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Abstract 

The etiology of acute paraparesis/paraplegia is multiple, and they include spinal cord diseases, 

peripheral nerve conditions, and from intracerebral origin. In these latter cases, there are some reports 

that are secondary to aneurysm of the anterior cerebral artery, and clinically of acute non-ictal type. We 

report a patient with an aneurism in the anterior communicating artery, but of ictal-onset type, 

reversible within minutes, with findings of an asymptomatic left medial frontal parenchymal ischemic 

injury. At our opinion, this patient did have transient ischemic attack-like clinical manifestations, 

probably due to collateral circulation. 
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Introduction 

Paraparesis (PPP) and paraplegia are often used as synonyms; however, PPP refers to 

weakness that affects both lower extremities, and paraplegia is paralysis of both lower 

extremities [1]. Although it has diverse etiologies, most cases of PPP derive from: Spinal cord 

injuries [1, 2], secondary to peripheral nervous system diseases, from demyelinating central 

nervous system conditions as multiple sclerosis, vascular pathology (ischemic or 

hemorrhagic) of the spinal cord, local or systemic infectious diseases, and neoplastic and 

non-neoplastic compression disease of spinal cord [1, 2, 3].  

On the other hand, among causes of acute monoparesis of the lower extremities, stroke in the 

territory of the anterior cerebral artery (ACA) is a classic etiology, usually contralateral to 

the site of the lesion (approximately 90% in this type of patients) [4, 5]. In these cases, most 

patients have other symptoms and clinical findings like homolateral ataxia, bradykinesia, 

global akinesia, parkinsonian gait, tremor, dystonia, dysarthria, abulia, psychomotor 

agitation, motor perseveration, emotional lability and incontinence, and memory deficits [4]. 

There are some case reports of PPP, associated to some of the symptoms previously 

described, as secondary to aplasia of the A1 segment of the ACA [6]. 

In the group of vascular diseases, ACA aneurysms are also described as causing PPP, 

especially secondary to rupture of the aneurysm, or as consequence of subarachnoid 

hemorrhage [7, 8]. 

We present a patient with an acute and totally reversible PPP secondary to an unruptured 

aneurysm of the ACA, not previously reported in available literature according to our review.  

 

Case Report 

This is a 36-year-old male patient without previous morbid diseases. He came to the 

emergency room (ER) with a history of sudden paresthesia and paresis of both lower 

extremities of about 5 minutes long. It was followed by a holocranial headache of an 8/10 

intensity. He denies any other symptoms. At ER, the patient was normotensive, 

normocardiac, afebrile, and had a normal neurological examination. A computed tomography 

angiography (a-CT) of the brain was performed and shows an image of an intraventricular 

saccular aneurysm of 18mm in major axis at the left lateral ventricle, originating from the 

A1-A2 junction of the left ACA (Fig.1).  
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 A conventional therapeutic angiography was performed and 

reported a partially thrombosed dissecting aneurysm of 

segment A2 of the left ACA, with a filling of the ACA 

vascular territory by distal branches of the left middle 

cerebral artery (MCA) and by a retrograde flow from 

pericallosal artery branches. A satisfactory aneurismal 

exclusion was achieved with coils, without evidence of 

vasospasm (Fig.2). The patient ended up asymptomatic and 

was discharged home. 

 

Discussion 
For clinical purposes, it’s useful to separate PPP into those 

with acute onset (a-PPP) from those with chronic onset (c-

PPP) (1). The a-PPP are usually of spinal traumatic origin 

(1,2), but there are also non-traumatic origins like those of 

vascular etiologies, spinal-cord inflammatory disease, spinal 

infectious or para-infectious complications, acquired 

demyelinating, and secondary to peripheral nervous system 

pathology [9] like acute polyneuropathy. All of these 

conditions are mostly irreversible or disabling at short and 

long term. 

Infarction of the anterior spinal artery (ASA) is one of most 

common causes of PPP (3,5), and like cerebrovascular 

disease, many cases of acute reversible PPP had been 

described. These cases meet criteria for transient cerebral 

ischemia (TIA), and include total reversibility and negative 

parenchymal neuroimaging, but are very infrequent: about 

3% to 7% of cases in some clinical series [10, 11, 12]. Our 

patient appeared to have a TIA, but his symptoms were 

secondary to a cerebral aneurysm, and not due to an ASA 

infarction. According to our review of the available 

literature, a case like this hasn’t been previously described.  

Among vascular pathology, ACA aneurysms are mentioned 

in some series as a possible etiology of PPP (4,5), but it 

presents non-ictal, and it’s described as two possible 

syndromes: the so called “Aneurysm Paraparesis Syndrome 

of the ACA”, described as the installation of motor deficit 

on both lower extremities within the first 7 to 40 days, 

associated with vasospasm in the ACA territory (13); and a 

novel syndrome not associated to vasospasm, but with 

hydrocephalus and PPP onset in the first 2 hours of the 

installation of symptoms. These latter cases PPP partially 

recovers in the first week, and it’s possibly explained by the 

parenchymal injury occurring at the supplementary motor 

area and not at the primary motor area [7, 14]. Our patient is 

radiologically like this last group of reported cases, but the 

PPP was totally reversible in minutes, and without 

hydrocephalus.  

In this case report, the clinical manifestations could be 

explained by collateral circulation from distal branches of 

left MCA, and the retrograde flow of pericallosal artery 

branches. 

 

 
 

Fig 1: Intraventricular saccular aneurysm of 18mm in major axis at the left lateral ventricle, originating from the A1-A2 junction of the left 

ACA 

 

 
 

Fig 2: Aneurismal exclusion (Marked with the white arrow) was achieved with coils (Marked with the yellow arrow), without evidence of 

vasospasm.

https://www.neurologyjournals.com/


 

~ 11 ~ 

International Journal of Neurology Research https://www.neurologyjournals.com 

 
 
 Conclusion 

Neurosciences, and specially neurology, are characterized 

by a rich semiology in the neurological diagnosis [15]. When 

a patient presents with a PPP, the topographic diagnosis is 

usually in the spinal cord, and it’s rarely secondary to an 

intracranial origin; even so, ACA aneurysms had been 

described as a cause of PPP, either associated to vasospasm, 

or with hydrocephalus, but without vasospasm. In both 

cases, the PPP is non-ictal, and partially reversible; but, as it 

has been reported in this case, it can also be ictal, and totally 

reversible. 
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