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Aneurysm >2.5 cm is considered Giant. Apart from
Size; presence of thrombus, atherosclerosed wall, per-
forator or branch arising from the aneurysm, dome of
the aneurysm embedded in a parenchyma, partially
coiled or previously clipped aneurysm are the factors
which make the aneurysm complex

In spite of the tremendous advances in imaging
technology, microsurgical techniques, and endovas-
cular modalities; Giant and complex aneurysms of
anterior circulation are still a challenge for a neuro-
surgeon.

Strategy of management of complex and Giant
aneurysm of anterior circulation is different.. Pre
operative imaging includes 3D CT angiography and
MR angiography, while 3 D DSA in selected cases.
Selection of modality; whether endovascular, surgi-
cal or combined, is based on the detailed analysis of
pre operative images and discussion with endovascular
team.

We use standard pterional craniotomy for most of
the cases with anterior circulation aneurysms at circle
of Willis and Orbitozygomatic craniotomy in selected
cases. Measures like, extradural clinoidectomy, uti-
lization of Dolenc approach for proximal control are
applied when needed.

Meticulous microsurgical dissection, wide split-
ting of Sylvian fissure, patient arachnoid dissection,
achieving proximal and distal control and aneurysm
dissection are standard practice.

Selection of proper clip and proper technique
of clip application are of significance. Multiple clip
techniques such as March clip technique, Tandem clip
technique, neck reconstruction are essential tools..

Endoscope assistance is of important to evaluate
blind corners and confirmation of complete obliteration
of aneurysm. We also use Doppler to confirm complete
exclusion of aneurysm.

Alternative strategies are useful in selected cases
and includes; utilization of Hypothermia and cardiac
arrest which provides more time as well as slacken the
aneurysm and if needed aneurysm can be opened,
thrombus removed and neck reconstruction can be
done. Aneurysm, which is unclippable, is wrapped.

Combined modality with endovascular treatment is
also an important tool in selected cases. Options would
be: proximal temporary balloon occlusion, endovas-
cular suction decompression, surgical bypass with
endovascular vessel occlusion or trapping of aneurysm
and partial clipping to occlude and narrow the neck
and complete obliteration by coiling.

Conclusion. Giant and complex aneurysms of an-
terior circulation are a challenge for a cerebrovascular
surgeon. With proper selection of approach, proper ap-
plication of microsurgical technique and utilization of
endovascular and surgical combination modalities these
aneurysms can be managed with better outcome..
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OBJECTIVE. A limited series of patients
with aneurysms were reviewed retrospectively to
analyze strategies for integrating microsurgical and
endovascular techniques in the management of
complex, surgically incurable aneurysms.

METHODS. Since 1997, Nine patients were
managed with a multimodality approach comprising
a total of 4 different combinations: 1) coiling after
intentional reconstruction of aneurysm neck (n=4);
2) coiling of recurrent aneurysm after clipping (n=1);
3) coiling of aneurysm and parent artery after bypass
procedures (n=1); 4) clipping of aneurysm after
attempted and incomplete coiling (n=3);

RESULTS. Among 9 aneurysms treated with
combined therapy, 6 aneurysms were large or giant in
size and 7 had fusiform, dissecting or multilobulated
morphology. Complete angiographic obliteration was
achieved in 8 aneurysms (88.9%). Overall, 8 patients
(88.9%) had good outcomes (Glasgow Outcome Scale
score of 4 or 5; mean follow-up, 43 mo). 1 patient
died possibly due to accompanying silent basilar
tip aneurysm rupturing. There were no treatment-
associated mortality or severe morbidity occurring.

CONCLUSION. As for complex, surgically
incurable aneurysms, endovascular coiling should be
artistically combined with microsurgical clipping and
revascularization. Among combined strategies, the
intentional reconstruction of aneurysm neck followed
by coil embolization, and clipping after attempted
and incomplete coiling should be more than often
encouraged for those complex aneurysms.
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INTRODUCTION. AVM excision is a challenge
for a neurosurgeon. There is always a high risk of
intra operative bleeding. It is not only because of the
abnormal vessels in the AVM, but also due to the
change in hemodynamics of the surrounding brain.
As the surgery proceeds, surrounding brain become
more hyperemic and may start bleeding.

Bleeding may start from the nidus. The reason
maybe..
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1. Coagulation of the draining vessels with persis-
tent arterial feeder.

2. Inadequate feeder coagulation.

3. Persistent residual / daughter nidus.

4. Inadequate intraoperative blood pressure con-
trol.

AIM OF AVM SURGEY. 1. Excision of the nidus
only.

2. Preservation of the surrounding brain

MATERIAL & METHODS. This presentation is
based on personal experience & retrospective analysis
of 350 patients who underwent surgery for the excision
of arteriovenous malformation in our department.

SURGICAL TECHNIQUE. The basic principle of
AVM surgery is different from tumor excision. The
most important point in AVM surgery is to find a
plane between the nidus & the surrounding brain. Once
the plane is found, it should be followed around the
AVM nidus. The arterial feeders and dilated capillaries
encountered should be coagulated first and the main
draining vein should be preserved till the end. Feeder
more than 1 mm should be occluded by coagulation
and hemoclip.

The AVM in eloquent area can also be removed
base on the same principles except, plane should be
made first in the adjacent non eloquent area and then
followed in the eloquent area.

The surgical strategies and management of com-
plications will be presented by video clips,
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Berynaenne. Cpeny AA rojoBHOro Mosra ocobeH-
HYIO CJIO}KHOCTD IIPEACTaBJIAET IPYIIIa TAK HA3bIBAEMBIX
rMraHTCcKux aHeBpuaM. COBpeMeHHOe XUPYPrUUecKoe
JleueHre BHYTPUUEPEINHBbIX TUMTaHTCKUX AA BKJIIOYA-
€T JCIIOJIb30BaHME BHICOKOPABBUTHIX MMATHOCTUYECKUX
U JieueOHBIX TEeXHOJIOTMI, mo3TOoMy TpebyeT BBICOKOII-
podeccroHaIBHBIX CIEUMAJICTOB, COCTABJIAIIINX aK-
TUBHO B3aMMOZEMCTBYIOIIYI0 KOMaHAy. [lyia penteHns
BOIIPOCOB, CBA3AaHHBIX C IJIAHMPOBAHNEM OIlepalii, He-
006X0IMM JeTaJIbHbI TOOIEePAIMOHHBIN aHAJIN3 TaHHBIX
O PAaCIOJIOKEHUM AaHEBPU3MBI U OKPYIKAIOIIVX €e CO-
CYZOB UM MO3TOBBIX CTPYKTYpP, BBIOOP ONTUMAaJBLHOTO
XUPYPIrUYIECKOTO [IOCTYIa M METO/a BMEIaTeJbCTBa,
C y4eTOM KOHKPETHOI JIOKaJIM3alyM aHEeBPU3MBIL.

Ieasr paborer. Pazpaborka kpurepueB, I03BO-
JIAIOIINX OINTMMAJBHO JICIIOJNBb30BATh CYIIECTBYIOIIE
XUPYPrUYecKyie METOAbI UV VX COYeTaHe IIPU JICUEeHUN
IUTaHTCKMUX AA Pa3JIMyHON JIOKaJIN3aLN.

MarepuaJs u meToasl. B VIHCTUTyTe Helipoxupyprun
um. akajg. A.Il. Pomomanosa ¢ 1998 mo 2006r.r. Haxo-
Inioch Ha JiedeHuMu 89 OGOJIBHBIX € TMTAHTCKUMU AA
TOJIOBHOTO MO3Ta pas3JMyHoi Jokaausanunu. Y 41 60Jb-
Horo 3aboJseBaHMe AeOIOTHPOBAJIO cybapaxXxHOUIATIb-
HBIM KpoBomauuaHueM (46%), y 48 (54%) nporekaJo
II0 IICEBIOTYMOPO3HOMY TUITY. BoJbIIMHCTBO G0OJIBHBIX
OB1JI0 sKeHCKOoro noja — 56 (63 %), mysxkunH — 33 (37 %).
Bospact manmenToB — ot 13 mo 78 jser. OcHOBHasA
rpymnna IIpejcTaBjJeHa 0oJbHBIMM B Bo3pacTe oT 30
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o 59 ser — 67 (75,3 %). Cpenunit BO3pacT COCTaBJIIAJ
45 ner.

JlnarHOCTUYECKN)T KOMILJIEKC BKJIIOUAJI OIIpejiesie-
H1e Tomnorpadgo-aHarommueckoro amarsosa (AT, KT,
KT-AT, MPT, MPT-AT) u reMoOAMHaMUYECKYIO Xa-
pakrepuctury (A, TRKY3AI, 93T ¢ npumeneHueM
KOMIIPECCMOHHOTO TecTa) aHEeBPU3M.

Xupyprudecknyl MeTof, JieueHus IPUMeHEH y 89
00JIBbHBIX. VICIIONIB30BAaHbI CJIENYIOIVE BUIbl OIIePalVii:
TpaHCKpaHMAJbHbIE, BHYTPUCOCYAMCTHIE U KOMOMHN-
pOBaHHEIE.

Pesyabrarhl. OneHKY pe3yJsbTaTOB XUpPyprudec-
KOT'O JIeYeHMdA BBINOJHANM C IPUMeHEeHMeM YHUUIN-
poBaHHON IIKaJbl ucxonoB I'srasro (Jannet B. 1977)
ITonyuens! caenymomme pesysbrathl (1) — xoporiree
BOCCTAHOBJIEH)E: BO3BpPAIlleHNE K HOPMAJBHOM “KU3HU
C MMHUMAJBbHBIM Je(PUIUTOM, YaCTUYIHOE BO3BpallleHIe
K TPYAOBOI TeATeNbHOCTY — ¥ 25 OOJIBHBIX, YTO COCTa-
Bugo (28%).

(2.) — ymepeHHadA MHBAJIUAM3ALNA (MHBAJIMANIUPO-
BaH, HO HE3aBUCUM) — MOKET IIepeMellaThes B obIie-
CTBEHHOM TpaHcmopTe — 38 GosbHBIX, (43 %).

(3.) — TsKeNas MHBAJIUMOM3ALMA — B CO3HAHUM,
HO WHBaJUOM3UPOBAH, HYMKIAETCH B IIOCTOPOHHEM
yxone — 22 60JsbHBIX (24 %.).

(4.) — xpoHMUecKoe BereTaTVBHOE COCTOSHNE —
YKa3aHHBIN MCXOJ B JAHHOI IpyIe OOJbHBIX He Ha-
OJIIOJa I,

(5.) — cMmeprenbHbIit ncxon v 4 6oabHbIX (4.5 %).
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Merta. Ouianty 3MiHM B HEBPOJIOTIYHOMY CTaTycCi
Y XBOPMUX TICJA €HJOBACKYJAPHUX PEKOHCTPYKTMBHUX
BTPYy4YaHb 3 IIPUBOAY CTEHOTUYHUX ypPasKeHb COHHUX
i xpebOTOBMX apTepiil TOJIOBHOIO MO3KY i BM3HAUUTHU
hakTOPM, AKi BILIMBAIOTH HA IOKPAIEHHA AKOCTI JKUT-
TA BHACJIJIOK omepartii.

Marepiann i meroau. 3 1999 poxy B cynuuHIN
KJIHINI iHeTUTYTY npoBeneHo 90 omepalliit eHoBacKy-
JApHOI aHrionyactuky i crenrysanua (EAC) 87 xsopum
3 aTePOCKJIEPOTUYHMMYM CTEHO3aMM COHHIX 1 XpeOTOBUX
aprepiit (75 i 15 BTpy4aHp BignosinHo). I'pyny mocain-
JKeHHdA ckJasy 82 gosoBika i 7 okiHOK y Bini Bix 46 no 84
pokiB. ¥ 31 (34,8%) XBOpPOro CTEHOTHYHE YpPa'KeHHSI
IIOEAHYBAJIOCh 3 OKJIIO3i€I0 MaricTpaJbHUX IepedpaJb-
Hux aprepinn (MIIA). Kainiuni cumnTomm imemigHmx
[IOpyYIlIeHb MO3KOBOr0 KpoBoobiry (IIMK) Busnaueni
y 71 cnocrepesxkenaax (82,0%), acumnToMuM nepebir
3aXBOpPIOBaHHA — y 16 Bunazgkax. Jlo omepanii crifiknii
HEBPOJIOTiUHMII AediMT Pi3HOr0 CTYHIEeHI0 BUPA3HOCTL
MaB Micie y 57 xBopux, imemiuni IIMK tpansutopHOro
xapakTepy — y 14 Bunagkax. TepMiHM criocTepeskeHHsA
IIicyd BTPYYaHHA CKJAJM B cepenHboMy 21 MicAuns.
fKicTh KUTTA XBOPUX OLIHIOBAJIM 34 IIKAJIOI0 COLiaJIbHOI
mesapanTallii Penkina.

PesyabraTn. Jlo omnepariii piBeHsp coriasbHOi ne3a-
JanTallii XBOpMX MaB HACTYIIHMII PO3NOAiN: BincyT-
HICTb HEBPOJOTiYHMX cuMITOMiB — 30 cHocTepeskeHb





