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ABSTRACT: Introduction: Intracranial aneurysms (IA) are 
vascular dilations that are highly prevalent and that can be 
identified by angiotomography, angioresonance and digital 
subtraction angiography (DSA), an exam considered the 
gold standard. For unruptured IA, there is still no absolute 
consensus on standardization of therapeutic conduct, which 
depends, intrinsically, on morphological and topographic 
aspects on angiographic examination. Objective: Analyze the 
epidemiological, morphological and topographic characteristics 
of unruptured IA identified by DSA and to correlate with risk 
factors. Method: 160 electronic medical records of patients 
with unruptured IA diagnosed by DSA between 2014 and 2018 
were considered. Variables considered were epidemiological 
(gender, age and ethnic group), morphological aspects (shape, 
presence or absence of neck and size), topography, number of 
IA per patient and risk factors (systemic arterial hypertension, 
smoking and alcoholism), with statistical analysis by Spearman 
correlation. Results: Out of 160 patients, 207 unruptured IA 
were evaluated. There was a predominance of females, aged 60 
to 69 years and white ethnicity. Regarding risk factors, 58.75% 
had systemic arterial hypertension. Most patients have a single 
aneurysm, and the most prevalent location was the right internal 

carotid artery. Saccular, small (less than 7 mm) and large-necked 
aneurysms predominated. There was a statistical correlation 
between size and location (p <0.001), size and type of neck 
(p = 0.0005) and between shape and type of neck (p <0.001). 
Conclusion: Prevalence of unruptured IA in middle-aged, white 
and hypertensive women, with a predominance of a single small 
non-lobulated saccular aneurysm with a large neck in the right 
internal carotid artery. Correlation of saccular IA with large neck, 
giant IA in internal carotid artery, and small IA with large neck.

Keywords: Intracranial aneurysm; Digital angiography; Anatomy. 

RESUMO: Introdução: Aneurismas intracranianos (AIC) são 
dilatações vasculares de elevada prevalência que podem ser 
identificadas por angiotomografia, angiorressonância e por 
angiografia de subtração digital (ASD), exame considerado 
padrão-ouro. Para AIC não rotos, ainda inexiste consenso 
absoluto sobre padronização de conduta terapêutica, que depende, 
intrinsecamente, de aspectos morfológicos e topográficos 
ao exame angiográfico. Objetivo: Analisar características 
epidemiológicas, morfológicas e topográficas de AIC não rotos 
identificados por ASD e as correlacionar com fatores de risco. 
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Método: Foram considerados 160 prontuários eletrônicos de 
pacientes com AIC não rotos diagnosticados por ASD entre 2014 
e 2018. Variáveis consideradas foram aspectos epidemiológicos 
(gênero, idade e grupo étnico), morfológicos (formato, presença 
ou ausência de colo e tamanho), topografia, número de AIC 
por paciente e fatores de risco (hipertensão arterial sistêmica, 
tabagismo e etilismo), com análise estatística por correlação de 
Spearman. Resultados: De 160 pacientes, avaliaram-se 207 AIC 
não rotos. Houve predomínio do sexo feminino, da faixa etária 
de 60 a 69 anos e da etnia branca. Em relação a fatores de risco, 
58,75% apresentavam hipertensão arterial sistêmica. A maioria 
dos pacientes apresentava um único aneurisma, e a localização 
mais prevalente foi artéria carótida interna direita. Predominaram 

aneurismas saculares, pequenos (menor que 7 mm) e de colo largo. 
Demonstrou-se correlação estatística entre tamanho e localização 
(p < 0,001), tamanho e tipo de colo (p = 0,0005) e entre formato 
e tipo de colo (p < 0,001). Conclusão: Houve prevalência de 
AIC não rotos em indivíduos do sexo feminino de meia idade, 
brancos e hipertensos, com predomínio de aneurisma sacular 
não lobulado, único, pequeno, de colo largo em artéria carótida 
interna direita. Presença de correlação estatística de AIC sacular 
com colo largo, AIC gigante em artéria carótida interna, e de AIC 
pequeno com colo largo.

Palavras-chave: Aneurisma intracraniano; Angiografia digital; 
Anatomia.

INTRODUCTION

Intracranial aneurysms (ICAs) are dilations of the 
encephalon (brain) arteries, resulting from the 

weakening of the vascular wall, arising from the lack of 
type III collagen in the tunica media and internal elastic 
lamina1,2, causing physiopathological alterations3. These 
conditions are estimated to be present in about 5% of the 
general population and represent 2% of the deaths due to the 
prevalence of ten times more unruptured and asymptomatic 
aneurysms4. Generally, they become symptomatic from 
40 to 60 years old, predominantly in the female gender, 
although there is no preference for any ethnic group1,5,6. 
The etiopathogenesis of ICA tends to be multifactorial, 
and the risk factors include smoking, systemic arterial 
hypertension, alcohol consumption, and malformation of 
the arteriovenous encephalon5,6. The related diagnostic and 
therapeutic costs are significantly high7.

Morphologically, ICAs are classified into three 
categories: saccular, fusiform, and desiccant. The first 
types are the most frequent, they look like focal lobulations 
with rounded shapes, and the necks are connected to the 
source artery1,4,8. Fusiform aneurysms are characterized 
by an elongated arterial segment, tortuous, and neckless9, 
while desiccant ICAs look like concentric distancing of 
the tunica arteries10. ICAs are considered irregulars with a 
difference in sizes of 2mm from the largest to the smallest 
diameters. These ICAs look like bubbles in shape or have 
a polygonal appearance11. Since dysplastic ICAs are caused 
by fibromuscular dysplasia throughout all the small and 
medium-sized arterial layers12. Regarding the ICA sizes, 
when they are a few millimeters in size, they are called 
baby13. Regarding the neck type, the neck is considered 
absent (when there is no connection to the source artery), 
narrow (smaller or equal to 4 mm), or wide (larger than 
4 mm)3.

Digital subtraction angiography (DSA) is the 
main diagnostic exam for identifying ICAs, based on the 
number, topography, collateral circulatory potential, and 
the occurrence of vasospasms14. The angiography technique 
began in 1927, using an opaquer contrast, and perfected a 
“radio-carousel,” a device capable of exposing six images 

in rapid succession15. After multiple enhancements, DSA 
was developed in the 1970s and significantly impacted 
the treatment of vascular diseases. Although there are 
less techniques, such as magnetic resonance angiography 
(angio-resonance), computerized tomography (angio-
tomography), or ultrasonography, DSA is still considered 
the gold standard for detecting and characterizing ICAs 
due to the image quality and the representation of the 
bloodstream in real time16,17.

As DSA has become increasingly perfected and 
available, more and more unruptured ICAs have been 
identified accidentally. However, there is still no absolute 
consensus on standardizing medical conduct18, which can 
cluster more conservative treatment, endovascular therapy, 
or open surgery19. 

The interventionalist treatment has been the 
preferred treatment for patients who have large ICAs 
and aneurysms of the posterior circulation. The surgical 
approach is recommended for patients who have aneurysms 
of the anterior circulation, especially for younger patients 
who have aneurysms of the anterior circulation. Some 
suggest more aggressive treatments for aneurysms of 
the posterior circulation, symptomatic aneurysms, and 
aneurysms of the anterior circulation larger than 7 mm20. 
There is an interposition between both techniques. 
Depending on other factors, a surgical procedure can treat 
some aneurysms as well as endovascularly, including the 
patient’s age, surgical and endovascular access, multiple 
aneurysms, and the patient’s preference 19-20.  

However, risks and benefits must be considered 
individually, based on family history, the expectation of 
the quality of life, and morphological and topographical 
aspects of each aneurysm19.

Thus, the therapeutic conduct of ICA intimately 
depends on anatomic findings from the angiographic exam 
that will justify additional studies on unruptured ICAs19. 

OBJECTIVE

The purpose of this study is to analyze the 
epidemiological, morphological, and topographical 
characteristics of unruptured ICAs identified by DSA and 
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correlate them to risk factors. 

MATERIALS AND METHODS

One hundred and sixty electronic patient medical 
records were considered after ethical approval from patients 
with unruptured ICAs diagnosed by DSA from January 
2014 to December 2018 from the Main Hospital in São 
José do Rio Preto (SP). The inclusion criteria included 
patients from 15 to 90 years old with unruptured ICAs, and 
the exclusion criteria were based on previous neurosurgery, 
intracranial tumors, or intracranial metallic (stents).

The variables considered included topography 
(location), morphological aspects (sizes in millimeters, 
shape, the presence or absence of an aneurysm neck), 
the number of aneurysms of the patient, and risk factors 
(systemic arterial hypertension, smoking, and alcoholism). 
The parameters applied to international studies were 
utilized for classifying the size of aneurysms and their 
necks19-21.  

Statistical analysis included descriptive analysis and 
the Spearman correlation22 and was performed by running 
the BioStat 5.3 program23. A 5% significance level was 
adopted (p-value) and the Spearman correlation coefficient 
(ρ) from -1 to 1 (whereas a zero-correlation value indicates 
the absence of a linear relationship among variables; ρ 
values ranging from 0.10 to 0.39 are considered weak; 
from 0.40 to 0.69, moderate; and from 0.70 to 1, strong)24. 

RESULTS

Two hundred and seven unruptured ICAs were 
evaluated in 160 patients. There was female gender 
predominance at 68.75% (110 in 160 cases) and a male/
female proportion of 1:2.2 (50/110). The age ranges, 
31.25% (50 in 160) from 60 to 69 years old; 20.62% (33 
in 160) from 50 to 59; 18.12% (29 in 160) from 70 to 79; 
13.75% (22 in 160) from 40 to 49; 8.12% (13 in 160) from 
30 to 39; and 5% (8 in 160) from 80 to 89. There were only 
three patients from 20 to 29 years old; one patient was 15 
years old, and another was 18 years old. The average age 
was 58.83 years old, with a standard deviation of 14.27. 

Regarding the ethnic groups, 84.37% (135 in 160) 
were white, 6.87% (11 in 160) were dark-skinned, and 
6.87% (11 in 160) were black; three patients did not declare 
their specific ethnic group. Related to risk factors, 58.75% 
(94 in 160) presented systemic arterial hypertension; 
20.62% (33 in 160) were smokers, and 5.62% (9 in 160) 
were alcoholics.

The following lists the number of ICAs per patient, 
113 cases (70.62%) presented only one aneurysm; 36 
(22.5%), two aneurysms; 8 (5%), three aneurysms; and 
three patients (1.87%) presented four aneurysms.

Table 1 shows the locations, most of the aneurysms 
are located on the internal right carotid artery (69 cases or 

33.33%), followed by the internal left carotid artery (53 
cases or 25.60%).

Table 1. The absolute number and percentage of ICAs followed 
by their location

Location Number Percentage

Right Internal Carotid Artery 69 33.33%

Left Internal Carotid Artery 53 25.60%

Basilar Artery 13 6.28%

Left Anterior Cerebral Artery 13 6.28%
Right Posterior Communicating 
Artery 9 4.34%

Right Anterior Cerebral Artery 8 3.86%

Right Middle Cerebral Artery 8 3.86%

Left Middle Cerebral Artery 8 3.86%

Anterior Communicating Artery 5 2.41%

Left Posterior Cerebral Artery 4 1.93%
Left Posterior Communicating 
Artery 4 1.93%

Right Posterior Cerebral Artery 3 1.44%

Right Pericallosal Artery 3 1.44%
Left Posteroinferior Cerebellar 
Artery 2 0,96%

Right Vertebral Artery 2 0,96%

Left Anterior Choroidal Artery 1 0.48%

Left Anterior Temporal Artery 1 0.48%

Left Vertebral Artery 1 0.48%

Total 207 100%
  Hospital de Base São José do Rio Preto. 

Regarding the format, saccular aneurysms (non-
lobular, bilobular, tri-lobular, or multi-lobular) were 
predominant (187 or 90.33% - Table 2).

Table 2. Absolute numbers and percentages of ICAs related to 
their formats
Format Number Percentage 
Non-Lobular Saccular 177 85.55%
Fusiform 12 5.79%
Bilobular Saccular 7 3.38%
Baby 3 1.44%
Dysplastic 2 0.96%
Multi-Lobular Saccular 2 0.96%
Desiccant 1 0.48%
Irregular 1 0.48%
Partially Thrombosed 1 0.48%
Tri-lobular Saccular 1 0.48%
Total 207 100%

  Hospital de Base São José do Rio Preto. 
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Regarding the type of aneurysm neck, most 
aneurysms present wide necks (164 or 79.22% - Table 3).

Table 3. Absolute numbers and percentages of ICAs related to 
their neck type

Neck Number Percentage

Wide 164 79.22%

Narrow 26 12.56%

Absent 13 6.28%

No Precise Borders 4 1.93%

Total 207 100%

  Hospital de Base São José do Rio Preto. 

63.76% of the aneurysm sizes (132 of 207) were 
small (smaller than 7 mm), 18.35% or 38 cases were 

medium (from 8 to 12 mm), 29 or 14%, large (from 13 to 
24 mm), and 8 or 3.86%, giant (larger than 24 mm). The 
smallest and the largest aneurysms measured 1 mm and 
33 mm, respectively.

Graph 1 displays five gigantic aneurysms (from a 
total of eight) located on the right internal carotid artery, and 
statistical analysis displayed a weak negative correlation, 
yet significant, between the giant ICA sizes and the location 
of the right internal carotid artery (ρ = - 0.2915; p < 0.001). 
The same type of correlation occurred between the size and 
type of neck (ρ = - 0.2397; p = 0.0005) as 132 aneurysms 
were small sizes (smaller than 7 mm), 116 presented a wide 
neck (larger than 4 mm) (Graph 2).

Graph 3 reveals wide necks predominantly (157 
aneurysms) saccular format (186 aneurysms), and there was 
a weak positive statistical correlation, however significant, 
between the saccular format and the wife neck (ρ = 0.2897; 
p < 0.001).

The Spearman coefficient was near zero or absent 
regarding all the other possible considered variable 
associations (topographic, morphological, and risk factors).

Graph 1. The absolute number of ICAs regarding their sizes and location
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Graph 2. The absolute number of ICAs regarding their sizes and neck type.

Graph 3. The absolute number of ICAs related to their format and neck type



6

TMolina GM, et al. Intracranial aneurysms: epidemiology and morphological analysis by digital angiography

DISCUSSION

The present study analyzed the epidemiological, 
morphological, and topological characteristics of unruptured 
ICAs in 160 patients for five years who had performed intra-
hospital DSA since the size, topology, and morphology of 
unruptured ICAs have been determined as being essential 
for making the therapeutic decision25,26. 

The study pointed out the most significant prevalence 
of ICAs in the female gender was (68.75%) related to 
epidemiological data, which corroborates with data from 
the literature4,6,25,27. It has been postulated that the female 
gender hormones play an essential role in cerebrovascular 
homeostasis. The decrease in its production after menopause 
would result in a more significant predominance of ICAs 
in women6,27,28. The average age of patients with ICAs 
tends to oscillate from 50 to 60 years old26, 29, however in 
this specific study, the highest frequency (31.25%) ranged 
from 60 to 69 years old, yet the equivalent average age 
was 58.83 years old.

Analogously to this study, 58.75% of the patients 
presented systemic arterial hypertension; other authors have 
observed a high prevalence of ICAs in the hypertense25,26,28, 
and smokers28-31, although there is no evidence related to such 
risk factors increasing the chances of increased aneurysmal 
rupture29. The data on alcoholism in the literature as a 
determining risk factor for ICAs are controversal29. The 
size of the ICA is related to smoking, including increased 
susceptibility to multiple aneurysms in up to 40% of cases30; 
however, in this study, there has been no association to the 
number and aneurysmatic size to smoking. 

Regarding the number of ICAs per patient, Sá 
Júnior et al.29 observed that 70.2% of the cases had a single 
aneurysm, and 29.8% had multiple aneurysms. In the 
Santos A et al.5 study, 30% of the patients displayed multiple 
aneurysms, and most of them had two aneurysms. The 
data from this study confirmed those findings as 70.62% 
of the cases had a single aneurysm and two aneurysms per 
patient in 22.5%.

Anterior circulation was present in (89.85%) 
topographically in this study (Table 1), and 21 of them 
(10.14%) were in the posterior territory. In comparison, 
the other authors pointed out a prevalence of 90.24% in 
the anterior circulation and 7.32% in posterior circulation22. 
There were also reports of those who have shown ICAs in 
both encephalic circulations in up to 2.44% of the cases26.

There have been discrepancies in the literature 
data related to the most affected arteries, indicating 

the most significant prevalence of ICAs (42.6%) in the 
internal, carotid artery29, or the middle cerebral artery in 
up to one-third of the cases5. Following that, the posterior 
communicating artery was pointed out in up to 21.4% of 
the cases, and the frequency of the anterior cerebral artery 
in 10.9%5. In this study, 58.93% of the cases presented 
ICAs in the internal carotid arteries (Table 1 and Graph 
1), including an additional contribution of stipulating a 
slight correlated trend between gigantic aneurysms in the 
internal carotid arteries.

This study indicated the predominance of ICAs in a 
non-lobular saccular format (Table 2), which corroborates 
with literature findings26,32, as that points out the cause of 
up to 85% as non-traumatic subarachnoid hemorrhages20. 
Regarding the neck type and the aneurysmal size, Aletich 
et al.33 report on a significant variability of sizes (from 3 to 
30 mm), thereby confirming the finding in this study that 
revealed ICAs ranging from 1 to 30 mm. Otherwise, while 
this study presented a greater frequency of wide-neck ICAs 
(Table 3 and Graph 3), data in the literature indicated a 
trend predominance of narrow necks (smaller or equal to 4 
mm)33. This study determined a slight statistical correlation 
between saccular-shaped ICAs and wide necks and small 
sizes with wide necks. 

Generally, the aneurismal diameter tends to be 
smaller than 12 mm26,34. Similarly, as shown on Graph 2, 
the present study presented 63.76% of small aneurysms 
(smaller than 7 mm) and 18.35% of medium sizes (from 
8 to 12 mm), confirming the data from other authors35. 
There is evidence that the sizes of ICAs from 11 to 15 mm 
have shown the most significant probability of resulting 
in rupture35, especially in cases of saccular aneurysms in 
female-gender individuals36. In this study, there is still no 
predominance of ICAs in women in a proportion of 2.2:1 
related to men, as there is no significant correlation between 
genders and aneurysmal size. 

CONCLUSIONS

The analysis of unruptured ICAs identified by 
DSA proved the prevalence of female gender individuals 
who were middle-aged, white, and hypertense. There was 
a predominance of small-sized single non-lobular saccular 
aneurysms (smaller than 7 mm) with a wide neck on the 
right internal carotid artery. A correlation was observed of 
saccular format ICAs with a wide neck, as well as giant 
aneurysms of the internal carotid artery, and small-sized 
ICAs with a wide neck. 

Author’s participation: Gabriel de Pontes Figueira: Data collection, statistical interpretation, original article writing, and text revision. 
Gabriela Modulo Molina: Data collection, statistical interpretation, original article writing, and text revision. Narayana Silva Paiva: 
Data collection, statistical interpretation, wrote the original article, and text revision. Fernando Batigália: Guidance, original article 
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7

Rev Med (São Paulo). 2022 May-June;101(3):e-180379.

REFERENCES

1. Osborn AG. Diagnostic imaging brain. 2a ed. ST. Louis-
Missouri: Lippincott Williams Wilkins; 2004. 

2. Wang JL, Yuan ZG, Qian GL, Bao WQ, Jin GL. 3D 
printing of intracranial aneurysm based on intracranial 
digital subtraction angiography and its clinical application. 
Medicine (Baltimore). 2018;97(24):e11103. doi: 10.1097/
MD.0000000000011103.  

3. Meyers PM, Schumacher HC, Higashida RT, Derdeyn CP, 
Nesbit GM, Sacks D, Wechsler LR, Bederson JB, Lavine 
SD, Rasmussen P. Reporting standards for endovascular 
repair of saccular intracranial cerebral aneurysms. AJNR 
Am J Neuroradiol. 2010;31(1):E12-24. Disponível em: 
http://www.ajnr.org/content/31/1/E12.long. 

4. Corrêa JFG. Dificuldades no tratamento microcirúrgico dos 
aneurismas gigantes e complexos da circulação anterior do 
polígono de Willis: proposta de escala técnica prognóstica 
[tese]. São Paulo: Faculdade de Medicina da Universidade 
de São Paulo; 2005. doi: 10.11606/T.5.2005.tde-27092005-
145748. 

5. Santos AA, Oliveira MA. Estudo epidemiológico 
retrospectivo de aneurismas cerebrais saculares. In: XI 
Encontro Latino Americano de Iniciação Científica, São 
José dos Campos, SP; 2008. p.2058-60. Disponível em: 
https://www.brazilianjournals.com/index.php/BJHR/article/
view/1571. 

6. Wipplinger C, Griessenauer CJ. Commentary: women 
with first-hand tobacco smoke exposure have a higher 
likelihood of having an unruptured intracranial aneurysm 
than nonsmokers: a nested case-control study. Neurosurgery. 
2020;87(6):E628-E630. doi: 10.1093/neuros/nyaa302. 

7. Queiroz JMVP. Aneurismas cerebrais qualidade de vida e 
estratégias de prevenção adoptar [dissertação]. Coimbra, 
Portugal: FEUC; 2010. p. 12-76. Disponível em: http://hdl.
handle.net/10400.6/862.

8. De Azevedo BVS, et al. Angiografia cerebral: agente 
modificador no desfecho do diagnóstico de aneurismas 
cerebrais e em seu planejamento cirúrgico. Braz J Health 
Rev. 2019;2(4):2990-7. Disponível em: https://www.
brazilianjournals.com/index.php/BJHR/article/view/2054.

9. Iachecen F, Ribeiro ER, Camelo RFMP. Comparação 
entre a intervenção cirúrgica convencional e a intervenção 
endovascular dos aneurismas intracranianos realizados no 
Sistema Único de Saúde. Espaço Saúde. 2017;18(1):45-53. 
doi:  http://dx.doi.org/10.22421/1517-7130.2017v18n1p45.

10. Andrade GC, Oliveira JG, Dauar RFB, Nalli DR, Braga 
FM. Aneurisma dissecante de artéria vertebral intracraniana 
fenestrada submetido ao tratamento endovascular: relato de 
caso. Arq Neuro-Psiquiatr. 2005;63(2a):352-6. doi: http://
dx.doi.org/10.1590/S0004-282X2005000200031.

11. Sousa EB. A influência do número de molas destacáveis 
na taxa de oclusão dos aneurismas cerebrais submetidos à 
embolização percutânea: estudo caso controle [tese] Brasília, 
DF: Universidade de Brasília; 2018. p.64. Disponível em: 
https://repositorio.unb.br/handle/10482/34291.

12. Mondragão A, Pipa S, Gregório T. Doença fibromuscular 
arterial com envolvimento cerebral e renal. Med Interna. 
2017;24(3):226-7. doi: http://dx.doi.org/10.24950/
rspmi/39/2017. 

13. Órfão ECG. Estudo numérico e experimental do 
comportamento biomecânico do aneurisma quando sujeito 
a pressão interna [tese]. Bragança, SP: Instituto Politécnico 
de Bragança; 2014. p.29. Disponível em: http://hdl.handle.
net/10198/11604. 

14. Spotti AR, Lima EG, Santos MLT, Magalhães ACA. 
Angiografia pela ressonância magnética nos aneurismas 
intracranianos: estudo comparativo com a angiografia 
cerebral. Arq Neuro-Psiquiatr. 2001;59:384-9. doi: http://
dx.doi.org/10.1590/S0004-282X2001000300014

15. Gottschall CAM. 1929-2009: 80 a

16. nos de cateterismo cardíaco - uma história dentro da história. 
Rev Bras Cardiol Invas. 2009;17:246-68. doi: http://dx.doi.
org/10.1590/S2179-83972009000200019.

17. Lammoglia P. Elaboração e implementação de testes de 
controle de qualidade em equipamentos de angiografia por 
subtração digital [dissertação]. São Paulo: Universidade de 
São Paulo, Instituto de Pesquisas Energéticas e Nucleares; 
2001 [citado 27 dez. 2020]. doi: 10.11606/D.85.2001.tde-
23072002-091706.

18. Hainc N, Mannil M, Anagnostakou V, Alkadhi H, Blüthgen 
C, Wacht L, et al. Deep learning based detection of 
intracranial aneurysms on digital subtraction angiography: 
a feasibility study. Neuroradiol J. 2020;33(4):311-7. doi: 
https://doi.org/10.1177/1971400920937647.

19. Fukujima M, Gabbai A. Recomendações nos casos de 
aneurisma cerebral não roto. Rev Neuroci. 2019;9. doi: 
10.34024/rnc.2001.v9.8931

20. Thompson BG, Brown RD, Amin-Hanjani S, Broderick 
JP, Cockroft KM, Connolly ES, et al. Guidelines for the 
management of patients with unruptured intracranial 
aneurysms. Stroke. 2015;46(8):2368-400. doi: https://doi.
org/10.1161/STR.0000000000000070.

21. Brown RD, Broderick JP. Unruptured intracranial aneurysms: 
epidemiology, natural history, management options, and 
familial screening. Lancet Neurol. 2014;13(4):393-404. doi: 
https://doi.org/10.1016/S1474-4422(14)70015-8.

22. Wiebers DO, Whisnant JP, Huston J 3rd, Meissner 
I, Brown RD, Jr., Piepgras DG, et al. Unruptured 
intracranial aneurysms: natural history, clinical outcome, 
and risks of surgical and endovascular treatment. 
Lancet. 2003;362(9378):103-10. doi: 10.1016/s0140-
6736(03)13860-3.

23. Bauer L. Estimação do coeficiente de correlação de 
Spearman ponderado [dissertação]. Porto Alegre: 
Universidade Federal do Rio Grande do Sul;  2007. p.10-19. 
2007. Disponível em: http://hdl.handle.net/10183/11499.

24. Da Silva ACS, et al. Avaliação do software bioestat para 
o ensino de estatística nos cursos de graduação. Rev Univ 
Vale do Rio Verde. 2014;12(2):375-85. doi: http://dx.doi.



8

TMolina GM, et al. Intracranial aneurysms: epidemiology and morphological analysis by digital angiography

org/10.5892/ruvrd.v12i2.1485.

25. Dancey CP, Reidy J. Estatística sem matemática para 
psicologia. Porto Alegre: Artemed; 2006. p.178-216.

26. Von Steinkirch C, Kato MVF, Chyla MM, Correia VB, Leal 
AG. Avaliação dos aneurismas intracranianos tratados no 
Instituto de Neurologia de Curitiba. JBNC  J Bras Neurocir. 
2018;28(3):159-66. doi: 10.22290/jbnc.v28i3.1661.

27. Júnior LCMC, Barros BP, Holanda MFdC. Fatores de risco 
em pacientes com aneurismas intracranianos atendidos em 
um hospital de referência de Belém - PA. JBNC - J Bras 
Neurocir. 2018;22(3):95-9. doi: 10.22290/jbnc.v22i3.1011.

28. Dos Santos LB; Waters C. Perfil dos pacientes submetidos à 
neurocirurgia para tratamento de aneurismas intracranianos. 
Arq Méd Hosp Fac Ciências Méd Santa Casa de São 
Paulo. 2018;63(1):1-5. doi: https://doi.org/10.26432/1809-
3019.2018.63.1.1.

29. Carvalho JC. Diagnósticos e intervenções de enfermagem 
centradas no processo familiar da pessoa com 
esquizofrenia. Rev Portuguesa Enfermagem Saúde 
Mental. 2012;(8):52-7. Disponível em: http://www.
scielo.mec.pt/scielo.php?script=sci_arttext&pid=S1647-
21602012000200008&lng=pt.

30. De Sá Júnior AT, et al. Estudo restrospectivo: prevalência 
de aneurismas cerebrais por topografia vascular no Hospital 
Evangélico Goiano. Rev Bras Neurol Psiquiatr. 2014;18(3). 
Disponível em: https://rbnp.emnuvens.com.br/rbnp/article/
view/41.

31. Ho AL, Lin N, Frerichs KU, Du R. Smoking and intracranial 
aneurysm morphology. Neurosurgery. 2015;77(1):59-66. 
doi: 10.1227/NEU.0000000000000735.

32. Thiex R, Möller-Hartmann W, Hans FJ, Scherer K, 

Krings T. Are the configuration and neck morphology of 
experimental aneurysms predictable? A technical approach. 
Neuroradiology. 2004;46(7):571-6. doi: 10.1007/s00234-
004-1218-y.

33. Santos Filho JAM. Placenta humana como modelo de 
treinamento para cirurgias de aneurismas cerebrais [tese]. 
Belo Horizonte: Universidade Federal de Minas Gerais; 
2015. Disponível: http://hdl.handle.net/1843/BUBD-
A32FUC.

34. Aletich VA, Debrun GM, Misra M, Charbel F, Ausman 
JI. The remodeling technique of balloon-assisted 
Guglielmi detachable coil placement in wide-necked 
aneurysms: experience at the University of Illinois at 
Chicago. J Neurosurg. 2000;93(3):388-96. doi: 10.3171/
jns.2000.93.3.0388.

35. Gondar R, Gautschi OP, Cuony J, Perren F, Jägersberg M, 
Corniola M-V, et al. Unruptured intracranial aneurysm 
follow-up and treatment after morphological change is 
safe: observational study and systematic review. J Neurol 
Neurosurg Psychiatr. 2016;87(12):1277-82. doi: 10.1136/
jnnp-2016-313584.

36. Weir B, Disney L, Karrison T. Sizes of ruptured and 
unruptured aneurysms in relation to their sites and the ages 
of patients. J Neurosurg. 2002;96(1):64-70. doi: 10.3171/
jns.2002.96.1.0064.

37. Faleiro LCM, Pimenta NJG, Faleiro RM, Costa RA, 
Esmeraldo AC. Tratamento cirúrgico dos aneurismas 
não rotos da artéria cerebral média. Arq Neuro-Psiquiatr. 
2004;62:319-21. doi: 10.1590/s0004-282x2004000200023.

Received: December 27, 2020
Accepted: January 10, 2022


