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* Stent-assisted coiling in an adult man led to complete aneurysm occlusion.

* No neurological deficits observed during hospitalization.

* One-year follow-up showed no recurrence or complications.

* Neuroform atlas stent provided safe deployment in tortuous vessels.

« Jailing technique enabled secure coiling and aneurysm occlusion.

Introduction

nterior communicating artery (AComA)

aneurysms are a frequent etiology of

subarachnoid hemorrhage. They present

considerable challenges for endovascular

management due to their intricate ana-
tomical features and the critical need to preserve parent
and perforating vessel patency [1]. The optimal treat-
ment strategy, especially for wide-necked aneurysms,
remains under active investigation and clinical debate
[2, 3]. Endovascular techniques have been introduced to
enhance occlusion efficacy while minimizing procedur-
al risks [2—7]. This report outlines a detailed procedural
description and discussion, supplemented by an exten-
sive literature review, on applying stent-assisted coiling
(SACQ) to treat wide-neck AComA aneurysms.

Case Presentation

A 42-year-old male was referred to our institution fol-
lowing the incidental discovery of an unruptured anterior
communicating artery (AComA) aneurysm. He reported
intermittent, mild frontal headaches without any neuro-
logical deficits. The headache was non-pulsatile and not
associated with aura, nausea, vomiting, or photophobia,
making a direct link to the aneurysm unlikely. Primary
headache syndromes, such as tension-type headaches or
other benign etiologies, were considered more probable.

Given the confirmed presence of an intracranial an-
eurysm, digital subtraction angiography (DSA) was
performed for further morphological and anatomical
characterization. Although CT angiography (CTA) and
MR angiography (MRA) are commonly used in initial
evaluations, DSA remains the gold standard for detailed
vascular assessment. In this case, DSA was indicated to
delineate the aneurysm’s dimensions, projection, and re-

lationship with adjacent vascular structures—key deter-
minants in therapeutic decision-making.

The DSA revealed a wide-neck, superolaterally pro-
jecting AComA aneurysm (neck: 3.6 mm; dome width:
3.5 mm; dome height: 3.1 mm) with an aspect ratio of
1.1 (Figure 1). Additional findings included a tortuous
AComA complex with a hypoplastic right A1 segment
and a recurrent artery of Heubner originating near the
aneurysm dome, increasing procedural complexity.

Despite the absence of hemorrhage or neurological
symptoms directly attributable to the aneurysm, treatment
was considered due to several factors. AComA aneurysms
are associated with higher rupture risk than those in other
locations, even when smaller than 7 mm. The aneurysm’s
wide neck also posed a potential for progressive growth
and future rupture. Furthermore, the anatomical variation
involving the hypoplastic A1 segment raised concerns
about compromised collateral circulation should a rup-
ture occur. Considering these risks and the patient’s rela-
tively young age, endovascular intervention using a SAC
technique with the jailing method was planned. Dual an-
tiplatelet therapy (aspirin 80 mg and clopidogrel 75 mg)
was initiated one week before the procedure to mitigate
thromboembolic complications.

Interventional procedure

Right femoral artery access was obtained using an
8-French sheath. A 6-French Neuron Max guiding cath-
eter (Penumbra), coupled with a 5F vertebral catheter
and a 0.035”/260 cm Terumo guidewire, was navigated
coaxially to the C1 segment of the right internal carotid
artery (ICA). Following diagnostic angiography to de-
termine optimal working angles, a 6-French Sofia (Mi-
croVention) intermediate catheter was advanced to the
C4 segment of the ICA. A 1.7F Excelsior SL 10 (Stryker
Neurovascular) microcatheter and a 0.014”” Synchro mi-
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Figure 1. DSA showing a wide-neck AComA aneurysm projecting superolaterally (left), 3D vessel analysis showing both A1l

and bilateral A2 in relation with aneurysmal dome (right)

crowire were introduced into the ipsilateral A2 segment
for stent deployment. Simultaneously, a 1.9F Vasco 10
(Balt) microcatheter and a Synchro microwave were
used to access the contralateral A2 segment and reposi-
tioned into the aneurysm dome for coil delivery.

A Neuroform Atlas (Stryker) 3x24 mm laser-cut stent
was deployed from A2 to Al via the SL 10 microcathe-
ter. Through the jailed Vasco microcatheter, a Target Ul-
tra 3.5 mm X 8 cm (Stryker) framing coil was deployed
and detached, followed by a Microplex 2 mm X 6 cm

(MicroVention) filling coil (Figure 2). Intraoperative
heparin was administered to maintain an activated clot-
ting time (ACT) above 200 seconds. Final angiography
confirmed a complete aneurysm occlusion (Raymond-
Roy occlusion classification 1, Figure 3).

Follow-up and outcome

The patient remained neurologically intact throughout
a 3-day postoperative hospitalization. Dual antiplate-
let therapy was continued for 3 months, followed by a

Figure 2. Deployed stent-secured microcatheter position for safe coil deployment (left), schematic diagram of stent and coil

deployment with jailing technique (right)
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Figure 3. Postcoil DSA (left) and 3D reconstruction (right) show complete obliteration of the aneurysm

transition to monotherapy. One-year follow-up demon-
strated stable occlusion with no evidence of aneurysm
recurrence, hemorrhagic complications, or new neu-
rological deficits. The patient resumed daily activities
without limitation.

Discussion

Aneurysms of the AComA are among the most com-
mon cerebral aneurysms, which account for approxi-
mately 40% of all treated aneurysms [8]. AComA an-
eurysms usually occur at the junction of the dominant
Al and AComA (81.3%), with only 18.7% occurring in
the middle of the AComA [1]. The AcomA complex has
intricate anatomic architecture, diverse anatomical varia-
tions, numerous pivotal perforators, and a complicated
regional flow dynamic that softens the challenging sur-
gical approach [9]. In our case, the endovascular inter-
vention was chosen over microsurgical clipping because
of the convoluted AComA complex with a superolateral
projection of the dome, which may hinder the evalua-
tion of the perforators and the angioarchitecture of the
recurrent artery which encircles the aneurysm, making
it difficult to be preserved with the clipping procedure.

In coil embolization of wide-neck AComA aneurysms,
maintaining the patency of the surrounding vessels, in-
cluding perforators, is crucial for successful endovascu-
lar treatment [10]. Various techniques have been devel-
oped, including balloon-assisted coiling (BAC), SAC,
or double catheter coiling (DCC) technique [1]. Some
considerations must be taken in choosing the instrument
to achieve the best occlusion rate with acceptable or least
complication. BAC may be less associated with hemor-

rhagic complications than SAC since no dual antiplatelet
treatment was needed. Nevertheless, some disadvantag-
es include limited coil packing, especially at the neck,
the risk of vascular stretch and subsequent intimal injury
while manipulating the balloon, and the risk of coil dis-
placement or protrusion to the parent artery after balloon
deflation, in which stent deployment is eventually need-
ed as a rescue measure [11]. There is also a possibility of
an anchored microcatheter to the aneurysm by the bal-
loon, which, as the coiling progresses, may impede the
microcatheter movement, causing elevated pressure on
the wall of the aneurysm [12]. DCC, on the other hand,
while it may be a feasible strategy, is correlated with a
low occlusion rate. A greater number of coils may also
be needed to achieve appropriate occlusion, as in this
technique, two coils are deployed as an initial framing
coil, and a subsequent filling coil is made into both coil
frames. There is also a risk of coil breakage, stretching,
or interlocking during coil insertion with this technique
and lower. Compared to BAC and SAC, DCC provides
limited neck protection and the lowest complete occlu-
sion rates [11].

With the drawback of the necessity of antiplatelet ad-
ministration, SAC provides better occlusion rates than
BAC or DCC. The stent may also alter the intra-aneurys-
mal flow and prompt orifice endothelialization, which
helps in the progression of occlusion [11]. Lawson et al.
described the occlusion rate as 18.5 times higher in the
SAC compared to the group without stent involvement
[13]. SAC is considered more suitable for aneurysms
with a lower dome-to-neck ratio [11].
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Several stent models are available and may be used
to assist coil embolization. Among the stent models,
we chose Neuroform Atlas (Stryker), an open-cell laser
cut stent, for its advantage of better vessel apposition
than the closed-cell stent [14]. This will facilitate de-
ployment, especially in tortuous vessels, as in our case.
Compared to other stents, Neuroform Atlas has less met-
al content and may be guided with a low-profile catheter
[15]. Stents are often placed via the dominant A1. There
are several ways to utilize stent placement in coil em-
bolization: dominant A1 to ipsilateral A2, dominant A1l
to contralateral A2, dominant Al to contralateral Al,
dominant Al to aneurysm (waffle-cone technique or
new stents pCONus [Phenox] and PulseRider [Cereno-
vus]), and dominant Al to both A2 (double stenting).
A single-stent deployment may not adequately cover
the neck, causing coil protrusion, while double stenting
may increase thromboembolism risk due to poor wall
apposition [4, 10].

Single stenting in wide-neck AComA aneurysms has
high periprocedural complication rates (4.8%-11%) and
moderate complete occlusion rates (43.2%-44% initially,
72.7%-86.9% later) [7, 16, 17]. Recanalization and re-
treatment rates are 8.3%-13.1% and 3.4%-8.1%, respec-
tively. Double stenting, like X, Y, and T, shows higher
complete occlusion rates (85.8%-95.7%) and complica-
tion rates (6.7%-17.5%). Recanalization and retreatment
rates are 0%-7.8% and 0%-2.4% [18].

While double stenting may provide complete coverage
of the aneurysm neck, a single well-placed stent may of-
fer a complete embolization without parent artery coil
protrusion and less cost than the double stenting coun-
terpart. In our case, the stent was placed in the ipsilateral
A2 since the aneurysm neck leaned more on the ipsi-
lateral side, with a higher risk of coil protrusion toward
the abovementioned side. The stent was also placed to
cover some parts of the contralateral side of the neck
to maximize the neck coverage (Figure 2). In the stent-
assisted procedure, the jailing technique is considered
more straightforward than the trans-cell technique as the
microcatheter may not pass the stent or be stuck in the
struts [19]; the jailing technique was utilized in this case.

Conclusion
SAC embolization with jailing technique is a feasible

and reliable technique in managing a wide-neck ACo-
mA aneurysm.
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