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aneurysm. The available natural history studies provide
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is still a lack of a2 complere understanding of the

natural history of intracranial aneurysms. In
addition, in further analysis of the known risk
factors, some discrepancies start o emerge. For
example, although ancurysm size s a well-
documented risk factor, the oprimal curoft size
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Table 1: sSummary of large cohort studies of unruptured Intraoranial aneurys ms

Lancet NEUI’O[Ogy, Aprlle 2014 and health risk factors. Although larger aneurysms are associ-
ated with higher risk, the size at which treatment should be
recommended remains unclear. For the patients in this study,

Risk Analysis of Unruptured Intracranial Aneurysms | . recommended observation in small aneurysms (<5 mm) ,
Prospective 10-Year Cohort Study based on previous natural history studies and national guide- ...COome CalCOlare Il

lines.'*" Although 22 patients with aneurysms that were <5
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. Our results indicated that only size, location, daughter I‘iSChiO beneficio del
StrOke/ Febbraio 2016 sac, and history of SAH were independent predictors for /

rupture. trattamento negli

Multiple aneurysms, family history, smoking, and

hypertension did not emerge as predictors in this study. It aneurismi non rotti??

is known that current smoking is risk factor for rupture.
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Risk—benefit analysis of the treatment of unruptured
intracranial aneurysms

R R Vindlacheruvu, A D Mendelow, P Mitchell

J Neurol Mevrosurg Psychiairny 2005,76:234-239. doi: 101134/ jnnp. 2003.031930
s: To determine under what circumstances repair of wnruptured infrocranial aneurysms may be

: s: A life expedancy analysis of patients with unruptured aneurysms with and without repair based
prospective data from the International Study of Unruptured Infracranial Aneurysms [ISUIA).
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¢ age specific annoal risk of death was taken for the
wpiilation as a whole from the 20001 census moriality sta-
1ziics of the total population of the UK * The risk posed by an
nruplured aneurysm was estimated by correcting the bleed

ured aneurysms. The life ex
surgery was calcnlated by adjusting the life exp
mormal population for operative risks. The result was com-

ared with the unireated case 1o calculate expecied lile years

aved or lost by operating. Further details of the mathemna-
ical method are given in the appendix. The annuoal miptore
rates used are given in table 1 and are derived rom observa-
ons over a maximum period of six years.?

DISCUSSION

The present calculations are based on three statistics: the life
expectancy of the normal population, the risks posed by
unireated unrupiured aneurysms, and the poor culcome rate
of procedures to repair unruplured aneurysms. None of these
values are known exactly.

CONCLUSIONS:

* In patients with incidental anterior circulation
aneurysms under 7 mm in diameter repairing the
aneurysm brings a slight reduction in life
expectancy at all ages (do not treat).

* In all patients with additional aneurysm and
those with incidental aneurysms 7 mm or more
in diameter or of the posterior circulation, life
years are gained by repair up to the age of 45—65
(treat).




1m:r::asl.n.g|:.r "ICEI'-I::d ::lur: to more i'n:qucnt cranml |maE1nE."“ ]"'r::'.rmus cohont studies Inund I:I'I.Ell'
only a small proportion of ULAs rupture, causing subarachnoid hemorrhage (SAH) with a significant

case fatality rate.*” Although partially biased by selection of specific subgroups of UlAs, these studies
found that especially small UlAs generally have a low risk of ruprure. However, because small UTAs
are so highly prevalent, most instances of SAH are caused by rupture of small aneurysms, but it
remains undear which small UlAs are prone wo mpture so that preventive treatment could be
considered. Case-control studies have suggested factors (e.g., UIA morphology, family history, smok-
ing, or hypertension) that may increase the risk of UIA rupture, but uncertainties remain.'*"* This is
further complicated by the fact that there are only a few established risk factors for complications

during aneurysm repair (e.g., patient age), even though numerous factors have been suggested.'*"

The UIATS was developed partially based on data but also using consensus
among specialists in the field.

It accounts for many different factors that often influence clinical decisions but
that were not well studied in previous observational studies, e.g., young age or
long life expectancy, coexistent modifiable or non modifiable risk factors,
coexistent morbidities, morphologic UIA features, or relevance of clinical
symptoms related to UIAs

Constitutes a comparison between the risk of rupture vs the risks of treatment in
that particular patients; this is what clinicians do in daily practice.

An international multidisciplinary
(neurosurgery, neuroradiology, neurology,
clinical epidemiology) group of 69
specialists develop and validate the UIAT
Delphi consensus.
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£39mm
4069mm

7.0-12.9mm

13.0.24 9mm

z25mm

Irregularity or lobulation

Size rato > 3 or aspect ratio > 1.6

BasA bifurcation

Vertebral'basilar anery

AcomA or PcomA

Aneurysm growth on serial imaging
Aneurysm de novo formation on serial imaging
Contralateral stenoocclusive vessel disease

< 40 years

40-60 years

61-70 years

71-80 years

> 80 years

Previous SAH from a different aneurysm
Familial intracranial aneurysms or SAH
Japanese, Finnish, Inuit ethnicity
Current cigaretie smoking

Hypertension (systolic BP > 140 mm Hg)
Autosomal-polycystic kidney disease
Current drug abuse (cocaine, amphetaming)
Current alcohol abuse

Aneurysm

< 40 years
4160 years
61-70 years
71-80 years
> 80 years

Cranial nerve deficit

Chnical or radiological mass effect
Thromboembolic events from the aneurysm
Epdepsy

Reduced quality of ife due to fear of rupture
Angurysm multiplicity

<6.0mm
6.0-10.0mm
10.1-20.0 mm
> 20 mm
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Low
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< 5 years

5+ 10 years

> 10 years
Neurocognitive disorder

Coagulopathies, thrombophilic diseases
Psychiatric disorder

Intervention-related risk Constant*
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Favors Favors UIA
UIA conservative

Somma di tutti i punti “a favore” e "contro” il trattamento, questo portera a 2 valori numerici: uno a favore del
trattamento dell’aneurisma (chirurgico o endovascolare), uno a favore del trattamento conservativo.

Nei casi in cui la differenza tra questi 2 valori numerici sia = 3 verra indicato il tipo di management consigliato.

Nei casi in cui la differenza dei due valori numerici sia < 2 la raccomandazione e "non definitive” per cui entrambe le
opzioni terapeutiche possono essere percorribili.

Nei casi di aneurismi multipli ogni singolo aneurisma deve essere valutato separatamente.




