http://www.pediatriconcall.com

LETTER TO EdITOR (VIEWERS CHOICE)
CONGENITAL GIANT ANEURYSM OF ThE MID-PORTION OF BASILAR ARTERY
Dinesh Nayak

A 15-year-old girl was admitted to our hospital
with a history of sudden onset of severe headache
in the occipital and bifrontal areas with associated
symptoms of nausea and vomiting and also low grade
fever, two weeks prior to hospitalization. No history of
previous trauma was reported. On examination, her
BP was normal, no neurocutaneous markers. Findings
of the neurologic examinations performed during the
patient’s hospital admissions were within normal limits
except for retrocollis. Rest of the systemic examination
was essentially normal. Cervical spine X-ray revealed
hyperextension without any bony abnormalities. Her
chest X-ray was unremarkable. Mantoux test revealed
no induration at the end of 48 hours. Ensuring that there
was no papilloedema or no signiicant cerebral edema,
a cerebrospinal luid analysis was performed, which
revealed xanthochromia suggestive of subarachnoid
haemorrhage. Contrast enhance CT of the brain obtained
on hospital admission showed a rounded well deined
extra-axial lesion anterolateral to pons arising from
the basilar artery (BA) and was reported as partially
thrombosed aneurysm. MRI which was performed
subsequently better delineated the aneurysm (Fig 1a
and 1b). Digital subtraction angiography of the brain
performed 6 days later conirmed a large saccular
aneurysm with irregular outline arising from the
posterior wall of the mid portion of the BA (Fig 2). The
aneurysm was seen to arise proximal to the origin of
both superior cerebellar arteries and the mid portion
of the BA showed narrowing likely due to spasm. Other
investigations such as lipid proile, prothrombin time,
activated partial thromboplastin time, complete blood
counts and erythrocyte sedimentation rate were normal.
A right fronto-temporal craniotomy with microsurgical
endoluminal muscle packaging of giant BA aneurysm
sac was done. A CT scan obtained immediately after the
operation demonstrated residual aneurysm illed with
muscle packing. Post operative patient recovery was
uneventful except that she developed left hemiparesis.
The patient was discharged 15 days after surgery
with signiicant improvement and was able to walk
with support. The patient was advised to continue
physiotherapy and advised to come for follow up 6
weeks later for cerebral angiography.
Figure 1a and 1b: Axial and Sagittal T1 weighted
MR images show partially thrombosed aneurysm
causing significant compression of the pons
anteriorly (arrows).

Fig 2: Digital subtraction angiography of the
posterior circulation acquired in lateral projection
shows saccular aneurysm (arrowhead) arising
from the mid basilar artery (arrow) directed
superiorly and laterally.

Most true aneurysms are congenital in nature,
although their appearance in childhood is uncommon
(1). Aneurysms increase in frequency with age beyond
the third decade, are 1.6 times more common in women
and are associated with a number of genetic conditions.
Prospective autopsy and angiographic studies indicate
that between 3.6 and 6% of the population harbor
an intracranial aneurysm (2). Cerebral aneurysms
usually occur in the Circle of Willis at the bifurcation
of arteries, with approximately 33% arising at the
anterior communicating artery, 33% at the origin of
posterior communicating artery, 20% at the middle
cerebral artery and only 14% involving the vertebral
and basilar circulation (1). Intracranial aneurysms are
seldom encountered in the pediatric age group, and
those within the posterior circulation are even rarer
(2-4). Pediatric intracranial aneurysms occur more
commonly in male patients and have a predilection for
the terminal internal carotid artery bifurcation (5).
Giant aneurysms carry a severe morbidity and
mortality rate because of the tendency to cause distal
thromboembolism (6). The subarachnoid hemorrhage
(SAH) occurring mostly due to rupture of an intracranial
aneurysm accounts for a quarter of cerebrovascular
deaths (7). Although the most common presentation of
a cerebral aneurysm is with subarachnoid haemorrhage,
unruptured cerebral aneurysms may present with
headache or other symptoms, in particular neuroophthalmological features (8). Clinical presentation
is usually related to mass effect associated with large
aneurysms or intracranial hemorrhage. Spontaneous
thrombosis of intracranial aneurysms is uncommon, very
rare in children but also has been occasionally described
(3,9-11). It has been proposed that thrombosis is not
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the usual inal stage of the aneurysm evolution, but
rather an ongoing dynamic process that has potential
for further growth and mass effect. Aneurysmal growth
may be due to accumulation of thrombotic materials,
recurrent intramural hemorrhage, or development
of intrathrombotic capillary channels, which may, in
turn, thrombose or bleed (6). The natural history of
most untreated giant aneurysms is extremely dismal.
The literature contains very few cases of complete
spontaneous occlusion of partially thrombosed giant BA
aneurysms (1,12,13). However, during recent decades,
good outcomes after the treatment of ruptured and
unruptured pediatric aneurysms have increased (5).
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LETTER TO EdITOR (VIEWERS CHOICE)
AN UNUSUAL PRESENTATION OF CYCLOPIA WITh SITUS INVERSUS
Shailesh R Singi

A boy was born of non-consanguineous parents in
our hospital to a 32 year old woman after 36 weeks
of uneventful gestation. There was no history of
exposure to any drugs or substances that might be
considered teratogenic and there was no family history
of dysmorphism. At birth the baby showed Cyclops
malformation. He survived only few minutes. On
examination there was a centrally placed orbital fossa,
which was diamond shaped and contained a single
eyeball with double corneas and pupils. A proboscislike appendage was located above the eye on the lower
part of the forehead. The infant was microcephalic;
the head circumference was 20 cm. The mouth was
triangular. The palate was high arched. The ears were
low set and neck short (Fig. 1). He had hypospadias
and liver palpable 3 cms below left coastal margin.

An ultrasonography of abdomen and skull revealed
features suggestive of complete situs inversus and
holoprosencephaly (HPE) respectively. The postmortem
examination could not be done.
Three cardinal features characterize Cyclopia -single
orbital fossa with varying degree of fusion presenting
one or two eyes, a proboscis-like appendage above
and holoprosencephaly. (1) The Cyclops malformation
is characterized by a single orbital fossa located in the
area normally occupied by the bridge of nose. The
socket is diamond shaped, with open angles extending
beyond the globe. There may be all degrees of fusion,
from two eyes in same orbital cavity, to a single globe
with two corneas and two pupils to a single eye. There
may be one or no optic nerve. There is a nose like
appendage, called proboscis found above the eyeball. It
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