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Thrombosed Giant Intracranial Aneurysm
— MR Imaging and Pathological Findings —
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Summary : A 71-year-old woman with a partially thrombosed giant intracranial aneurysm at
the cavernous portion of the left ICA which simulated cranial-base tumor is presented. CT
scan showed a large, round, and mottled high density area in the sella turcica and suprasellar
area that had ringlike enhancement with contrast medium. On the cerebral angiography, the
vascular shadow from the cavernous portion of the left ICA was demonstrated as a tumor
stain. MRI showed a mixed signal intensity on both T1 and T2 weighted images. These find-
ings suggested the presence of a cranial-base tumor. However, the pathological diagnosis at
the postmortem examination indicated a partially thrombosed giant intracranial aneurysm.

Patients with a giant intracranial aneurysm usually show as having an intracranial space-oc-
cupying lesion, than a subarachnoid hemorrhage. Therefore, there are not a little made a mis-
sdiagnosis of a brain tumor. The pathogenesis of the thrombosed giant intracranial aneurysm
was discussed and reviewed in regard to the correlation of MRI and pathological findings.
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Fig. 1 Skull X-ray demonstrated a ballooning of the sella

turcica, and an egg-shell-like calcification

Fig. 2 Plain CT showed a large, round, and mottled high de-

nsity area with circumferential multiple spotty calci-

fication in the sellar turcica and suprasella region.
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Fig. 3

~rt. area of the mass lesion,

tensity on T1 WIs and low signal intensity on T2

WIs was showed in peripheral area.

Fig. 4
of the It. middle cerebral artery

anteriorly compressed by the mass lesion with vascu-

lar shadow from Ci portion.

Coronal MRI indicated a mixed signal intensity on
both T1 (TR 500ms.TE 40ms) and T2 weighted im-
ages (TR 2000ms.TE 80ms). High signal intensity on
both T1 and T2 WIs was demonstrated in the center

and iso~low signal in-

Left carotid angiography demonstrated the occulusion

. Carotid siphon was
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Fig. 5
A mass lesion in the subdural space with a diameter
of 3cm compressed 1t. ICA , optic nerve, and occu

lomoter nerve.

Fig. 6
Sagittal slice view of the mass.lt contained fully
thrombus.

Fig. 7
The giant aneurysm contained comparative new
thrombus near the pearent vessel and peripheral old

organized thrombus.
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Table 1 MR Imaging of Thrombosed Giant Intracranial Aneurysm

pathogenesis

MR imaging
T1 T2

non—thrombosed

rapid blood flow

(flow void)

compartment slow turbulent blood flow mixed intensity
thrombosed methemoglobin HIA - HIA
compartment hemosiderin LIA LIA
organized thrombus HIA~LIA LIA
perianeurysmal methemoglobin in RBC LIA
hemorrhage HIA
free methemoglobin HIA
calcification LIA ) LIA

LIA:low intensity area
HIA:high intensity area
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