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Fig. | lllustrative imaging of BMBs and their mimics. MRI parameters: 1.5 teslas, T5-GRE, TE I5 ms, TR 625ms, two excitations, flip angle
20°, FOV 240 mm, slice thickness 5 mm, slice gap | mm, matrix 256 x 192. (A) BMBs (short arrows). Note also the old intracerebral
haemorrhage in the right occipital region (long arrow). Mot all BMBs are marked as they are too numerous. (B) Basal ganglia calcification
(arrows) on MRI (left) and CT (right). (C) Calcification (long arrow) mimicking a BMB on MRI (left), CT (right). Also true BMBs
(arrowheads) and old intracerebral haemorrhage (short arrow). (D) Flow void mimicking a BMB (left, circled), enlarged on right.

Mote the vessel in a sulcus leading up to the black dot indicating that it is a vessel flow void in cross section.



* Roob G,Lechner A, Schmidt R,et al.Frequency and lacation of microbleeds
in patients with primary intracerebral hemorrhage.Stroke,2000,31(11):2665-
2669.
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*Jeong SW,Jung KH,Chu K,et al.Clinical and radiologic differences between primary intracerebral hemorrhage with
and without microbleeds on gradient-echo magnetic resonance images,Arch Neurol,2004,61(6):905-910.
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*Lee SH,Park M,Kwon SJ,et al.Left ventricular hypertrophy is associated with cerebral microbleeds in
hypertensive patients.Neurology,2004,63(1):16-21.
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consideration of the extent of leukoariosis.Arch

Neurol,2002,59(3):425-429.
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*Lee SH,Bae HJ,Kwon SJ,et al.Cerebral microbleeds are regionally associated with intracerebral
hemorrhage.Neurology,2004,62(1):72-76.



B A R R
A1 S

« FEESAREEREMKETERL
HIMBsEX , ME R REEM/
EFFXN/NMIRNEME . *

*Greenberg SM,Eng JA,Ning M,et al.Hemorrhage burden predicts recurrent intracerebral hemorrhage after lobar
hemorrhage.Stroke,2004,35(6):1415-1420.
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*Lee SH,Bae HJ,Yoon BW,et al. Low concentration of serum total cholesterol is associated with multifocal signal loss
lesions on gradient-echo magnetic resonance imaging analysis of risk factors for multifocal signal loss lesions.Stroke,
2002,33(12):2845-2849.
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Fig. 2 The prevalence of BMBs in different groups of people. Point estimates are represented by boxes for individual disease categories
and diamonds for summed disease categories. The area of each point estimate is proportional to the size of each study The error bars
represent 95% confidence intervals (35% Cl). N =sample size, n= number of study participants with one BMB or more. Mote data from
each study only appear once.
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