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of the anterior clinoid process. I prefer intradural
drilling, especially for high risk aneurysms, because
vibration and pressure on the aneurysm can be
avoided under direct view.

Shigeaki Kobayashi, M.D.
Department of Neurosurgery

Shinshu University School of Medicine
Matsumoto, Japan

This is an excellent article. The authors combined
transient endovascular occlusion of the ICA with a
skull-base approach for giant and large paraclinoid
aneurysms. The average occlusion time of the ICA
was 11 minutes. Arnautovic et al favor endovascu­
lar occlusion of the cervical ICA versus temporary
clipping. The advantages, according to the authors
are 1) more working space for the neurosurgeon, 2)
the ability to aspirate clots, and 3) the ability to
perform intraoperative angiography.

However, this technique also has disadvantages
compared to temporary clipping. I think that it in­
creases the risks of distal emboli because the bal­
loon remains deflated in the ICA for several hours.
The patient cannot be anticoagulated. Several infla­
tions of the balloon may be necessary, increasing
the risk of emboli each time it is deflated. Iatrogenic
complications such as dissection may occur (one
case in this series), a potential catastrophe if the
patient has insufficient collateral circulation. This is
why my main concern is the necessity of perform­
ing a balloon occlusion test in this group of aneu­
rysms before the surgical procedure.

Gerard Debrun, M.D.
Departments of Neurosurgery and Radiology

University of Illinois at Chicago
Chicago, Illinois

In this paper, AI-Mefty's group summarize their ex­
perience with "a combined skull-base and endovas­
cular approach" to large and giant paraclinoid an­
eurysms. Although the authors did not cite our
paper, the technical aspects reported here are al­
most the same as our procedure [1]. I agree com­
pletely with the authors' conclusion that this com­
bined approach is a successful option for the
treatment of complex ICA aneurysms. I do not think,
however, that such extensive bone removal as an
orbitozygomatic craniotomy is necessary.

The key point for successful clipping of large or
giant paraclinoid aneurysms is to dissect these le­
sions completely, particularly the proximal side.
For complete dissection of the proximal neck and
dome of the aneurysm, resection of the anterior

Arnautovic et al

clinoid process and opening of the distal carotid
ring is necessary. The authors emphasize the or­
bitozygomatic approach for complex paraclinoid
aneurysms. From my experience (more than 20
cases of surgically treated giant paraclinoid aneu­
rysms), it seems that removal of the orbital rim is
not necessary because upward visualization is not
required in these operations. The viewing trajec­
tory in the management of these lesions is usually
superior-to-inferior rather than inferior-to-superior.
The standard pterional craniotomy with extensive
resection of the sphenoid ridge and anterior cli­
noidectomy can provide an adequate operative
field both for good visualization and for clip
application.

It is no exaggeration to say that the retrograde
suction decompression technique is now the prin­
ciple surgical adjunct to facilitate dissection and
clipping of giant paraclinoid aneurysms. When we
use this suction technique, however, the duration
of temporary occlusion of the ICA is an important
issue. Even with the use of this technique, it is
usually not possible to complete dissection and
clipping of the aneurysm within a few minutes. The
authors did not describe the temporary occlusion
times in each case in their series. In our series, the
occlusion time ranged from 15-60 minutes, with a
mean of 30 min. Accordingly, a balloon Matas test
should be performed routinely to select the best
treatment. For patients at high risk from temporary
arterial occlusion, the use of the retrograde suction
decompression technique should be considered
more carefully. Although the balloon occlusion test
is not perfect in predicting the tolerable occlusion
time in each case, this test can select patients who
cannot withstand even a short period of temporary
occlusion. Such patients usually develop motor dis­
turbance, aphasia, or loss of consciousness within a
minute after test occlusion. For patients who are
intolerant of the test occlusion, we have used a
combination of high-flow graft and proximal ICA
occlusion, or direct clipping using the suction de­
compression technique after performing a high flow
bypass graft in the same operative session.
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