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Figure legends

Fig 1.

A, B: Enhanced T1 and T2-weighted magnetic resonance imaging (MRI) show a giant
aneurysm with layering mural thrombus compressing the right midbrain and
thalamus with perifocal edema.

C, D: Right (Rt) and left (Lit) vertebral angiogram (VAG) (Anterior-posterior view: A-
P view) show a BA-SCA large aneurysm 22x12 mm in size concomitant with the
“string of beads” sign in the right intracranial vertebral artery (VA) (arrow).

E: Extracranial MRA shows a bovine arch and left VA of aortic origin (arrow).

F: Lt VAG (right oblique view) shows the left VA entering the transverse foramen at
the C-5 level, and a saccular VA aneurysm originating just distal to the C-5

transverse foramen.

Fig 2.

A, B: Left vertebral angiograms immediately after coil embolization demonstrate a
small neck remnant (arrow). No vessel abnormality, such as dissection or vasospasm,
was observed (arrow head).

C: Left vertebral angiogram immediately after coil embolization of the extracranial

VA aneurysm demonstrates complete occlusion of the aneurysm.

Fig 3.

A: Left vertebral angiogram obtained 1 month after the coil embolization reveals a
large de novo fusiform aneurysm of the left VA just distal to the posterior inferior
cerebellar artery (PICA) (arrow).

B: Left vertebral angiogram 5 months later reveals enlargement of the left vertebral
aneurysm, which involved the PICA, to 18 x 12 mm in size.

C: Left vertebral angiogram immediately after stent-assist coil embolization using

the Enterprise VRD demonstrates dome filling and a patent PICA.

Fig 4.
A: Left vertebral angiogram 50 days later reveals major recanalization of the BA-

SCA aneurysm and reduced opacification of the left large de novo vertebral



aneurysm.
B, C: Left vertebral angiogram immediately after stent-assisted coil embolization of
the BA-SCA aneurysm using the Enterprise VRD and additional deployment of the

second Enterprise VRD in the left large de novo vertebral aneurysm.

Fig 5.

Seven-year follow-up VAG after the final endovascular session.

All images are of the AP view.

A: Rt VAG 7 years after the last endovascular procedure demonstrates complete
occlusion of the BA-SCA giant aneurysm and unchanged “string of beads”
appearance of the intracranial right VA.

B: Lt VAG demonstrates complete occlusion of the left large de novo VA aneurysm
with a patent VA and PICA.

C: Lt VAG demonstrates complete occlusion of the left extracranial VA aneurysm.
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