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Two Cases of Ruptured Dissecting Aneurysms presenting with Subarach-
noid Hemorrhage and treated Successfully by Surgical Craniotomy
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We report two cases of ruptured dissecting cerebral aneurysms presenting with subarachnoid hemor-
rhage (SAH) that were successfully treated with surgical craniotomy. In case 1, there was a ruptured
dissecting aneurysm in the Al portion of the anterior cerebral artery. Although the cause of the hemor-
rhage could not be confirmed by preoperative imaging examination, the rupture point was confirmed
under direct vision, and the parent artery was trapped after preserving the perforating artery. In case 2,
there was a ruptured dissecting aneurysm in the V4 portion of the vertebral artery (VA). The VA of the
contralateral side was of the posterior inferior cerebellar artery end type; therefore, we performed angio-
plastic partial clipping of the rupture point while preserving the blood flow in the parent artery. By per-
forming direct surgery, we were able to preserve the blood flow in the perforating artery and the parent
artery, as well as confirm the rupture point, which is considered difficult in endovascular treatment.
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Fig.1 A : Computed tomography (CT) shows a diffuse, thick subarachnoid hemorrhage
(SAH) and left frontal lobe intracranial hemorrhage.

B : Three-dimensional CT angiography (3DCTA) in the anterior-posterior view shows no
evidence of the cause of SAH.

C : 3DCTA shows slight fine irregularities in A1 (white arrow).

D : Right cerebral angiography shows good contralateral blood flow from the right Al to left
A2 through the anterior communicating artery.
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Fig.2 A : The dissecting cavity extends from the proximal site of Al to the distal site of Al through the perforating

branch of Al.

B : The ruptured point of a dissecting aneurysm with a hematoma was confirmed on the ventral side of Al.
C : The proximal clip was applied to the proximal site of the Al ruptured aneurysm to preserve the perforating arteries.
D : This represents the final view. The distal clip was also applied to the distal site of the ruptured point.
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Fig. 3 A : The cerebral infarction is seen around the left caudate nucleus in the Al per-
forating branch area after surgery.

B : Postoperative three-dimensional computed tomography angiography shows the disap-
pearance of the Al aneurysm and flow of the left A2.

Fig.4 A : Computed tomography (CT) shows a subarachnoid hemorrhage (SAH) with a slightly thick hematoma in
the posterior fossa.

B : CT shows secondary hydrocephalus and a diffuse pale SAH.

C, D : The three-dimensional computed tomography angiography shows a pseudoaneurysm in the right V4, proximal to
the posterior inferior cerebellar artery (PICA) bifurcation. The right PICA is hypoplastic, while the left one appears
well developed.

E : Cerebral angiography shows that the left vertebral artery is at the PICA end, and a cross flow through the union cannot
be expected.
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Fig.5 A : The cerebrospinal fluid was drained from lateral cerebromedullary cistern, and the cerebellum was slacked.
The proximal site of the V4 dissecting aneurysm was confirmed through the lower cranial nerve.

B : A ruptured point (white arrow) was observed.

C : The clipping was performed with the preservation of the blood flow of the right trunk of the vertebral artery.
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Fig. 6 Images show the postoperative three-dimensional computed tomography angiography findings. The size and form
of the aneurysm in A (postoperative day [POD] 4) and B (POD 11) are almost the same as those of the pre-
operative dissecting aneurysm. In C (POD 25), the dissecting aneurysm appears large and presents morphologi-
cal changes. In D (POD 130), the dissecting aneurysm seems to have shrunk, but the morphological changes
remain comparable to those in A.
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