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Completely Thrombosed Contralateral Internal Carotid Artery Aneurysm Combined with
Ruptured Anterior Communicating Artery Aneurysm
~ Case Report —
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@ ABSTRACT

Giant intracranial aneurysm, approximately 5— 7% of all intracranial aneurysm, is defined as ancurysm with a maximal sac diameter
reaching or exceeding 25 mm. Its high incidence of thrombus formation causes difficulty in diagnosis through imaging studies.
Recently, we have experienced a giant contralateral internal carotid artery aneurysm that was completely thrombosed and negative in
imaging studies. It was only verified during surgery for clipping of an anterior communicating artery aneurysm. On initial cerebral
angiography, authors had not found any other aneurysm except a small-sized anterior communicating artery aneurysm. There was no
evidence of aneurysm or mass on right internal carotid artery even though in postoperative computed tomographic angiography (CTA).
We emphasize the fact that another completely thrombosed aneurysm may be present as a hidden lesion during initially planned

aneurysmal surgery. (Kor J Cerebrovascular Disease 3:169-72, 2001)
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Fig. 1. Axial brain CT image demonstratmg a recent subarachnoid
hemorrhage “at the level of sylvian, interhemispheric, and basal cist-
erns and intraventricular hemdrrhage in aqueduct of Sylvius. Note
a small calcification located in the right parasellar area without any
other mass density.
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Fig. 3. Intraoperative photograph demonstrating a curved aneu-
rysm clip on anterior communicating artery and a completely open-
ed aneurysm sac (black arrows) of the right giant internal carotid bi-
furcation aneurysm, which figured as lamellar pattern in inside.

Fig. 2. Anteroposterior views of conventional carotid angiography. Left : Right carotid angiograph demonstrating an aplasia of right anterior
cerebral artery, in contrast to a fetal type posteriop communicating artery. Right : Left carotid angiograph demonstrating a saccular aneu-
rysmal sac on ant'qrior communication artery, 8 X 10 mm in diameter. *
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Fig. 4. Reconstructive three-dimensional CT scan obtamed 2 days
after surgery. Note doughnut-shaped image (black arrow) on the left
side resulted from the aneurysm clip and a signal defect (white ar-
rows). between the internal carotid artery bifurcation and anterior
communicating ‘artery on the right.
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