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08:30—09:15
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SESSION I. Overview
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10:50—11:10
SESSION 1.
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11:30—11:50
11:50-12:05
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SESSION 1.

13:30—-13:50
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14:40-15:00

SESSION [V.

15:00-16:30
15:00—15:15
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15:30—15:45

15:45-16:00
16:00—-16:15
16:15—16:30

16:30—
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Course Introduction HEZ (st EeUasts| +HLK0|A)
Opening Remark DM (St 2sE| 3)
Welcoming Address @Akt (CHEHIZRntSES| O|AFY)
ZHah MriE (7HEE), &els (SHEoh)
1. Pathogenesis and natural history of unusual aneurysm
A. Dissecting aneurysms 27| (M2)
B. Giant thrombosed aneurysm OEZ (FAHH)
2. Dynamic blood flow analysis with aneurysmal CFD study ZigHH (HAMICH)
3. Endovascular role of flow—diverter & its world—wide indication Pzt (SAHH)
Coffee Break
Flow—diverter for 10 years, what did we learn? ZhEh HEIF (HMoAHE), MSE (Rie|ntstel)
1. Review of recent trial for flow diversion
A. Pros. HEx (B
B. Cons. HEdR (M2SLH)
2. Flow diversion beyond the circle of Willis HEMT (= THEH)
3. Evolving flow—diverters and its supporting devices & ()
Photo time & Lunch
4. Parallel hands on training with vessel model
Practical tactics & pitfalls of cerebral flow—diverter ZHah e (=dE), HEE ()
1. Flow—diverter for anterior circulation aneurysm A4 (71==H)
2. Flow—diverter for posterior circulation aneurysm Z3s (M=)
3. How to prevent and get out of complications due to FD ZgE (V=)
4. How to do? medication & imaging follow—up for FD ZENZ (Rte|atsteh)
Coffee Break
Round table panel discussion, How | do it? ZHE MO (EMET), USA (OFFD)
Panel: 0| (AHLH), 484 (FIS2HY), B27| (MSH), Z4 (VIE2I]), Z§S (MS)
1. Unruptured basilar fusiform aneurysm, How | do it? ASZ (ML)
2. A giant aneurysm on vertebrobasilar junction: How | do it? AE[Y (As]ch)
3. Endovascular treatment using coil versus flow diverter stent for vertebrobasilar aneurysm 0|Z% (GH2!CH)
XHER: HEIH (FHMO|AH)
4. Parent artery occlusion for giant intracranial aneurysm in a 11—year—old girl AL (7H=2!h)
5. Endovascular treatment of ruptured fusiform aneurysm of the basilar artery ZICHe (SZh)
6. Multi-session endovascular treatment of ruptured recurrent M1 dissecting aneurysm O|XH (S ALCH)
Closing Remark OEM (st @ elsasts] 317)
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1. Pathogenesis and natural history of unusual
aneurysm
A. Dissecting aneurysms

27| (M=)
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1. Pathogenesis and natural history of unusual
aneurysm
B. Giant thrombosed aneurysm

= (FAH)

7t L SHEE L} SuE20| o 5%= XIX|StT, 40M|0lA 70M| A0l SAO| LIEILIH GiAl A
HI22 Aol o1 HC} O &L}, Saccular, fusiform 12|11
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serpentine & ERE|= 7} LSRRI

o| HOIZ2 FMA HEE malst B2 I QUXtol s Fetg BH=Ct. o[2{gt 7 SUF= =2 S
Fo Z2 2IX|0|AM LSt 2~ UX|TE cavernous location® MS5H=E a7t ZHAE|RUCEH 7| SHF
o| B2 a2 fIX[0f| 2|&ESH= mass effect EE= THHO| 2|5H OF7|EICH &M VS = 1R ESC)
7{ SHMRo| A7t THES Muta3i| 8%, &2t 10% M2 HFECt X=2E[X| 42 &tXie|
LI Ank= x|22| &S dYslelint, ol2{gt SR | X|E= T B = S = =i etxte|
et e, Eo| Lio|, SWFe| 27| H {x|of| w2t ZF™sHoF SiCt, 0] X|& F=H2 morbidity 7t 7Fe =
2 X2YS MEiSH| 26l =2 +=F2| CHEA =2|8 7{Zl =of|ft S E + ot
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2. Dynamic blood flow analysis
with aneurysmal CFD study

ZEH (HMICH)

It is generally believed that the initiation, growth, and rupture of intracranial aneurysms result from
bio—mechanical interaction between exo—vascular environment and endo—vascular hemodynamics.
To date, the best way to obtain information about the intracranial vasculature is mainly to rely
on catheter angiography. However, it provides only structural understanding, not hemodynamic
factors. One of the ways to simulate and analyze hemodynamic factors is to utilize computational
fluid dynamics (CFD) tools, which provide an effective and safe method to assess velocity
magnitude, fluid streamlines, wall shear stress (WSS) distribution, and oscillatory shear index (OSI).
Since the current technology limits the ability to measure these hemodynamic factors in vivo, the
CFD simulation studies are valuable in the exploration of the cerebral vascular system. The reasons
for aneurysm initiation, growth, and rupture are complicated and are still not well understood.
Generally, it is recognized that hemodynamics play a key role in these processes. Ideas about
aneurysm growth and rupture can generally be divided into two theories: high flow theory and low
flow theory. The high flow theory speculates that high wall shear stress (WSS) and high flows cause
endothelial injury and thus initiate wall remodeling and potential degeneration. The low flow theory
suggests that low flows within aneurysms cause localized stagnation of blood flow against the wall
in the dome, triggering a dysfunction of flow—induced nitric oxide and wall degrading inflammatory
processes, Both theories capture the importance of the interaction between the hemodynamic
environment within the aneurysm and the cellular elements of the wall in wall weakening. In this
presentation, the authors will provide their methodological progression regarding CFD analysis
for aneurysm hemodynamics to share their knowledge and to promote fruitful discussion with

interested researchers as well.
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3. Endovascular role of flow—diverter &
its world—wide indication
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1. Review of recent trial for flow diversion
A. Pros.
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F°'

19910f| Guglielmi detachable coil’0] M AJHE|T, 0|2 0|2F FUMFEO| F1}7} International
Subarachnoid Aneurysm Trial (ISAT)?0l 2510 USEl 0|5 LISWME 0| X|ZHOA FUMFLE0| HIFZS A
M AXZt JUCt SHX[PE FUMM=E 5171 W2 large and giant aneurysmO|Lt blister aneurysm, branch
ot 7B4H U7{LL domeOllA| branch7t LI2= SUFR &2 X=0|Me= A E= 7142 ®X[E Ho|x Ut
olz{st ME2 2=23517| I8t stLte| tigteE A=E Flow diverter (FD)= 2006400 7HEE[7] AIZHSHH
2011 6&oll Oj= FDAOJIA ICA2] cavernous and paraclinoid region0ll = large or giant, wide—necked
intracranial aneurysm2| X|20]| 5t S22 HAT, MANCE UMAS ZHSIHAM 1 M3S2 StlsH
X

L7k UCP). $ixf 22|Ltet 42 S oM 21&EID = FD indicationS2 Cr2af Zict

ke

(1) Z1Z 15mmo|&t2| HImEY LSUHF

(2) 214 15mm0|2to| H|mtEY LISWF F Cl32| Z2 AlRlER Y
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— LHZSY fiojso] $E4 HSUS
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— MZEuo| uia|y SR

O|2M TSt TIlE|0| 2 JF=0 2ot 2R ZT=nt IUMT= 719| ZHY AMX7t SYMT= FDZe| F
7

—

M M2 HHY D Q= AlEto|CH SHX|TH OFRIIR| FUMKIS0| 755t wide—necked ICA aneurysmof| CH5}
0| TUMZT=TIL FD (Pipeline) & 0| oMyt £1tE =X H| WSt randomized study= COCOA study (the
Complete Occlusion of Coilable Aneurysms [COCOA] Study)” SHt0|H, 0] study= 2008 0flA 2015 A}
0|0l 13HALS enroll SICH7F SEHE|ACE SXH MARSZ FDo| AR MA =1 U1, 1 indicationT. S|
I UX[TE TG ME40| Jarge and giant aneurysmE0| coil embolization@ 2 X|2E|T RUCt EESE Ol

= iR FDE =252 retrospective0|7{L} long—term dataZ} OfL|H, O}%! FD2} standard coiling EE
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SESSION II. Flow—diverter for 10 years, what did we learn?

£ microsurgical clipping2 2% H|12$t major study= 9= AEHO|CE [2IA Z|Mo| X|ZHHS +&X19| A

= X
E o
T3, OHE X|2E E= T 2E S| S1-?ed HuE S510] EXfE= TS0t ofH
—1
—

ot
mjo

ZO|NME 2 BTES SAICE coil embolizationdl] H|SH0| FD2| AF2E favorsh=

indicationS& AJWSt X} St}

201730]| H = prospective & multicenter trial2! PUFS (Pipeline for Uncoilable or Failed Aneurysms clinical
trial) study 54 F& ZaPolA= Pipeline@2 x|=25t 107H, 1097 complex ICA aneurysmse| &7| £& Z
A= B35t J=0|, complete aneurysm occlusion HIZ0| 180Y, 114, 3, 54 Zuto]| w2t 73.6%, 86.8%
(79/91), 93.4% (71/76), and 95.2% (60/63)2 SAMEIUCt T SICt XHX|ESH SMWFRE= 670 (5.7%)RCE 1, 3, 5
H SOt st MZISH device—related events&2 22t 1% (1/96), 3.5% (3/85), 0% (0/81) ULt AlUXI= 4
H (3.7%)0IA2H, 5447 XM= 81H F 78H (96.3%)0| MRS scores <20|Ct. A& 67HE 0|S0f| LrAlst
Delayed neurological deaths EE= hemorrhagic or ischemic cerebrovascular events= SUUCE 2% HAMO|

Zl SUROIM recanalization0| & A= EHEE|X| RLUCH.

Agnoletto 5°2 2011H5E| wide—neck large and giant aneurysme| X|2Zntof| ChsH 203t 2HES A
A ol MB|ste] YHSI¥=|, =2 stent—assisted coiling Z2tE H2|8t 11712 E1SS 2OE™, complete
occlusion rate= 40.2% — 82.8%HE0|MH, adjusted regression2 stH 53% (95% confidence interval [Cl]
22%—81%)= E0|11 ULt 14742 2SO Z H 1 E FDOA = 2HHmA4Z0] 40.5% — 87.8%= HO|H, adjusted
regression £ 87% (95% Cl 76% — 93%)22 T UMT=0]| HISIH 247 O =2 4SS H0|1 QCt. Safety
HoIM= simple analysisOIA] death 2} stroke rateZ} coil0| 6%, FD7} 8%= EA2M, adjusted regression
modelollA= cail0] 3%, FD7t 6% Z flow diverter®liA Cf =ULCE,

Z|Z20]| WHE Pipeline2 0|28t small/medium aneurysm x|2 Zalo| cHst Tk A (Prospective study
on embolization of intracranial aneurysms with the pipeline device: the PREMIER study 1 year results)’S
HMH |ICA2F VA2] 12mmO|3} unruptured, wide necked aneurysm 14171 (27| @t 5mm, 84.4%7} 7mm O]
Sholl th3to] Pipelines AXISH Zat 132 HQISt ZE SXI0IM d3Ho2 MX|(U2H, 119 Zat AR
M 76.8% (106/138)01lA1 major parent vessel stenosisLt retreatment8i0| complete occlusion® EFCID &t
C}. combined major morbidity and mortality= 2.1% (3/140)0|iCt, Malhotra 5%2| ET0|M= FD7} health
benefit0| Cf 21 KHXIZEE 15.6%2! coilingdl| HISH %2 95%=2 LIEHLt Q/Ct,
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Delayed recur 2H/[0fl L{AME Chalouhi 52 T 84mme| SHEE 71X 1462 EXIS0| FDA|SS &t

rlo
-IolI

short—term follow—up DSAGIA] 90.4%2! 132H0J|A] complete occlusion2 E{ 11 0|S0| 29.770Ee|

AN |
N
ol
0

r

5] RHgt A4S HO|X| LUOH, near complete occlusionS BT 14H = 7HO|A =7} oA

ooZ AU flow diverter2 complete occlusion0| El 2HXI0j|A= =7} angiographyE FH56HX| 94=LCt

Bomo 1%
HT
20

HT
=
ol
38
n

Aol Zxo|| W2 EHEBO| WS HEIE BESH Dmytiw S72| (7= 2011H0M|A 2013 Ato| Of= LH 37K
CHEHE2AollA &t 7He| pipelineS 0185101 X|2 5t Mty SUTo| s SO = BMSICL 5 32170

of Mutz2tH| SMF0l| CHSt0| 284 proceduresE 5T, median 13712, mean 187H& FX0IA complete
or near complete occlusion ()90%)0| 85.9%0IA ZHEE|RUCE Al& &2 S7}0= aneurysm occlusion
rateO|L} procedure length| x}0l= UL X|2t Thromboembolic complication= 8.1%0IA LISt =
2011/20129 = 712t0l| 16.3%0lM 20160l 3.3% WO R UASh= HES HACH (P=0.14). EBY S
& 2011/201249= 7|2H0]| 8.2%0IA 2014-2016E = 712t O to 1.0%2 S835HAH ZASICt (P=0.1). XX
£ 0|2{&t Z1}ol| platelet function test Zzt 221, clopidogrel nonresponder0| CHS! ticagrelor AR, adjuctive

coilingS 2 ArZet A S0| 7|0fet Hez EHESIRAC

Device?| JHME EHEZ LA x{Zioll 7|0{EiCHs Zale WHEIQICE Bhatia S"2 0|ot® SWF0| Pipeline
flex§ Ol&¢t 870 AT 879H, 9017 SUR2| X5E EAet At 30 0|LH2| periprocedural death2
0.8% (5/901; 95% Cl 0.4% to 1.5%; 12=0%). O|F death, major ischemic stroke, symptomatic intracranial
hemorrhage2 1.8% (14/901; 95% Cl 1.0% to 2.7%; 12=0%)RCt E0SIFCE 10 mm O] Sz 37|74
EAXMSZE {28t major complication predictor (OR 6.4; 95% Cl 2.0 to 20.7; p=0.002)%2H, 10mm O|Et2
SMHZ0|M major complication risk= 0.9% (95% Cl 0.3% to 1.7%; 12=0%)RiC}.

OiESMI0)| Cht X2 S2E of2] MO| BT} UM Cagnazzo S70| 223H0| X|FLI6IEY SXIES
ESSH= 2071 S5 EA45H Zat immediate angiographic occlusion2 32% (29/86; 95% Cl, 15.4% — 48%,;
[2 79.6%)0IA ZHAIZ|AX[DE long—term complete/near—complete aneurysm occlusion 88.9% (162/189;
95% Cl, 84%—93.5%; 12 20.9%) (mean radiologic follow—up of 9.6 months)22 S7I5IFCtD E05IFCE,
Treatment—related complication rate= 17.8% (42/223; 95% Cl, 11% —24%,; 1252.6%)FCt. Complications
posterior circulation (16/72 27%; 95% Cl, 14% —40%; 12 66% versus 18/149 11.7%; 95% Cl, 7% —16%,; 12 0%)
(P=.004)21} multiple stents (14/52 26%; 95% Cl, 14% —45%; 12 59%)= At2SH ZA<0f| O HIHIC HES2
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SESSION II. Flow—diverter for 10 years, what did we learn?

4% (5/223; 95% Cl, 1.8% —7%; 12 0%)0lIA] Aligha X[ 72 A|Zt LHO|| 20| HHAISIRICE 2kM coilingO|Lt
microsurgical clipping0| 022 Z< MEtESHA|0| M= AR stent THE Z|ASISHHA flow diversion2 Al

ofl =2 = AT, 27%2| FEES 22l 2L =2J|oM= LS5 MEdsHof ictn ZELH2 |1 ACt

FD At222 FDOf| E3|7 = branchE2| patencyS E1X} 2171 HT7E E35H 1152702 supraclinoid ICA
branchOll L&t meta—analysisE Al&#8t CagnazzoQ| 1792 EH, OphtA occlusion?| incidence= 5.9% (95
Cl% = 3.1-8.6%)(incidence rate = 6% per patient—year)Z 1 40| U= H2= 0.8% (95% Cl = 0.1-1.4%)
(incidence rate = 0.8% per patient—year)FCt, 2.E ZAL0IA S40| SURX[TE, PcomA O &2 occlusion
rate (20.7%, 95%Cl = 8.9-32.4%) (incidence rate = 19.5% per patient—year)S HZLCt. AchorA= 1% (95%
Cl = 0.3-2.4%)0|A Z&tz|A=0|, transient hemiparesis?t hemianopsiaPto| 2|t &kX} 2l0|Lt
multiple stents AF20| D¢|§nt H2 UL O M, arterial occlusionO| 2471 StXtO| 94 5%MIA] &St collateral
circulation0| ZHEE|AC. Wagner 52 571 H219| dataS 81X 2 HESI0 Lenticulostriate artery7} FD
Mx| Rzt Zetel 520l AnlE BEMSIH=H| 2HOIA Al& Z transient occlusion of MCA7| 2SI, 5

BoIM S&ollM H27t QL= transient symptomO| ZHEIE|RACH BiCt. tESt, 67HE O|LHOl dual antiplateletS

SCISH 21Xt & 2-0i|A in—stent thrombosisZ 218t MCA infarction0| &A4SICt Y HTSIACE

Essbaiheen 52 midterm SEH& ZD0|A in—stent stenosis7} 2 16(16/36, 44%)HS EMSIF=
Oll, 0| 11H0| mild, 330| moderate, 2H0| severe stenosis= 211, 11HO| diffuse, 5H0| focal typeO|ZiLCE.

SE SIXIEL 2EA0|UT, E7| ZT0|M dual antiplateletS F£2Fst 11H0| complete resolution, 3H0| 7,
2H0| 2t51= HQACE AHZ BHEEl in—stent stenosis= IRULH 18HS =X 2 Mihi-Benninghaus 52
AT0IA = short—term ZALR| 30%0IAM ZHEE|E Zd0] long—term ZAIIME 12%2 (p{0.0001) SHEIACIT

Ct.

m\l

ror

Mokin §™2 43% 4572] ICA blood blister aneurysm (BBA)O|l CHEt FD X2 ZnlE 2ASI=|, S2txY
& FHAAT} AIGHE 308, 327 BBA & 87.5% (28/32)0l| A complete obliterationS 211, 9.4% (3/32)01|A]
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immediate procedural EE= delayed complicationsO| 45111, 1 case?| fatal delayed re—ruptureZt UU
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Maus S®2 15712] VB artery ruptured dissecting aneurysm X|2 Znle 2Ms5t¥=d|, 9747} intradural
portion of the vertebral arteryOflA] LAISIR T, 37071 PICAR 2 AICA, PCA, BAO 2zt 1740|{Ct, FD
HX= 148 (93%)0IM E3sIRH, ISR ZR= UACKT SiCt, MR ZE 72| (50%)0lA favorable
occlusionO| ZHEE|UT, S4710 U&H ASTH HEHZ QIS Al 78T = HAE Xt 1EE HQlet 6

HO| CTA E= DSAUA 25 complete obliterationAZ4S HIC},

Laukka S92 FREDE 0|235104 52)|2] E4t&3H| ruptured fusiform aneurysm X|2 ZntE 2HHESIKCEH PICA
2F PCAN| 2+2t 271, SCAO 17HRICH 2E 2HXIUIA B2 AISEIU2CH, rebleedingS HQI 2HXk= gD

322718 FX0|M 25 complete occlusione ERILCt.
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FEXIoflM Al& & in—stent thrombosis7} 2485104
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infarctionO| 2H4SIACI D StCf,

Ghorbani 52 TSALt FESS 52| 4&0|Lt car accident, gun shot 52| AfI2 A5 ICA injury 58]

Ofl SurpassE 0IE¢t x|z Z1} 2= FR0M E22 ZuE HACK ET5HUCE 2E EXFS0| 22 carotid

defect2 BT, occlusion testE 74C|X| 25h= AE{FICY,
Silva 5?2 visual symptom0i| Ch3t FD2| E1}= meta—analysisst® clipping0|L} coilingTt H|mSIG=0|,

paraclinoid aneurysm22Z QISt visual symptom0l| LSt improvementZt clippingS0ill 58%, coiling 49%, FD
T1%0lIM BHEIE|UT, oF5lEl A= clippingZ0ll 11%, coiling 9%, FD 5%0IA ZEAEIHOH, M2 visual
deficit= clipping=0l| 1%7} LA5IE Xt coilingO|L} FDS 0= HHHGIX| QIQUCt.

Heiferman S22 failed stent—assisted embolization 253|0{lA{2] FD AL ZntE Hostd=d], 12708 Fxof|
M 19 (76%)2417} occlusion rateZ7} SMEIRCH, 38%7F &M HMES HAT RE SMII} decreased filling
£ Hcty sict, 8t HollAM moderate permanent neurologic deficitO| EHAUSIFICE MRS &S sizeE M
EHSI 7|& AHIE MX| 217+2 S23]| coversl wall appositionS E4fA|7|11 endoleakS YHX|SHH FD7} 7|&

=
stent—assisted coil embolization0| &ufjst SMFo| X|= 0| &2|Z2l X|=CH2to| & 4~ JCtn ZEX|ICE.

1}

Colby S¥2 large and giant aneurysmQ| X|20f| M2 mEQC| X}0|E H|wSIF =0, FD XIS0N TR
radiation dose = 2840mGyR 1 coilingdlA= 4010mGy2 G UL (p=0.048; 29% decrease with PED).
o+ fluoroscopy time= FD7} 56,1221 HIH coiling0| 85.958.2 2(p=0.0087; 35% decrease with PED) & Z
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1. Review of recent trial for flow diversion
B. Cons.
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2. Flow diversion beyond the circle of Willis

qHM (=3

oo

CH)

At present, cerebral aneurysm embolization is being developed into various treatment methods
according to the development of new device, The coil is more subdivided, and the product is suitable for
each step of coil insertion, and a coil for a higher packing density has been used. The stent used with
coil is softer than in the past, the profile becomes smaller, and it is possible to deploy it more easily in
the small artery, and the variety of the stent becomes wider. The use of flow diverters (FD) is becoming

increasingly widespread (although it is difficult to use of FD in Korea).

Endovascular flow diversion, with the ability to reconstruct the parent artery, has been suggested
as an important addition to the endovascular treatment for the intracranial aneurysm and dissection.
Several articles have reported on the safety and efficacy of the FD which showed promising results. The
application of flow diversion with different flow—diverter stents for the treatment of intracranial aneurysms
has gained increasing acceptance during the past several years. After its initial employment as a last
resort strategy for wide—necked aneurysms, the field of application has expanded rapidly and nowadays
even includes the first treatment for saccular and fusiform—shaped incidental aneurysms located within
any of the proximal segments of the circle of Willis, as well as otherwise only inadequately treatable

acutely ruptured aneurysms.

Although numerous studies have already demonstrated that FD is an effective and safe therapy for a
variety of cerebral aneurysms, the subgroup of aneurysms originating from distal segments of the circle
of Willis has empirically not yet been sufficiently treatable with FD. More specifically, the delivery systems
of currently available well—established FDS require microcatheters providing large inner diameters, which

inherently constitute a significant stiffness and thus impede smooth atraumatic maneuverability in the
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distal segments, As a consequence, only proximal elements of the circle of Willis such as the internal
carotid arteries (ICAs), V4 segments, basilar artery, as well as the M1 and Al segments have been
treated regularly with FD,

However, smaller segments of the circle of Willis such as the anterior cerebral artery/anterior
communicating artery complex, the middle cerebral artery (MCA) bifurcation, as well as the M2 branches
and the pericallosal artery also frequently give rise to especially critical aneurysms with a high risk of
rupture. As a consequence, endovascular treatment in these locations remains challenging and novel

devices allowing the use of more flexible smaller delivery catheters are warranted.

In this presentation, we will discuss the use of low—profile FD for the treatment of aneurysm beyond the

circle of Willis,
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3. Evolving flow—diverters and
its supporting devices

Stents and flow diverters have revolutionized the treatment of cerebral aneurysm. Guglielmi cails, flexible
microcatheters, and first—generation intracranial stents, such as Neuroform (Stryker Neurovascular) and
Enterprise stents (Codman/DePuy—Synthes), have paved the way for the development of the Pipeline
Embolization Device (PED) (ev3/Covidien/Medtronic) and other endovascular approaches. Flow diversion
has become a well—accepted option for the treatment of cerebral aneurysms. Given the significant
treatment effect of flow diverters, numerous options have emerged since the initial Pipeline embolization
device studies. In this review, the author describes the available flow diverters, both endoluminal and
intrasaccular, addressing nuances of device design and function and presenting data on complications

and outcomes, where available,
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SESSION Illl. Practical tactics & pitfalls
of cerebral flow—diverter

1. Flow—diverter for anterior circulation aneurysm A2} (7HE2IcH)
2. Flow—diverter for posterior circulation aneurysm ZeS (M2H)
3. How to prevent and get out of complications due to FD Z4E (7IS2)
4. How to do? medication & imaging follow—up for FD ZENZ (Ri2|ntstc)
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1. Flow—diverter for anterior circulation aneurysm
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2. Flow—diverter for posterior circulation aneurysm
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3. How to prevent and get out of
complications due to FD
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4. How to do?
medication & imaging follow—up for FD
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SESSION IV. Round table panel discussion,
How | do it?
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Panel: 0| (AIGLH), ME4 (7HE2ITH), H27| (M2), AY (FIS2IH), ZAS (MSTH)

1. Unruptured basilar fusiform aneurysm, How | do it? US= (MIFCH)
2. A giant aneurysm on vertebrobasilar junction: How | do it? As|H (H3]cH)
3. Endovascular treatment using coil versus flow diverter stent for JE:NEE )

vertebrobasilar aneurysm

4. Parent artery occlusion for giant intracranial aneurysm UEL (71=2h)
in a 11—year—old girl

5. Endovascular treatment of ruptured fusiform aneurysm ZICHY (IZtch)
of the basilar artery

6. Multi—session endovascular treatment of O|RHY (HAtCH)
ruptured recurrent M1 dissecting aneurysm
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1. Unruptured basilar fusiform aneurysm,
How | do it?

A= (HIFCH)

Objective: Although flow diverter is another choice of treatment in giant aneurysms, there is a lot of risk
during procedure as well as periprocedural period. The fantastic rationale attracts the choice of treatment
modalities and many interventionists try to treat giant aneurysms, The purpose of this case report is to
describe rapid progression on giant basilar trunk aneurysm after FRED stenting.

Methods: A 72—years—old male visited neurosurgical department. The main complaint was gait
disturbance that started one month ago. That was the traditional symptom of hydrocephalus. He has not
heard hear anything and spoken well since 18 years ago due to cerebral infarction, After the first contact
to regional clinics, further evaluation and treatment were recommended.

Results: Ventriculoperitoneal shunt was performed for hydrocephalus and GCS was decreased from
14 to 13 postoperatively, Antiplatelet medication was started for flow diversion and the aneurysm was
treated with FRED flow—diverter after 6 days. GCS was E1VeM3 postprocedurally and left 5th and 7th
nerves palsy were presented. Follow up magnetic resonance image was showed intraluminal thrombus
formation and compressed brainstem was relieved slightly. On 4th postprocedural day, mentality was
comatose and computed tomography was presented subarachnoid hemorrhage and intraventricular
hemorrhage. Flow diversion was showed well in follow up TFCA. Despite of further medical management,
patient was expired.

Conclusions: Alternative management for giant aneurysms is flow diversion and other papers may
be presented good results, However, we consider giant aneurysms that locate in posterior circulation.
Sometimes the disaster will be encountered after flow diversion. Further experiences and devices may
be needed.

KEY WORDS: unruptured intracranial aneurysm, giant, flow diverter, basilar artery
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2. A giant aneurysm on vertebrobasilar junction:
How | do it?

Hee Sup Shin, Jun Seok Koh, Chang Woo Ryu

Division of Endovascular Neurointervention, Kyung Hee University Hospital at Gangdong
Kyung Hee University School of Medicine, Seoul, Korea

Safety of traditional EVT Vs efficacy & durability of flow diverter ??7?

A 65—year—old female patient presenting dizziness and swallowing difficulty showed a giant aneurysm at
the vertebrobasilar junction that compressing the brain stem on her CT and MR exam.

First EVT was done with double stent assisted coiling via the Lt. VA to BA followed by trapping of the Rt.
VA for reducing blood flow to aneurysm sac. The 6—month follow—up TFCA showed recanalization of the
upper part of aneurysm, and thus second EVT was performed with booster coiling. During the follow—up
her dizziness and swallowing difficulty were disappeared. Repeated recurrence was observed on 2—year
follow—up MRA and thus third coil insertion procedure was done with no complications,

The 4—year follow—up TFCA after third EVT showed no further recanalization. The patient lives well

nowadays except intermittent dizziness.
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3. Endovascular treatment using coil versus flow
diverter stent for vertebrobasilar aneurysm

Jong Young Lee', Hong Jun Jeon', In—Ho Oh?, Sun Ju Lee?

1 Department of Neurosurgery, Kangdong Sacred Heart Hospital, Hallym University College of Medicine,
Seoul, Korea 2 Department of Neurosurgery,4 Veterans Health Service Medical Center, Seoul, Korea

Purpose: To discuss cases of vertebrobasilar aneurysms treated by using flow diverter or conventional
endovascular techniques.

Cases

We present 2 cases of vertebral dissecting aneurysm. One case was treated using endovascular internal
trapping of the dissecting segment using coils, and the other case was treated using flow diverter, All
of two procedures were done without periprocedural complications, The patient of the first case was
recovered without any neurologic deficits, The patient of the second case has been suffered from
quadriplegia, fecal and urinary incontinence due to cervical cord infarction,

We present the other 2 cases of large vertebrobasilar aneurysm. One case was treated using stent
assisted coil embolization, and the other case was treated using flow diverter, All of two procedures were
done without periprocedural complications, The patients treated using stent assisted coil embolization
has been followed—up for 5 years without retreatment. The patient treated using flow diverter suffered
from subarachnoid hemorrhage due to stent migration into the aneurysm sac. Additional interventional
procedure was tried, however, it was impossible to occlude aneurysm sac and parent artery.
Discussion: All 2 case of flow diverter stent showed fatal complications. Even though the flow diverter
procedures could be done without any procedural complications, unexpected complications could be
developed. Furthermore, there are few ways to resolve them in cases complications were recognized.
Considering these unsolvable unexpected fatal complications, we should be discreet to use flow diverter

stent in cases of vertebrobailar aneurysms.
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4. Parent artery occlusion for giant intracranial
aneurysm in a 11—year—old girl

A" (7rEUL)

A 11—year—old girl with lipodystrophy was admitted with Rt. side 3, 6" N. palsy and severe headache.

She also presented with Lt. side subjective weakness.

Magnetic resonance imaging (MRI) demonstrated a round mass causing a flow void in the right
cavernous sinus, which had expanded laterally and displaced the right temporal lobe.

Cerebral angiography demonstrated giant aneurysm on the ant. genu of cavernous ICA, measuring 25 x
24.1mm and fusiform dilatation on the post. genu of cavernous ICA.

Collateral flow via the anterior communicating artery (ACoA) from the contralateral ICA and the posterior
communicating artery (PCoA) from the post. circulation was noted through an ipsilateral ICA compression
test. A manual ICA compression test showed a about 1.5—second venous drainage delay in the ipsilateral

ICA

Proximal and distal ICA occlusion (like surgical trapping) was planned in order to reduce the space—
occupying effect of the aneurysm. Cavernous ICA, just proximal to giant aneurysm, was occluded by
detachable coils, and then, distal ICA, between PCoA and giant aneurysm, was occluded by detachable

coils.

She gradually recovered from cranial N, palsy, and MRl 6 months later showed that the space—

occupying effect had disappeared and that the right cavernous ICA aneurysm had decreased in size.
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5. Endovascular treatment of ruptured fusiform
aneurysm of the basilar artery

Dae—Won Kim, Sung—Don Kang

Department of Neurosurgery, Wonkwang University Hospital

Fusiform aneurysms present a unique challenge to traditional microsurgical and endovascular treatment
because of the lack of a discernible neck and the involvement of parent vessel, Flow diversion has
increasingly become the treatment of choice for fusiform aneurysms in the anterior circulation, but its
results in the posterior circulation are variable. We report successful treatment of ruptured fusiform
basilar aneurysms with the flow diversion following coiling, and discuss the treatment of fusiform basilar

aneurysms,
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6. Multi—session endovascular treatment of ruptured
recurrent M1 dissecting aneurysm

OIXHY (F-AHTH)

Middle cerebral artery first segment (M1) dissecting rupture is extremely rare and challenge to treat
because of numerous perforators. We reported successful multi—session (5 sessions) endovascular

treatment of ruptured M1 dissection in young female,
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