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Abstract Case Report

Aneurysm of intracranial carotid artery is relatively rare and tends to be asymptomatic. However, as such an aneurysm
increases in size, it can causes cavernous sinus syndrome resulting from a compressive mechanism. We report the case
of a 38-year-old woman who presented with a rapid onset of diplopia, right palpebral ptosis and headache. A brain
magnetic resonance imaging (MRI) revealed a right-sided partially thrombosed giant intracavernous aneurysm
measuring 38 mm in diameter. No evidence of intracavernous of subarachnoid hemorrhage was observed. The patient
was referred to neurosurgery department where an endovascular approach was performed.
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38mm on diameter (Figure 1) , and partially enhanced
on T1 weighted image indicating a giant intracavernous
partially thrombosed carotid aneurysm (Figure 2). No

INTRODUCTION
Intracranial artery aneurysms are found in 5%

of the general population, and show a slight female
predominance [1]. Intracavernous carotid artery
aneurysms (ICCA) represent approximately 3-5% of all
intracranial aneurysms and account for 15% of all
internal carotid aneurysms. They can arise from any
segment of cavernous carotid artery, but most
commonly are originated in the horizontal segment [2].
In contrast to the intracranial supraclinoidal aneurysms,
ruptures and subarachnoid hemorrhages very seldom
occur and diagnosis is most often made based on
compressive cavernous sinus symptoms [3]. As
neuroimaging techniques have become more
sophisticated, the diagnosis of cavernous aneurysms has
increased markedly and about a third of these lesions
are asymptomatic at diagnosis.

CASE REPORT

38-year-old woman, with no particular
pathological antecedents, presented with a rapid onset
of diplopia and a right palpebral ptosis associated with
tension headaches and three episodes of vomiting.
Clinical examination showed a complete oculomotor
plasy and partial abducens deficit on the right side.
Other cranial nerves were intact. Visual acuity was
10/10. With regard to the clinical findings, magnetic
resonance imaging (MRI) of the brain was scheduled.
Coronal and axial T2 weighted images demonstrated a
right intracavernous heterogeneously masse measuring

evidence of intracavernous or subarachnoid hemorrhage
was found on FLAIR images (Figure 1). The patient
was referred to neurosurgery department where an
endovascular approach was performed

Fig-1: Cerebral MRI, coronal(a) and axial (c) Flair , coronal T2
(b), and 3DTOF, right intracavernous aneurysm with flow void
containing a partial thrombosis (high signal on T2, and Flair)
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Fig-2: T1 weighted MRI, axial slices before (a) and after

gadolinium injection (b), Right intracavernous heterogenous
masse partially enhanced after gadolinium

DiscussioON

Intracavernous carotid aneurysm should be
isolated from the other intracranial aneurysms, not only
because of their frequency among the giant aneurysms,
but also because of their natural history, clinical
symptomatology, and treatment.

The etiology of giant aneurysms is
multifactorial and many structural and hemodynamic
stress factors have been previously discussed.
Idiopathic intracavernous aneurysms are the most
common [4], however the frequency of bilateral
intracavernous aneurysms have definite causative
factors suggesting weakness of the carotid arterial wall.
They can occur after radiation therapy, or in association
with connective tissue disorders such as fibro- muscular
dysplasia and Paget’s disease. Furthermore, infectious
(mycotic and bacterial) intracavernous aneurysms have
been reported in the past [5].

The intracavernous part of the internal carotid
artery (ICA) extends from the superior part of the
petrolingual ligament to the proximal dural ring. The
ICA enters the posterolateral angle of the cavernous
sinus and makes a medial curve. It narrows the 3rd
cranial nerve (1), the 1st part of the 5th cranial nerve
(V1), the 4th (IV) and the 6th (V1) cranial nerves. The
neck of the aneurysm may be located in variable
locations of the intracavernous part of the ICA, causing
the compression of the lateral wall of cavernous sinus
by the entire aneurysm [6].

The likelihood of an aneurysm becoming
symptomatic is directly related to its size. Small
aneurysms are primarily non symptomatic, whereas
only 20% of the giant ICCA are non-symptomatic [7].
Mostly, a progressive onset of the symptoms is
observed, with pseudo-tumoral progression, not only
due to the compression of the cavernous sinus content
by the volume of the aneurysm, but also by the
pulsatility of the aneurysmal wall [8]. The most
common presenting symptoms in patients with giant
cavernous carotid aneurysms (>25 mm) are diplopia,
retro-orbital pain, headache, diminished or blurred

vision, and photophobia. Other clinical signs include
ptosis, decreased visual acuity, proptosis, and visual
field defects [9]. Rarely, an intracavernous aneurysm
can present as hypothalamo-pituitary axis dysfunction
when it extends into the sellar region [10]. Such
aneurysms extending into sellar region account for 1—
2% of all intracranial aneurysms [11].

Intracavernous sinus aneurysms are thought to
have a benign course. However, rare but serious
complications include acute partial aneurysm
thrombosis, intracavernous aneurysmal rupture leading
to a carotid cavernous fistula, and exceptionally
massive epistaxis due to a rupture in the sphenoidal
sinus [12]. Rarely meningeal hemorrhage and
endocrinological manifestations can occur justifying
surgical treatment.

Recent advances in imaging techniques,
including multidetector row computed tomography,
high-field magnetic resonance imaging (MRI), and
three-dimensional rotational catheter angiography, have
enabled more accurate diagnosis of cerebral aneurysms.
However, it is still difficult to visualize the relationship
of an aneurysm to the adjacent structures, especially the
proximal and distal dural ring, anterior clinoid process,
and optic strut [13].

Radiological explorations required for the
giant ICCA are identical to the other giant aneurysm
locations. Nevertheless, MRI is important for decision-
making prior to treatment, and is useful for the follow
up. T2 weighted coronal views are used to assess the
intracavernous location of the aneurysm, eliminating
transitional aneurysms with risk of subarachnoid
hemorrhage; T1 and T2 weighted views show the
anatomical relations of the aneurysm with the wall of
the sphenoidal sinus. After treatment, MRI is useful to
verify the aneurysmal thrombosis and the shrinking of
the aneurysm.

Optimal management of symptomatic giant
carotid aneurysms remains controversial. The indication
to treat is difficult because the natural history of the
giant ICCA is uncertain, particularly it is known that
spontaneous recover of the clinical symptoms (mainly
oculomotor deficits) may sometimes occur. In the
literature, a trend seems to appear regarding the main
factors in the treatment of giant ICCA, the importance
of clinical disability, evolution of the symptoms, and
development of the MRI findings which should all be
considered prior to any decision making[8].

Nowadays direct surgical approach is
exceptionally proposed for giant ICCA because of its
invasiveness, its morbidity and mortality, and because
of the technical difficulties to achieve a satisfying
aneurysmal occlusion [8, 14]. The endovascular
procedures have considerably modified the treatment
strategy [15].
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CONCLUSION

Intracavernous carotid artery aneurysm is a
relatively rare disorder with benign courses. However
giant ICCA can present as serious complications which
may lead to life-threatening consequences. Recent
advances in imaging techniques, especially magnetic
resonance imaging have allowed for earlier diagnosis of

intracavernous  aneurysms  before  complications
appearing.
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