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Case Report
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Abstract: In recent years, the WovenEndoBridge (WEB), as a representative of emerging intratumoral flow distur-
bance devices, has been increasingly used in clinical practice. However, there are few reports on how to utilize it 
correctly when the release position is unsatisfactory or the parent artery is affected during WEB embolization of 
cerebral aneurysms. We report the treatment process of two female patients who underwent intracranial aneurysm 
flow diversion therapy for saccular aneurysms at the bifurcation of the middle cerebral artery and benefited from the 
procedure. The aneurysm embolization was satisfactory during the operation, but the embolization system partially 
interfered with the parent artery. In order to protect the parent artery and prevent embolism of the Middle Cerebral 
Artery (MCA) branch, an Atlas stent was introduced to assist in embolization. The angiography was repeated: the 
parent artery was unobstructed. This article describes in detail the preoperative evaluation of the patient’s condi-
tion, the surgical plan, and the postoperative treatment. The results of this case confirm the feasibility of stent-
assisted WEB embolization of complex aneurysms at the bifurcation of the middle cerebral artery.

Keywords: Intracranial aneurysms, middle cerebral artery, WovenEndoBridge, coil embolization, Neuroform Atlas 
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Introduction

An intracranial aneurysm (IAs) is a bulge in a 
blood vessel in the brain that can lead to seri-
ous health complications [1, 2]. MCA aneu-
rysms represent approximately 30% of all IAs, 
80% of which are located at the bifurcation [3]. 
Since the bifurcation has many cerebral blood 
vessels, it is prone to variation and is the likely 
site of hematoma formation after rupture, caus-
ing surgical treatment to be difficult [4]. Owing 
to the development of interventional materials 
and technologies in recent years, interventional 
embolization has been increasingly performed 
for IAs. The WEB is a recently introduced intra-
tumoral flow disturbance device [5] that can be 
placed in the tumor body to self-expand and 
thus block the aneurysm neck, disturb the 
blood flow to close the bifurcation aneurysm, 

and strengthen the aneurysm wall, overcoming 
the shortcomings of traditional flow diverters 
and reducing the rates of long-term recurrence 
and branch vessel stenosis or occlusion [5-8]. 
However, there are still questions about what 
needs be done when the release position of the 
WEB is not satisfactory or it affects the parent 
artery? Stent-assisted WEB embolization of 
MCA bifurcation aneurysms is described in this 
report, with the aim of providing clinical treat-
ment experience.

Materials and methods

A retrospective analysis was conducted on the 
treatment process of one patient with a mid- 
dle cerebral artery bifurcation aneurysm from 
each of two centers: the Third People’s Hospital 
of Henan Province and the First Affiliated Hos- 
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pital of Zhengzhou University. The treatment 
involved stent placement to modulate the mor-
phology of the parent artery affected by WEB 
deployment.

Case presentation

Chief complaints

Patient 1 experienced dizziness accompanied 
by nausea and vomiting for more than a month. 
However, these symptoms had worsened for 
more than 7 hours.

Patient 2 was admitted to the hospital due to a 
10-day history of headache.

History of present illness

Patient 1, a 66-year-old female, was admitted 
to the hospital on July 9, 2024, due to dizzi-
ness, nausea, and vomiting that had lasted for 
more than a month and had worsened for more 
than 7 hours. The patient experienced dizzi-
ness without an obvious cause more than a 
month prior, accompanied by nausea and non-
jet vomiting of the gastric contents. The patient 
underwent brain Magnetic resonance imaging 
(MRI) and magnetic resonance angiography at 
a local hospital, and the findings were as fol-
lows: 1. Three-branch variation of the anterior 
cerebral artery; 2. Possible aneurysm at the 
right MCA M1 bifurcation. After oral medication 
(unspecified), dizziness, nausea, and vomiting 
were relieved, but the aneurysm was not fur-
ther treated. Dizziness, which recurred more 
than 7 hours prior and was worse than before, 
was accompanied by frequent nausea and 
vomiting. The patient was admitted to the hos-
pital via the emergency department due to diz-
ziness and was screened for a cerebral aneu-
rysm. Following clinical presentation, the 
patient was in poor spirits, did not eat and had 
poor sleep quality but had normal urination and 
defecation. Whole-brain angiography on July 
10, 2024 revealed the following: 1. An aneu-
rysm at the M1 bifurcation of the right MCA 
(Figure 1A) measuring approximately 5.2 mm × 
5.4 mm × 4.8 mm in size; 2. An aneurysm of the 
ophthalmic segment of the right internal carot-
id artery measuring approximately 1.8 mm × 
2.0 mm × 1.8 mm in size. After surgical contra-
indications were excluded, “whole-brain angi-
ography + flow diverter placement” was per-
formed on July 12, 2024.

Patient 2, a 55-year-old female, was admitted 
to the hospital on June 11, 2024, due to a 
10-day history of headache. Ten days prior, she 
experienced a sudden severe headache with-
out any obvious precipitating factors. Magnetic 
resonance angiography (MRA) performed at an 
external hospital revealed a saccular protru-
sion at the bifurcation of the left middle cere-
bral artery. Subsequent cerebral angiography 
at a local hospital suggested multiple intracra-
nial aneurysms. On June 12, 2024, a full-brain 
angiography was performed, which demonstra- 
ted an aneurysm at the origin of the left middle 
cerebral artery with a relatively wide neck, mea-
suring approximately 2.4 mm × 1.8 mm in size 
and with an irregular shape. Another aneurysm 
was identified at the bifurcation of the left mid-
dle cerebral artery, also with a relatively wide 
neck, measuring approximately 5 mm × 7 mm 
in size and with an irregular shape (see Figure 
2A and 2B). After excluding contraindications 
related to surgery and following a multidiscipli- 
nary consultation, it was unanimously decided 
to perform a “full-brain angiography with flow 
diverter (dense mesh stent) placement + endo-
vascular coiling with or without stent assis-
tance + coil embolization” on June 12, 2024.

History of past illness

Patient 1 had hypertension for more than 10 
years, with the highest blood pressure reaching 
200/98 mmHg. She took amlodipine besylate 
tablets (5 mg qd) and candesartan cilexetil tab-
lets (8 mg qd) orally, and her blood pressure 
was controlled at approximately 130/70 mmHg. 
She reported no adverse habits, including to- 
bacco, alcohol, or drug use. There were no addi-
tional contributing factors in her personal or 
family history.

Patient 2 had a 15-year history of hyperten-
sion, with the highest blood pressure reaching 
145/90 mmHg. She took antihypertensive me- 
dications orally (details unspecified), and her 
blood pressure was controlled at approximately 
125/85 mmHg. She reported no adverse hab-
its, including smoking, alcohol consumption, or 
drug use. There were no other relevant risk fac-
tors in her personal or family history.

Physical examination

Patient 1’s temperature (T) was 36.6°C, her 
heart rate (HR) was 79 beats/min, and blood 
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Figure 1. Note: (A) Preoperative angiography showed an aneurysm at the right MCA M1 bifurcation; (B) WEB was 
successfully released into the aneurysm at the right middle cerebral artery M1 bifurcation; (C) The WEB system 
partially interfered with the parent artery; (D) The stent microcatheter was introduced and the WEB was released; 
(E) After the WEB and stent were placed, the aneurysm was embolized satisfactorily and the parent artery was unob-
structed; (F) Postoperative follow-up CT: WEB and Atlas stent were stable, the aneurysm was completely embolized, 
and the parent artery was unobstructed.

Figure 2. Note: (A) Preoperative angiography confirmed the location of the aneurysm. (B) Intraoperatively, the WEB 
device was deployed properly but partially protruded into the distal segment of the parent artery, affecting blood 
flow. (C) After introduction of the Atlas stent, blood flow in the parent artery was patent, and contrast agent residue 
was noted within the WEB.

pressure (BP) was 138/76 mmHg. Physiologi- 
cal reflexes were present, pathological reflexes 
were not elicited, and the muscle strength and 
tension of the limbs were normal. 

Preoperative physical examination: T 36.8°C, 
HR 77 beats/min, BP 128/72mmHg. Physiolo- 

gical reflexes exist, pathological reflexes are 
not elicited, and the muscle strength and mus-
cle tone of the limbs are normal.

Patient 2’s T was 36.2°C, HR was 80 beats/
min, and BP was 124/78 mmHg. Physiologi- 
cal reflexes were present, pathological reflexes 
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were not elicited, and the muscle strength and 
tone of the limbs were normal.

Preoperative physical examination: T 36.4°C, 
HR 78 beats/min, BP 126/72 mmHg. Physiolo- 
gical reflexes were present, pathological reflex-
es were not elicited, and the muscle strength 
and tone of the limbs were normal.

Laboratory examinations

Patient 1: MRI and MRA of the head revealed 
the following: 1. Three-vessel variation of the 
anterior cerebral artery; 2. Possible aneurysm 
at the right MCA M1 bifurcation.

Patient 2: MRA performed at an external hospi-
tal revealed a saccular protrusion at the bifur-
cation of the left middle cerebral artery. Digital 
subtraction angiography (DSA) suggested mul-
tiple intracranial aneurysms.

Their re-operative complete blood count, liver 
and renal function tests, coagulation profile, 
blood lipid and glucose levels, infectious dis-
ease screening, and electrocardiograms show- 
ed no significant abnormalities.

Imaging examinations

Patient 1’s whole-brain angiography revealed 
the following: 1. An aneurysm at the right MCA 
M1 bifurcation (Figure 1A) measuring approxi-
mately 5.2 mm × 5.4 mm × 4.8 mm; 2. An 
aneurysm of the ophthalmic segment of the 
right internal carotid artery measuring approxi-
mately 1.8 mm × 2.0 mm × 1.8 mm in size.

ly 4 mm × 4 mm and with a regular appea- 
rance.

Final diagnosis

Patient 1: The diagnosis on the basis of physi-
cal and auxiliary examinations was as follows: 
(1) Aneurysm of the right MCA; (2) Extremely 
high risk of hypertension grade 3.

Patient 2: The diagnosis on the basis of physi-
cal and auxiliary examinations was as follows: 
(1) Intracranial aneurysm; (2) Grade 2 hyperten-
sion with very high risk.

Multidisciplinary expert consultation

After consultation with experts from the De- 
partment of Neurology, Department of Neu- 
rosurgery, Department of Interventional Radio- 
logy, and Department of Emergency, they unan-
imously decided to perform “whole-brain angi-
ography + flow diverter placement”.

Treatment

The patient was positioned supine, with gener-
al anesthesia administered. The inguinal region 
was routinely disinfected and draped with ster-
ile towels. Right femoral artery puncture was 
performed. A guidewire was used in conjunc-
tion with a pigtail catheter, vertebral artery 
catheter, and Simons catheter for aortic arch 
and whole-brain angiography to identify the 
location and size of the aneurysm. A microgu-
idewire and microcatheter were used for super-
selective navigation into the aneurysm, and a 

Figure 3. Note: (A) Postoperative changes in M2 segment of right middle 
cerebral artery; (B) The aneurysm at the bifurcation of the left middle cere-
bral artery has achieved satisfactory healing, and the aneurysm of the left 
anterior cerebral artery has similarly achieved satisfactory healing.

Patient 2’s whole-brain angi-
ography revealed the follow-
ing: An aneurysm is visible  
at the origin of the left mid- 
dle cerebral artery, with a re- 
latively wide neck, measur- 
ing approximately 2 mm × 2 
mm. Another aneurysm is vi- 
sible at the bifurcation of  
the left middle cerebral arte- 
ry, with a vessel arising from 
the aneurysmal sac, measur-
ing approximately 5 mm × 7 
mm and with an irregular sh- 
ape. An aneurysm is also vi- 
sible at the bifurcation of  
the right middle cerebral ar- 
tery, measuring approximate- 
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flow diverter (WEB) was introduced into the 
aneurysm. The WEB was slowly deployed under 
multiple angles (Figure 1B). Follow-up angiogra-
phy showed satisfactory aneurysm emboliza-
tion, but partial interference with the parent 
artery by the WEB system (Figure 1C). An intra-
cranial stent system (Atlas) was introduced and 
slowly deployed to protect the parent artery 
and cover the aneurysm neck (Figure 1D). 
Follow-up angiography showed patency of the 
parent artery and satisfactory aneurysm embo-
lization (Figures 1E, 2C). The guidewire and 
catheter were removed, and the sheath was 
left in place. The surgical process was smooth. 
After awakening, the patient had normal speech 
and limb movement, and there was no bleeding 
at the puncture site.

Results

Patient 1: After the operation, oxygen inhala-
tion was performed, as was electrocardiogram 
(ECG) monitoring, and the right lower limb was 
immobilized for 24 hours. Aspirin Enteric-
coated Tablets 100 mg/d + Clopidogrel Hydro- 
gen Sulfate Tablets 75 mg/d dual antiplatelet, 
Atorvastatin Calcium Tablets for lowering lipid 
and stabilizing vascular plaque, Nitroglycerin 
Injection micropump for lowering blood pres-
sure, and continuous monitoring of blood pres-
sure for symptomatic and supportive treat-
ment. Physical examination: Body temperature 
is 36.7°C, heart rate is 82 beats per minute, 
blood pressure is 135/71 mmHg. Head Com- 
puted Tomography (CT) performed on the third 
day after the operation revealed a high-density 
shadow in the right MCA, possibly causing 
changes in the patient’s condition after surgery 
(Figure 1F). The patient reported that she was 
no longer dizzy and that her headache had dis-
appeared. Her BP was stable, and she was dis-
charged from the hospital. Three months after 
the operation, the patient recovered well with-
out postoperative complications. Computed 
tomography angiography (CTA) 6 months after 
operation showed postoperative changes in 
M2 segment of right middle cerebral artery 
(see Figure 3A).

Patient 2: Postoperative physical examination: 
Temperature 36.20°C, pulse rate 80 beats/
min, respiratory rate 20 breaths/min, blood 
pressure 124/78 mmHg, and the patient was 
alert. Medications prescribed included Rosu- 
vastatin Calcium Tablets 10 mg P.O. once night-

ly; Ticagrelor Tablets 60 mg P.O. twice daily; and 
Indobufen Tablets 0.10 g P.O. twice daily. Fo- 
llow-up cerebral angiography at 6 months post-
operatively revealed satisfactory healing of the 
aneurysm at the bifurcation of the left middle 
cerebral artery and satisfactory healing of the 
aneurysm of the left anterior cerebral artery 
(Figure 3B).

Discussion

Common treatments for IAs include surgical 
clipping and endovascular embolization [1, 9]. 
Currently, the interventional treatments com-
monly used in clinical practice can be divi- 
ded into occlusive and reconstructive types 
[10, 11]. Occlusive types include aneurysm 
embolization and/or proximal occlusion of the 
parent artery; reconstructive types include 
stent-assisted coil embolization, simple stent 
placement, and flow diverter placement. To 
date, reports of WEB combined with stent 
embolization of aneurysms at the bifurcation of 
the MCA are very rare. Nordmann [12] repor- 
ted an example of the excellent effect of us- 
ing stents to assist in the treatment of basal 
apical aneurysms due to insufficient WEB 
occlusion; Sahnoun, M [13] found that the in- 
cidence of additional stent placement after 
WEB embolization aneurysms is relatively low 
(11.2%), but the embolization success rate is 
100%. Srinivasan VM [14] reported two cases 
of LVIS stents and one case of using Atlas 
stents to assist WEB intracranial aneurysm in 
13 diagnosis and treatment centers over 7 
years. Escalante, R [15] reported two cases of 
WEB misplaced or displaced causing iatrogenic 
tumor-borne vascular occlusion and rescued 
placement treatment with an Atlas stent.

Compared with conventional surgical options 
such as stent placement and simple coil embo-
lization, WEB embolization is advantageous in 
that (1) it overcomes the shortcomings of tradi-
tional blood flow diversion devices, such as 
long-term recurrence and branch vessel steno-
sis or occlusion [16-18]; (2) placement is sim-
ple; (3) no dual antiplatelet therapy is required 
during the perioperative period, and it can 
effectively treat Ias [6]; and (4) it is suitable on 
the basis of the position of the aneurysm neck 
and protects the blood flow of the bilateral 
cerebral arteries, with good safety and effec-
tiveness [19-21].
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In this case, owing to the irregular shape of the 
aneurysm, although the size of the selected 
WEB model did not exceed the size of the aneu-
rysm, part of the embolization system still  
interfered with the blood flow of the parent 
artery. Owing to the increased risk of thrombo-
embolism, the protrusion of the WEB should be 
minimized, and the effect on aneurysm occlu-
sion should be limited [22]. Therefore, the 
patient in this case still needed to undergo 
stent implantation to adjust the shape of the 
WEB after release. AlSF [23] suggested that 
factors for incomplete IA occlusion using a WEB 
include a large aneurysm, an aneurysm with a 
wide neck, partial intrasaccular thrombosis, 
and an irregular-shaped aneurysm. The indica-
tions for WEB embolization should be more 
stringent, including the evaluation of aneurysm 
morphology. Gajera J [24] reported that aneu-
rysms with a neck width of 3-10 mm and a 
height of 3-10.5 mm are suitable for WEB 
embolization; because the WEB system is 
spherical or cylindrical, aneurysms with spheri-
cal, cylindrical or oval shapes are very suitable 
for WEB embolization.

The authors consulted relevant domestic and 
foreign literature and reported that with res- 
pect to treatment methods when the WEB 
release position is unsatisfactory or affects the 
parent artery. Salem MM [25-27] reported that 
during the WEB embolization process, lesions 
with a complex anatomy present greater techni-
cal challenges, and 5.4% of cases require bal-
loon assistance. There are few reports on 
stent-assisted treatment. We further confirmed 
through actual clinical cases that a WEB has 
good conformability, can be used in combina-
tion with an Atlas stent, is easy to place, and 
results in satisfactory embolization.

In summary, this study revealed that a WEB has 
good conformability and is safe to use. Even if 
the WEB release position is unsatisfactory or 
affects the parent artery, stents can be added 
to protect the parent artery in the treatment of 
MCA bifurcation aneurysms. This case provides 
a clinical solution for when the WEB release 
position is unsatisfactory or affects the parent 
artery.

Acknowledgements

We would like to thank the patients and their 
family for their informed cooperation and sup-

port of our work. This work was supported by 
joint projects of the Medical Science and Te- 
chnology Research Program of Henan Province 
(Grant No. LHGJ20240648).

Disclosure of conflict of interest

None.

Address correspondence to: Dr. Qing-Liang Chen, 
Department of Radioactive Intervention, Affiliated 
Hospital of Henan No. 3 Provincial People’s Hospital, 
No. 198 Funiu Street, Zhengzhou 450006, Henan, 
China. E-mail: chenqingliang@163.com

References

[1]	 Hsu WC, Meuschke M, Frangi AF, Preim B and 
Lawonn K. A survey of intracranial aneurysm 
detection and segmentation. Med Image Anal 
2025; 101: 103493.

[2]	 Lanzino G and Rabinstein AA. Advances and 
future trends in the diagnosis and manage-
ment of subarachnoid Hemorrhage. Neurol 
Clin 2024; 42: 705-716.

[3]	 Serrano-Rubio A, Rodriguez-Rubio HA, Lopez-
Rodriguez R, Balcazar Padron JC, Trujillo S, 
Martinez-Caceres AM, Hernández-Barrera BS, 
Sanchez-Mata R, Figueroa-Zelaya D and Na-
thal E. Aggressive behavior of recurrent middle 
cerebral artery aneurysms: a case series. Cu-
reus 2024; 16: e76435.

[4]	 Catapano JS, Karahalios K, Rumalla K, Sriniva-
san VM, Rutledge C, Baranoski JF, Cole TS, Jad-
hav AP, Ducruet AF and Albuquerque FC. Endo-
vascular treatment of ruptured anterior com- 
municating aneurysms: a 17-year institutional 
experience with coil embolization. J Neuroin-
terv Surg 2022; 14: 1018-1021.

[5]	 Lee KB, Suh CH, Song Y, Kwon B, Kim MH, 
Yoon JT and Lee DH. Trends of expanding indi-
cations of Woven Endobridge devices for the 
treatment of intracranial aneurysms: a system-
atic review and meta-analysis. Clin Neuroradiol 
2023; 33: 227-235.

[6]	 van Rooij S, Sprengers ME, Peluso JP, Daams 
J, Verbaan D, van Rooij WJ and Majoie CB. A 
systematic review and meta-analysis of Woven 
EndoBridge single layer for treatment of intra-
cranial aneurysms. Interv Neuroradiol 2020; 
26: 455-460.

[7]	 Srinivasan VM, Dmytriw AA, Regenhardt RW, 
Vicenty-Padilla J, Alotaibi NM, Levy E, Waqas 
M, Cherian J, Johnson JN, Jabbour P, Sweid A, 
Gross B, Starke RM, Puri A, Massari F, Gries-
senauer CJ, Catapano JS, Rutledge C, Tanweer 
O, Yashar P, Cortez GM, Aziz-Sultan MA, Patel 
AB, Ducruet AF, Albuquerque FC, Hanel RA, 

mailto:chenqingliang@163.com


Complex cerebral aneurysm at the middle cerebral artery bifurcation

624	 Am J Transl Res 2026;18(1):618-625

Lawton MT and Kan P. Retreatment of residual 
and recurrent aneurysms after embolization 
with the Woven Endobridge device: multicenter 
case series. Neurosurgery 2022; 90: 569-
580.

[8]	 Daube P, Cagnazzo F, Barreau X, Morganti R, 
Ferreira I, Gariel F, Dargazanli C, Gascou G, 
Riquelme C, Derraz I, Berge J, Lefevre PH, Cos-
talat V and Marnat G. Influence of operator ex-
perience on the technical and clinical results 
of Woven EndoBridge endovascular treatment 
for intracranial aneurysms. Clin Neurol Neuro-
surg 2021; 208: 106900.

[9]	 Xiao J, Li T, Wan D, Zhou Q, Zhao X, Zhang Z, 
Xie Y, Shao L, Liu G, Sun C and Xu R. Prelimi-
nary outcomes of Neuroform Atlas stent-assist-
ed coiling for intracranial aneurysms with 
small parent vessels. Chin Neurosurg J 2025; 
11: 4.

[10]	 Akram U, Ahmed S, Nadeem ZA, Shahriari M, 
Ashraf H, Ashfaq H, Fatima E, Raza A, Nadeem 
A, Majid Z, Nadeem A, Ahmed T, Akram A, 
Rehman S, Sarwar A, Mei J, Deng F, Pache- 
co-Luna L, Hyson N and Yedavalli VS. Safety 
and efficacy of the neuroform atlas stent for 
treatment of intracranial aneurysms: a system-
atic review, meta-analysis, and meta-regres-
sion. AJNR Am J Neuroradiol 2025; 46: 1120-
1129.

[11]	 Sims JJ, Khattar N, Mulpur B and Arthur AS. 
Woven EndoBridge (WEB) device used for ver-
tebral artery sacrifice. BMJ Case Rep 2025; 
18: e263894.

[12]	 Nordmann NJ, Weber MW and Dayoub H. Wo-
ven Endobridge (WEB) augmented by Y-stent in 
a shallow basilar tip aneurysm. J Cerebrovasc 
Endovasc Neurosurg 2022; 24: 176-180.

[13]	 Sahnoun M, Soize S, Manceau PF, Gelmini C 
and Pierot L. Intracranial aneurysm treatment 
with WEB and adjunctive stent: preliminary 
evaluation in a single-center series. J Neuroin-
terv Surg 2022; 14: 164-168.

[14]	 Srinivasan VM, Dmytriw AA, Regenhardt RW, 
Vicenty-Padilla J, Alotaibi NM, Levy E, Waqas 
M, Cherian J, Johnson JN, Jabbour P, Sweid A, 
Gross B, Starke RM, Puri A, Massari F, Gries-
senauer CJ, Catapano JS, Rutledge C, Tanweer 
O, Yashar P, Cortez GM, Aziz-Sultan MA, Patel 
AB, Ducruet AF, Albuquerque FC, Hanel RA, 
Lawton MT and Kan P. Retreatment of residual 
and recurrent aneurysms after embolization 
with the Woven Endobridge device: multicenter 
case series. Neurosurgery 2022; 90: 569-
580.

[15]	 Escalante R and Son C. Rescue stenting for in-
advertent branch vessel occlusion following 
cerebral aneurysm embolization with the Wo-
ven Endobridge device. Cureus 2024; 16: 
e59880.

[16]	 Raj R, Rautio R, Pekkola J, Rahi M, Sillanpaa M 
and Numminen J. Treatment of ruptured intra-
cranial aneurysms using the Woven Endo-
bridge device: a two-center experience. World 
Neurosurg 2019; 123: e709-e716.

[17]	 Goertz L, Liebig T, Siebert E, Zopfs D, Pennig L, 
Schlamann M, Dorn F and Kabbasch C. Over-
sizing of the Woven Endobridge for treatment 
of intracranial aneurysms improves angio-
graphic results (WEBINAR). World Neurosurg 
2024; 181: e182-e191.

[18]	 Da RV, Bozzi A, Comelli C, Semeraro V, Comelli 
S, Lucarelli N, Burdi N and Gandini R. Ruptured 
intracranial aneurysms treated with Woven En-
dobridge intrasaccular flow disruptor: a multi-
center experience. World Neurosurg 2019; 
122: e498-e505.

[19]	 Monteiro A, Lazar AL, Waqas M, Rai HH, Baig 
AA, Cortez GM, Dossani RH, Cappuzzo JM, Levy 
EI and Siddiqui AH. Treatment of ruptured in-
tracranial aneurysms with the Woven Endo-
Bridge device: a systematic review. J Neuroin-
terv Surg 2022; 14: 366-370.

[20]	 Rodriguez-Calienes A, Vivanco-Suarez J, Lu Y, 
Galecio-Castillo M, Gross B, Farooqui M, Algin 
O, Feigen C, Altschul DJ and Ortega-Gutierrez 
S. Woven EndoBridge versus stent-assisted 
coil embolization for the treatment of ruptured 
wide-necked aneurysms: a multicentric experi-
ence. Interv Neuroradiol 2024; [Epub ahead of 
print].

[21]	 Shah KA, White TG, Teron I, Link T, Dehdashti 
AR, Katz JM and Woo HH. Volume-based sizing 
of the Woven EndoBridge (WEB) device: a pre-
liminary assessment of a novel method for de-
vice size selection. Interv Neuroradiol 2021; 
27: 473-480.

[22]	 Cortese J, Juhasz J, Rodriguez-Erazu F, Ghozy 
S, Bayraktar EA, Mihalea C, Zarrintan A, Ueki Y, 
Caroff J, Kallmes DF, Spelle L and Kadirvel R. 
Neck apposition is a key factor for aneurysm 
occlusion after Woven EndoBridge device em-
bolization. J Neurointerv Surg 2025; 17: 1083-
1088.

[23]	 Al SF, Velagapudi L, Khanna O, Sweid A, Mou- 
chtouris N, Baldassari MP, Theofanis T, Tahir R, 
Schunemann V, Andrews C, Philipp L, Chalouhi 
N, Tjoumakaris SI, Hasan D, Gooch MR, Herial 
NA, Rosenwasser RH and Jabbour P. Predictors 
of aneurysm occlusion following treatment 
with the WEB device: systematic review and 
case series. Neurosurg Rev 2022; 45: 925-
936.

[24]	 Gajera J, Maingard J, Foo M, Ren Y, Lamanna 
A, Nour D, Hall J, Kurda D, Tan D, Lalloo S, 
Banez RMF, Russell J, Slater LA, Chandra RV, 
Chong W, Jhamb A, Brooks DM and Asadi H. 
The Woven EndoBridge device for the treat-
ment of intracranial aneurysms: initial clinical 



Complex cerebral aneurysm at the middle cerebral artery bifurcation

625	 Am J Transl Res 2026;18(1):618-625

experience within an Australian population. 
Neurointervention 2022; 17: 28-36.

[25]	 Salem MM, Ali A, Riina HA and Burkhardt JK. 
Bailout strategies for abrupt change in Woven 
Endobridge 17 device orientation after detach-
ments: technical note of 2 anterior communi-
cating artery aneurysm cases. World Neuro-
surg 2022; 162: 68-72.

[26]	 van Rooij WJ, van Rooij SBT, Kortman HG and 
Peluso JP. The Woven EndoBridge finally com-
ing home across the atlantic: what to expect?. 
AJNR Am J Neuroradiol 2018; 39: 1964-1966.

[27]	 Arthur AS, Molyneux A, Coon AL, Saatci I, Sziko-
ra I, Baltacioglu F, Sultan A, Hoit D, Delgado 
Almandoz JE, Elijovich L, Cekirge S, Byrne JV 
and Fiorella D; WEB-IT Study investigators. The 
safety and effectiveness of the Woven Endo-
Bridge (WEB) system for the treatment of wide-
necked bifurcation aneurysms: final 12-month 
results of the pivotal WEB Intrasaccular Thera-
py (WEB-IT) Study. J Neurointerv Surg 2019; 
11: 924-930.


