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[Abstract] Objective To evaluate inter-observer consistency in assessing the efficacy of endovascular
therapy for intracranial bifurcation aneurysms between the criterion of modified Raymond - Roy classification
(MRRC) and the criterion of Raymond 4-level classification, and to compare the ability of two classification
methods in predicting early recurrence of intracranial bifurcation aneurysms. Methods The clinical data of
127 patients with intracranial bifurcation aneurysm, who received endovascular therapy during the period from
January 2012 to December 2018, were retrospectively analyzed. According to MRRC and Raymond 4 -level
classification, 5 experienced neurointervention physicians independently evaluated the embolization degree of
intracranial bifurcation aneurysms based on the manifestations of angiography performed immediately after the
treatment and in the follow-up period. Intra- group correlation coefficient (ICC) was used to determine the
consistency of inter- observer assessment results. By using receiver operating characteristic curve (ROC) the
ability of two classification methods in predicting aneurysm recurrence was analyzed. Results Angiographic
evaluation conducted immediately after the treatment and in the follow-up period showed that ICC values for
MRRC were 0.78 and 0.91 respectively, which were 0.80 and 0.89 respectively for Raymond 4 - level
classification. ROC analysis indicated that area under the curve (AUC) was 0.67 for both MRRC and

Raymond 4 - level classification. Conclusion The inter - observer consistency in assessing the efficacy of
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endovascular therapy for intracranial bifurcation aneurysms by using MRRC or by using the Raymond 4-level

classification is much alike and excellent. In predicting obvious recurrence of intracranial bifurcation

aneurysms, both MRRC and the Raymond 4-level classification have excellent ability. (J Intervent Radiol,

2020, 29 968-972)
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