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An Experience of Planned Dual Modality Treatment for an Elongated Anterior
Communicating Artery Aneurysm

Chang Sub Lee

Department of Neurosurgery, Jeju National University School of Medicine, Jeju, Korea

Clipping and coiling are the two major therapeutic modalities for freatment of ruptured cerebral aneurysms. The recent
advancements of the two modaliies are striking. But, any of the modalities can completely obliteraie all aneurysms, so far,
Because of the several lesions, the obliteration rate of retreated aneurysm is much lower than that of first treated aneurysms,
Nowadays, complicated aneurysms are begin to be treated by planned dual modality treatment. The author experienced
planned dual modality treatment for elongated shape, ruptured anterior communicating artery aneurysm. And got complete
obliteration. (J Med Lile Sci 2009;6:130-133)
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Figure 1. CT angiography showed complicated shape
anterior communicating artery aneurysm. The relational
anatomy of aneurysm's sac and parent artery was not
suitable for simple aneurysm clipping. '

Figure 2, Digital subtraction angiography revealed that the
proximal one third of the aneurysm's sac was embolized by
GDC coil. The distal portion of the sac was not suitable
for simple coil embolization (without assistance of
specialized microcatheter).

Figure 3. Intraoperative microscopic view demonstrated the
GDC coil (arrow) in proximal one third of the aneurysm's
sac. Surgical clip placed in the just distal part of the GDC
coil. Dotted line marked the distal two third of the
ANEUrysm's sac.
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Figure 4. Four months after the treatment, digital
subtraction angiography found complete obliteration of the
aneurysm's sac,
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