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ABSTRACT
Obijective: To assess the recurrence of A.com-ACA complex cerebral aneurysms after coiling.

Materials and Methods: This study was conducted from July 2010 to December 2013 at the department of
Neuroradiology, PGMI, Lahore General Hospital, Lahore. A total of 50 patients with cerebral aneurysms at the
level of A. Com — ACA complex were included in this study of both gender (male and female) and in the age range
of 45 — 65 years.

Results: Out of 50 patients, there were 20(40%) males and 30 (60%) female patients. Their age ranged from 45 -
65 years. The maximum numbers of patients were in their fifth and sixth decade of life. In our study successful
coiling was done in all patients with minimal recurrence/recanalization of cerebral aneurysms at A.com-ACA
complex.

Conclusion: Coiling is minimally invasive endovascular procedure routinely performed to treat cerebral
aneurysms with an aim to highlight the significance of recognizing the large sized aneurysms recurrence /

recanalization by regular follow up and early intervention to decrease morbidity and mortality of the patients.
Keywords: Cerebral aneurysm, endovascular coiling, A. Com — ACA complex.

INTRODUCTION

An intracranial aneurysm (also called cerebral or brain
aneurysm) is a cerebrovascular disorder in which there
is a balloon — like bulge of an artery wall. As an
aneurysm grows, it thins and weakens. It can become
so thin that it leaks or ruptures, releasing blood into the
subarachnoid space around the brain. This bleeding is
called a subarachnoid hemorrhage (SAH) and is life
threatening.

The incidence of intracranial aneurysms is variable
throughout the world and is approximately 6% in the
international population, with rates being higher in
Asian / Finnish populations and those with a high —
risk profile. In those patients without any risk factors,
the incidence is approximately 2%. Cerebral
aneurysms are classified both by size and shape. Small
aneurysms have a diameter of less than 15 mm. Larger
aneurysms include those classified as large (15 to 25
mm), giant (25 to 50 mm), and super giant (over 50

mm).

Most intracranial aneurysms are asymptomatic and
are never detected. Some of them are discovered
incidentally in neuroimaging studies while some
produce symptoms due to compression of neighboring
cranial nerves or adjacent brain tissue. Others are
detected only after they have ruptured and caused
subarachnoid hemorrhage, a devastating type of stroke
associated with 32% to 67% case fatality and 10% to
20% long-term dependence in survivors due to brain
damage.*

Cerebral aneurysms are mainly treated either by
surgical clipping or by endovascular coiling. Coils
accomplish from the inside what a surgical clip would
accomplish from the outside: they stop blood from
flowing into the aneurysm but allow blood to flow
freely through the normal arteries. Endovascular
treatment of intracranial aneurysms was first described
by Fedor Serbinenko, a Russian neurosurgeon in early
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1970s.2® He used vascular catheter with detachable
latex balloon to treat aneurysms, either by depositing
balloon directly in aneurysm lumen or by occluding
the artery from which the aneurysm arose. In 1991,
Guido Guglielmi was the first to describe the
technique of occluding aneurysms from an
endovascular approach with electrolytic detachable
platinum coils, termed Guglielmi detachable coils
(GDCs).*?

As clinical experience with this technique has
increased along with improvement  coil design,
endovascular coiling has been used with increasing
frequency even in patients who could be treated by
conventional surgical clipping.®” Furthermore, some
centers are treating patients with surgical clipping only
if they cannot be treated primarily by endovascular
coiling.?

While a large meta-analysis found the outcomes
and risks of surgical clipping and endovascular coiling
to be statistically similar, no consensus has been
reached. In particular, the large randomized control
trial International Subarachnoid Aneurysm Trial
appears to indicate a 7% lower eight — year mortality
rate and 28.6%- 3 3.6% of aneurysm recurrence within
a year in aneurysms treated with coiling.>™* There is
6.9 times greater rate of late retreatment for coiled
aneurysms.*?

Because the risk of aneurysm recurrence after
endovascular coiling is higher than surgical clipping,
all patients with coiled aneurysms are advised to return
after 6, 12, and 24 months for a diagnostic angiogram
to monitor for a residual or recurring aneurysm. A
patient whose aneurysm ruptured should be checked
earlier at 3 months.

MATERIALS AND METHODS

This study was conducted from July 2010 to
December 2013 at the department of Neuroradiology,
PGMI, Lahore General Hospital, Lahore. A total of 50
patients were included in this study of both gender
(male and female) and in the age range of 45 — 65
years with history of subarachnoid hemorrhage.
Endovascular coiling was done in all patients with one
year follow up by 3D angiography to note any
recurrence / recanalization of cerebral aneurysms at A.
com — ACA complex.

RESULTS
Out of 50 patients, there were 20 (40%) male and 30

(60%) female patients. Their age ranged from 45-65
years. The maximum number of patients was in their
fifth and sixth decade of life.In our studyendovascular
coiling was successfully done in all patientswith
minimal recurrence/recanalization of aneurysms at A.
com — ACA complex by regular radiological follow-

up.

DISCUSSION

Intracranial aneurysms are potentially life threatening
and disabling vascular lesions, which can pose
formidable treatment challenges. Aneurysms may be
treated in different ways, depending on the type of
aneurysm, its location in the brain, and the patient's
medical condition. The standard method for treating a
cerebral aneurysm is by doing aneurysm clipping,
although coiling due to its minimal invasiveness, early
recovery, less complications and early discharge has
wide advantage over surgical clipping and considered
treatment of choice now a days.

Endovascular coiling is a procedure to
thrombose/clot an aneurysm (a weak area in the wall
of an artery) as shown in Figure 1.

Figure 1

Coiling doesn’t require a surgical procedure.
Rather, a catheter is inserted in an artery in Groin and
advanced it into the affected artery in the brain under
fluoroscopic guidance. The coils used in this
procedure are made of soft platinum metals and
othermaterials and come in a variety of shapes, sizes,
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Figure 3: Post-coiling DSA.

and coatings that promote clotting.

In our study of 50 patients including 20 males and 30
female patients, all of them had aneurysm of different
size and shape at the level of A. com — ACA territory
and had successfully undergone endovascular clipping
as shown in Figure 2 and 3. Patients were alright and
discharged with advice to return after 6, 12, and 24

months after coiling for a diagnostic angiogram to
monitor for a residual or recurring aneurysm.

From 1992 to 2002, Jean Raymond, et al
conducted study on 383post-coiled patients and found
that recurrences were found in 33.6% of treated
aneurysms that were followed up and that appeared at
a mean = SD time of 12.31 + 11.33 months after
treatment. Variables determined to be significant
predictors (P < 0.05) of a recurrence included
aneurysm size > 10 mm, incomplete initial occlusions,
and duration of follow-up.

In 2013, Robert Corns, et al studied 239 post-
coiled patients and revealed 34% recurrence after 6
months follow-up through angiography. He also
advocated that aneurysms of A. com — ACA complex
were less likely to recur or require treatment while
aneurysms of the posterior communicating arteries
were more likely to recur.

Molyneux A, et al in 2002 followed 2143 post-
coiled patients and found 34% recurrence of
aneurysm.

In our study 50 patients were followed up radio
logically (DSA) after one year and found that 01 (2%)
out of 50 patients were presented with recurrence of
aneurysm in the A. com — ACA territory as shown in
figure 5 and 6. Rest of the patient’s angiography was
un-remarkable.

The aneurysm that recurs was large sized A.com
aneurysm as shown in Figure 4.

LI X
Figure 4: Pre-coiling Large Sized Aneurysm.
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Figure 5: Re-canalization of Aneurysm after One Year.

Figure 6: Post-coiling Re-canalization after One Year.

CONCLUSION

As the risk of recurrence oflarge sized and residual
aneurysm at A. com - ACA complex after
endovascular coiling is higher than surgical clipping,
all patients with coiled aneurysms are strictly advised
to return (particularly the large ones) after 6, 12, and
24 months for a diagnostic angiogram / CTA to
monitor for a residual or recurring aneurysm. As early
recognizing of recurring aneurysm willlead us to early
intervention and decrease morbidity and mortality of
the patient.
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