrossRef
Medline

13. CumpstonM, Li T, Page MJ, et al.Updated guidance for trusted sys-
tematic reviews: a new edition of the Cochrane Handbook for
Systematic Reviews of Interventions. Cochrane Database Syst Rev
2019;10:ED000142 CrossRef Medline

14. Byrne D, Sugrue G, Stanley E, et al. Improved detection of anterior cir-
culation occlusions: the “delayed vessel sign” on multiphase CT angi-
ography. AJNR Am J Neuroradiol 2017;38:1911–16 CrossRef Medline

15. Bathla G, Pillenahalli Maheshwarappa R, Soni N, et al. CT perfusion
maps improve detection of M2-MCA occlusions in acute ischemic
stroke. J Stroke Cerebrovasc Dis 2022;31:106473 CrossRef Medline

16. Duvekot MH, van Es AC, Venema E, et al; PRESTO Investigators.
Accuracy of CTA evaluations in daily clinical practice for large

and medium vessel occlusion detection in suspected stroke
patients. Eur Stroke J 2021;6:357–66 CrossRef Medline

17. Fasen BA, Borghans RA, Heijboer RJ, et al. Reliability and accuracy
of 3-mm and 2-mmmaximum intensity projection CT angiography
to detect intracranial large vessel occlusion in patients with acute
anterior cerebral circulation stroke. Neuroradiology 2021;63:1611–16
CrossRef Medline

18. Fasen BA, Heijboer RJ, Hulsmans FJ, et al. CT angiography in evalu-
ating large-vessel occlusion in acute anterior circulation ischemic
stroke: factors associated with diagnostic error in clinical practice.
AJNR Am J Neuroradiol 2020;41:607–11 CrossRef Medline

19. Amukotuwa SA, Wu A, Zhou K, et al. Distal medium vessel occlu-
sions can be accurately and rapidly detected using Tmax maps.
Stroke 2021;52:3308–17 CrossRef Medline

20. Olive-Gadea M, Requena M, Diaz F, et al. Systematic CT perfusion
acquisition in acute stroke increases vascular occlusion detection and
thrombectomy rates. J Neurointerv Surg 2022;14:1270–73 CrossRef
Medline

21. Volny O, Cimflova P, Kadlecova P, et al. Single-phase versus multi-
phase CT angiography in middle cerebral artery clot detection-
benefits for less experienced radiologists and neurologists. J Stroke
Cerebrovasc Dis 2017;26:19–24 CrossRef Medline

22. Ospel JM, Bala F, McDonough RV, et al. Interrater agreement and
detection accuracy for medium-vessel occlusions using single-
phase and multiphase CT angiography. AJNR Am J Neuroradiol
2022;43:93–97 CrossRef Medline

23. McDonough RV, Qiu W, Ospel JM, et al. Multiphase CTA-derived
tissue maps aid in detection of medium vessel occlusions.
Neuroradiology 2022;64:887–96 CrossRef Medline

24. Becks MJ, Manniesing R, Vister J, et al. Brain CT perfusion
improves intracranial vessel occlusion detection on CT angiogra-
phy. J Neuroradiol 2019;46:124–29 CrossRef Medline

25. Smit EJ, Vonken EJ, Meijer FJ, et al. Timing-invariant CT angiogra-
phy derived from CT perfusion imaging in acute stroke: a diagnos-
tic performance study. AJNR Am J Neuroradiol 2015;36:1834–38
CrossRef Medline

26. Kniep H, Meyer L, Broocks G, et al; German Stroke Registry-
Endovascular Treatment (GSR-ET). Thrombectomy for M2 occlu-
sions: predictors of successful and futile recanalization. Stroke
2023;54:2002–12 CrossRef Medline

27. Guenego A, Farouki Y, Mine B, et al. Hypoperfusion intensity ratio
predicts infarct growth after successful thrombectomy for distal
medium vessel occlusion. Clin Neuroradiol 2022;32:849–56 CrossRef
Medline

28. Rubiera M, Garcia-Tornel A, Olivé-Gadea M, et al. Computed to-
mography perfusion after thrombectomy. Stroke 2020;51:1736–42
CrossRef Medline

56 Sousa Jan 2024 www.ajnr.org

http://dx.doi.org/10.1016/S0140-6736(23)00575-5
https://www.ncbi.nlm.nih.gov/pubmed/37003289
http://dx.doi.org/10.1161/STROKEAHA.120.031685
https://www.ncbi.nlm.nih.gov/pubmed/33430634
http://dx.doi.org/10.1001/jama.2017.19163
https://www.ncbi.nlm.nih.gov/pubmed/29362800
http://dx.doi.org/10.1371/journal.pone.0284116
https://www.ncbi.nlm.nih.gov/pubmed/37036841
http://dx.doi.org/10.7326/0003-4819-155-8-201110180-00009
https://www.ncbi.nlm.nih.gov/pubmed/22007046
http://dx.doi.org/10.1016/j.jclinepi.2019.12.020
https://www.ncbi.nlm.nih.gov/pubmed/32060007
http://dx.doi.org/10.1016/j.jclinepi.2019.12.021
https://www.ncbi.nlm.nih.gov/pubmed/32058069
http://dx.doi.org/10.1186/1471-2288-14-70
https://www.ncbi.nlm.nih.gov/pubmed/24884381
http://dx.doi.org/10.1002/14651858.ED000142
https://www.ncbi.nlm.nih.gov/pubmed/31643080
http://dx.doi.org/10.3174/ajnr.A5317
https://www.ncbi.nlm.nih.gov/pubmed/28798219
http://dx.doi.org/10.1016/j.jstrokecerebrovasdis.2022.106473
https://www.ncbi.nlm.nih.gov/pubmed/35430510
http://dx.doi.org/10.1177/23969873211058576
https://www.ncbi.nlm.nih.gov/pubmed/35342807
http://dx.doi.org/10.1007/s00234-021-02659-1
https://www.ncbi.nlm.nih.gov/pubmed/33533946
http://dx.doi.org/10.3174/ajnr.A6469
https://www.ncbi.nlm.nih.gov/pubmed/32165362
http://dx.doi.org/10.1161/STROKEAHA.120.032941
https://www.ncbi.nlm.nih.gov/pubmed/34233460
http://dx.doi.org/10.1136/neurintsurg-2021-018241
https://www.ncbi.nlm.nih.gov/pubmed/34857668
http://dx.doi.org/10.1016/j.jstrokecerebrovasdis.2016.08.023
https://www.ncbi.nlm.nih.gov/pubmed/27612627
http://dx.doi.org/10.3174/ajnr.A7361
https://www.ncbi.nlm.nih.gov/pubmed/34824099
http://dx.doi.org/10.1007/s00234-021-02830-8
https://www.ncbi.nlm.nih.gov/pubmed/34668040
http://dx.doi.org/10.1016/j.neurad.2018.03.003
https://www.ncbi.nlm.nih.gov/pubmed/29625153
http://dx.doi.org/10.3174/ajnr.A4376
https://www.ncbi.nlm.nih.gov/pubmed/26113070
http://dx.doi.org/10.1161/STROKEAHA.123.043285
https://www.ncbi.nlm.nih.gov/pubmed/37439204
http://dx.doi.org/10.1007/s00062-022-01141-6
https://www.ncbi.nlm.nih.gov/pubmed/35166857
http://dx.doi.org/10.1161/STROKEAHA.120.029212
https://www.ncbi.nlm.nih.gov/pubmed/32404034

	CTA and CTP for Detecting Distal Medium Vessel Occlusions: A Systematic Review and Meta-analysis
	MATERIALS AND METHODS
	SEARCH STRATEGY, SELECTION, AND DATA COLLECTION
	QUALITY OF EVIDENCE AND RISK OF BIAS
	DATA SYNTHESIS AND STATISTICAL ANALYSIS
	SUBGROUP ANALYSIS
	RESULTS
	DISCUSSION
	STRENGTH OF EVIDENCE AND LIMITATIONS
	CONCLUSIONS
	REFERENCES


