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= ABSTRACT=

A Case of Giant Paraclinoid Aneurysm

Moon Pyo Chi, M.D.,Sung Hak Kim, M.D.and Dong Been Park, M.D.

Department of Neurosurgery, College of Medicine, Ewha Womans University

Giant aneurysm occurs rarely and it is about 5% of intracranial aneurysm. Giant
aneurysm arising from the intradural portion of the internal carotid artery proxi-
mal to the origin of the posterior communicating artery present specialsurgical pro-
blem.

Most of these aneurysms arise in the relation to the origin of the ophthalmic art-
ery from the anteromedial aspect of internal carotid artery; however, others arise
from the posterolateral portion of the internal carotid artery.

In some of the largest ones, the neck is so wide that the site of originis notclear.
As a group, these aneurysms can be called “paraclinoid”.

In these cases, operative difficulty 1s presented and complication is well develo-
ped, so treatment is marked difficult. We experience a case of giant paraclinoid ane-
urysm which was treated by common carotid artery ligation in the neck and rep-

ort with brief review of the literatures.
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Fig. 2. A about 5x4cm sized mass is seen
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enhansment.
A about 4x5cm sized giant aneurysm is

Fig. 3. A mass is well enhanced after contrast
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Fig. 1. The linear calification is seen and widening
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