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Abstract
OBJECTIVE—The porous intravascular stents that are currently available may not cause complete
aneurysm thrombosis and may therefore fail to provide durable protection against aneurysm rupture
when used as a sole treatment modality. The goal of this study was to quantify the effects of porous
stents on aneurysm hemodynamics using computational fluid dynamics.

METHODS—The geometry of a wide-necked saccular basilar trunk aneurysm was reconstructed
from a patient′s computed tomographic angiography images. Three commercial stents (Neuroform2;
Boston Scientific/Target, San Leandro, CA; Wingspan; Boston Scientific, Fremont, CA; and Vision;
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Guidant Corp., Santa Clara, CA) were modeled. Various combinations of one to three stents were
virtually conformed to fit into the vessel lumen and placed across the aneurysm orifice. An unstented
aneurysm served as a control. Computational fluid dynamics analysis was performed to calculate the
hemodynamic parameters considered important in aneurysm pathogenesis and thrombosis for each
of the models.

RESULTS—The complex flow pattern observed in the unstented aneurysm was suppressed by
stenting. Stent placement lowered the wall shear stress in the aneurysm, and this effect was increased
by additional stent deployment. Turnover time was moderately increased after single- and double-
stent placement and markedly increased after three stents were placed. The influence of stent design
on hemodynamic parameters was more significant in double-stented models than in other models.

CONCLUSION—Aneurysm hemodynamic parameters were significantly modified by placement
of multiple stents. Because the associated modifications may be helpful as well as harmful in terms
of rupture risk, use of this technique requires careful consideration.
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Microsurgical and endovascular techniques for cerebral aneurysm treatment have improved
over the last few decades. However, very wide-necked and fusiform aneurysms provide
considerable difficulties to neurosurgeons because they are not amenable to conventional coil
embolization or surgical approaches (30).

Presently, porous stents are used commonly in the management of these difficult cerebral
aneurysms to provide a scaffold across the aneurysm neck, which is followed by packing of
the aneurysm sac with detachable coils delivered through the stent struts (3,22). Investigators
(14,16) have reported that stent-alone treatment can alter aneurysm hemodynamics and create
favorable flow conditions by inducing thrombosis, which excludes the aneurysm from the
cerebral circulation. However, the results of stenting without additional coil embolization to
induce immediate or permanent aneurysmal occlusion have been inconsistent (15,16,29).

Recent reports have shown that the placement of multiple stents across the aneurysm neck
improves the efficiency of stenting by reducing the permeability of aneurysmal inflow overall.
Doerfler et al. (7) used a double-stent method to treat small, wide-necked aneurysms of the
vertebral artery in two patients. In each patient, marked reduction of aneurysm flow was
observed by angiography, and complete occlusion was obtained after 7 days. On the basis of
this anecdotal clinical report, Cantón et al. (3) performed a study to quantify the hemodynamic
changes induced by sequential placement of stents. These investigators measured the two-
dimensional pulsatile velocity field within a flexible silicone sidewall aneurysm model using
digital particle image velocimetry. The reduction of maximum averaged velocity, vorticity,
and shear stress induced by placing the first stent was remarkable. Reductions in these
quantities were less pronounced after a second or third stent was placed.

In this study, our objectives were to quantify and characterize the variations of hemodynamic
parameters thought to be important in aneurysm pathogenesis and thrombosis through
sequential virtual placement of stents across the aneurysm neck. Using computational fluid
dynamics (CFD) and angiographic image analysis, we compared the effects of three porous,
commercial stent designs on aneurysm hemodynamics.
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MATERIALS AND METHODS
Aneurysm Geometry Reconstruction

A basilar artery aneurysm in a 67-year-old woman was selected as a reference for computer
modeling in this study. This aneurysm was a wide-necked basilar trunk aneurysm that was 3.7
by 6.2 mm in size. For CFD analysis, the geometric dimensions of the aneurysm and its parent
vessel were reconstructed from computed tomographic angiography images composed of 512
by 512 pixels with a 153 mm2 field of view (Fig. 1). The resolution between planes was 0.4
mm. During the geometry reconstruction process, bone detail was subtracted, and the resulting
vascular structure was segmented and smoothed for rendering.

Stent Geometry
The reconstructed aneurysm was virtually treated with one, two, or three stents. Three different
stents, an intracranial self-expanding Neuroform2 stent (2.0 × 20 mm; Boston Scientific/
Target, San Leandro, CA), a coronary balloon-mounted Vision stent (2.0 × 12 mm; Guidant,
Santa Clara, CA), and an intracranial self-expanding Wingspan stent (2.0 × 20 mm; Boston
Scientific, Fremont, CA), were modeled by use of computer-assisted design software
(ProEngineer; PTC, Needham, MA) (Fig. 2). The strut sizes (metal width of the strut) are as
follows: Neuroform2, 65 µm; Vision, 60 µm; and Wingspan, 70 µm. The stent porosities (the
percentage of total stent wall area that is fenestrated) are 83.4% for the Neuroform2, 88.5%
for the Vision, and 79.6% for the Wingspan. The stents were virtually conformed to fit into
the parent vessel lumen and virtually deployed across the aneurysm neck. We modeled an
unstented aneurysm and a series of stented aneurysms, as listed in Table 1. For multiple-stent
models, two scenarios were considered. In the optimal scenario, the struts of the additional
stents evenly divided the openings of the first stent; whereas in the suboptimal scenario (Model
N2-p), the additional stent was minimally shifted from the first one. Geometries of the
unstented, single-, double-, and triple-stented aneurysm models are shown in Figure 3.

Computational Fluid Dynamics Modeling
Computational grids consisting of approximately 600,000 to 4.8 million tetrahedral elements
with 0.3-mm maximum element size were created for the unstented and stented models with
ICEM CFD software (Ansys, Berkeley, CA). These grids were imported into a finite volume-
based CFD code, Star-CD (CD-Adapco, Melville, NY), to solve the Navier-Stokes equations
with a second-order accuracy scheme. Velocity and pressure fields were computed under the
assumptions of incompressible, laminar, steady-state flow and Newtonian fluid dynamics. The
Reynolds number, a nondimensional fluid dynamic similarity parameter, was 362, which is in
the range of normal arterial flow conditions in the cerebrovascular circulation. The viscosity
and density measurements of blood used in the simulations were 0.0035 m·s and 1056 kg/
m3, respectively.

Hemodynamic Parameters
To illustrate the overall flow characteristics of the aneurysm, we plotted the velocity vectors
at the midplane of the aneurysm models. Moreover, because a typical flow pattern in an
aneurysm is rotational (25), the circulatory flow in the aneurysm was quantitatively illustrated
by the vorticity contour plot on the midplane. To compare the influence of various stent
combinations on the aneurysm wall, we calculated the elevated wall shear stress (WSS) (13).
To quantify stasis of flow in the aneurysm, we calculated the turnover time. The turnover time
was defined as the aneurysm volume divided by the aneurysmal inflow rate.
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RESULTS
From the velocity vectors plotted to visualize aneurysmal flow patterns, two distinct vortices
were observed in the unstented aneurysm (Fig. 4). This complex flow pattern was dampened
by stenting, even with a single stent. Detailed circulatory flow characteristics in the aneurysm
are shown in Figure 5 as vorticity contours plotted on the midplane of each aneurysm model.
The magnitude of the vorticity in the aneurysm dome was reduced by a stent, and additional
reduction in vorticity was achieved by additional stent deployment. Although all stents
attenuated vortical flow within the aneurysm, there were discernible differences in the stent
effect, depending on the quality of the deployment and the design of the stent. The Wingspan
stent was more effective in reducing aneurysmal vorticity than the other two stent designs in
the double-stented aneurysm models.

Figure 6 shows the elevated aneurysmal WSS area (percentage) in each of the aneurysm
models. In the single-stented aneurysm models (N, V, and W), the reduction of the elevated
WSS area was insignificant (<10%). There was no substantial difference associated with stent
design in these single-stented aneurysms. However, the effect of stenting was significant and
the effect of the stent design was evident in double-stented aneurysm models (N2, NV, and
W2), except in the poor-deployment, double-stent model (N2-p). The most significant
elevation in WSS area reduction (45%) effected by double stents was achieved with two
Wingspan stents (W2). In triple-stented aneurysm models (N3 and N2V), the elevated WSS
area was more significantly reduced by stenting, but the stent design effect was indistinct.

Figure 7 illustrates the surface contours of the low-level WSS in the aneurysm models. The
aneurysmal WSS in the unstented model was above the upper limit of this low WSS level. A
considerably lower WSS zone was apparent at the distal side of the aneurysm dome after single-
stent placement. As the number of stents increased, WSS values at the proximal and distal sides
of the aneurysm dome were reduced. This effect was more pronounced with the Wingspan
stent than with other stents in the single- and double-stented aneurysm models. The aneurysmal
WSS was substantially reduced by triple stenting.

Quantification of stent-induced aneurysm hemodynamics was performed using turnover time
Fig. 8. The increase in turnover time in stented aneurysm models was unremarkable compared
with that in the unstented aneurysm model (1.2 to 1.3 times longer in stented than unstented
models). A greater increase in turnover time, however, was obtained by double stenting (1.4
to 1.8 times longer than in unstented models). Significant stent design dependency was found
only among the double-stented models. A turnover time of approximately

DISCUSSION
Aneurysmal flow pattern is a primary hemodynamic factor that shows overall flow
characteristics in the aneurysm and potentially indicates further development of the aneurysm.
The importance of aneurysmal flow patterns was accentuated in a recent study conducted by
Cebral et al. (4). These authors found that ruptured aneurysms were more likely to have
complex flow patterns, whereas simple flow patterns were associated with unruptured
aneurysms. Ujiie et al. (27,28) associated secondary flow circulation, which is often found in
an aneurysm with a large aspect ratio, with aneurysm rupture risk. Complex flow patterns have
been thought to increase inflammatory cell infiltration in the aneurysmal wall, thereby
increasing rupture risk (5,12,28). In the present study, the flow pattern in the unstented, wide-
necked, basilar trunk aneurysm had two distinct vortices. This complex flow pattern was
simplified and the vortices were suppressed by the placement of one to three stents. This finding
indicates that stent placement in this aneurysm geometry could reduce the risk of aneurysm
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rupture by dampening the aneurysmal inflow, although a single stent may not be enough to
induce complete aneurysm thrombosis.

Stent-alone treatment is unpredictable, however, and the results of flow alteration, especially
in conjunction with single-stent placement, may vary significantly from case to case, depending
strongly on patient-specific aneurysm geometry. The placement of a single stent might result
in a new, concentrated, jet-like inflow that directly impinges on the aneurysm wall. Cebral et
al. (4) found that a concentrated jet is more likely to cause rupture than diffuse flow. In our
recent canine model of a created bifurcation (21), we demonstrated that the hemodynamics
associated with jet impingement can cause destructive remodeling of the wall and lead to the
initiation of an aneurysm. It is not inconceivable that such hemodynamic conditions associated
with flow impingement, if created inadvertently inside the aneurysm sac by stenting, could
potentiate aneurysmal rupture. On the other hand, multiple stents can reduce the risk of forming
jet-like inflow by eliminating large open pores and possibly by inducing a healing response
(1,7). Hence, because of the potentially opposite outcomes after stenting, flow simulations with
patient-specific aneurysm geometry may be useful for understanding stent-induced
hemodynamics effects.

As mentioned, the aneurysmal flow pattern illustrates global aneurysm hemodynamics;
however, the arterial wall is directly affected by near-wall hemodynamics via signal
transduction of endothelial cells. For decades it has been known that WSS, a tangential drag
force per unit area of endothelial surface, is an important hemodynamic parameter correlated
with aneurysm growth and rupture (24,26). Prolonged high WSS is known to cause internal
elastic lamina fragmentation (20) and may be responsible for cerebral aneurysm initiation
(21,24). In saccular aneurysms, the distal neck region is often subject to chronically high WSS,
which may be responsible for expansion of the aneurysm neck via a destructive vessel wall
remodeling process similar to the initial phase of aneurysm formation (10,11). In our
simulations of multiple-stent placements, the stents deflected the inflow and restrained the
WSS elevation on the aneurysm wall. This result is consistent with our previous finding that
stenting could lessen exposure of the distal neck to high WSS (21), thus potentially deferring
further expansion of the aneurysm neck.

Different from the aforementioned high-WSS-mediated destructive remodeling pathways
(10,11,20), an inflammatory and atherosclerotic pathway triggered by low WSS has also been
implicated in aneurysm pathogenesis (6,21,23). Excessively low WSS (<0.4 Pa) within the
aneurysm sac could lead to atherosclerotic inflammatory infiltration (19) and thereby cause
deterioration of the aneurysm wall that could ultimately lead to rupture (28). From this
standpoint, not all effects revealed by our study of multiple stenting on the aneurysm wall are
desirable. We found that the low-WSS area in the dome of the aneurysm was increased after
the placement of multiple stents. Much research in this area is needed to delineate the
mechanisms for aneurysm wall deterioration and rupture and thereby clarify the role of stenting.

To afford lasting protection against rupture, an aneurysm needs to be hemodynamically
excluded from the arterial circulatory system. It is expected that stents can accomplish this by
stimulating aneurysmal thrombosis (17). Researchers (2,9,10) have shown that increasing
aneurysmal flow turnover time (an indication of stasis) can induce thrombus formation in
cerebral aneurysms. In the present study, aneurysmal inflow was consistently decreased by
sequential stenting. As inflow decreases, the turnover time increases (Fig. 8) in inverse
proportion, and the chance of aneurysmal thrombosis likely increases. Excessive neointimal
growth on the stent surface may lead to stent-induced stenosis (2,8,9).

The potential risk of infarction or ischemia caused by a single stent compromising perforating
branches may not be important (18). However, the permeability of flow through the stents
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decreases as the number of stents increases. There is then a greater chance for interruption of
flow into perforating branches that could potentially lead to a stroke. Therefore, careful
consideration for use of single- or multiple-stenting technique is required in accordance with
the patient’s neu-rovascular anatomy.

CONCLUSION
The hemodynamic parameters of the patient-specific aneurysm in this study were considerably
modified by the placement of multiple stents. The influence of stent design on aneurysm
hemodynamics was significant in the double-stented aneurysms but less important in single-
and triple-stented aneurysm models. Depending on the quality of the stent deployment in the
double-stented aneurysm models, the effects of stenting on aneurysm hemodynamics were
substantially different. Because the effect of stent placement on aneurysmal hemodynamics
may influence rupture risk, additional studies of the biological responses to stent placement
are required.

COMMENTS
In this article, Kim et al. present a computerized study of flow within an aneurysm. Using a
model of a given patient′s aneurysm, they modified it with virtual placement of three different
types of commercially available stents in combinations, including a single stent, a stent within
a stent, and in one case, triple stents, to observe changes in flow. The concept here is
straightforward. Complex flow patterns including wall shear stress, vortex formation within
the aneurysm, and jets against the weakened part of the wall will affect endothelial cell
proliferation, wall breakdown, possible aneurysm growth, and rupture rates. The authors
understand that certain aneurysms, such as a basilar aneurysm, which they model in this article,
may be difficult to treat by conventional endovascular or open-surgical methods, and they
therefore wonder whether stent technology may be helpful. In this regard, they are moving
away from the concept of stent-assisted coiling and instead looking at whether stents
themselves will redirect flow and allow an aneurysm to thrombose or heal. Their interesting
findings suggest that indeed, placement of a virtual stent within their computer′s computational
fluid dynamics model will change flow. However, it is conceivable, especially when a single
stent is used, that placing the stent may actually create a jet that may be harmful, and they
provide a clinical example of this. The authors explain that the placement of two stents (one
within the other, as long as they are not perfectly overlapping) will create a tighter meshwork
that may be beneficial and that the third stent may add slight benefit.

The benefits of this approach are obvious. This model permits additional understanding of flow
dynamics without endangering patients. The concerns are whether the model is accurate in life,
and whether we fully understand which systems provide the ideal flow dynamics that we
attempt to achieve. The authors should be questioned as to their first paragraph, where they
suggest that some aneurysms are not amenable to treatment, to a more general statement that
aneurysms may not be amenable to treatment, as this is often an individual debate.

The figure presentations are quite convoluted. It should be clarified that this is but one clinical
example and truly a report of a methodology. Rather than establishing the methodology, this
article simply introduces it. The authors also make assumptions in their mathematical model,
such as that of laminar flow, which really does not occur in this basilar region that they study.
Of course, the mathematical construct is necessary because it allows us to further evaluate the
flow. The authors′ major strength in this article is their ability to model flow. They are
encouraged to improve their presentation of data for their audience and to carefully explain the
limitations of our understanding of these flow changes on vascular biology, given the relatively
limited number of factors that they are studying.

Kim et al. Page 6

Neurosurgery. Author manuscript; available in PMC 2009 October 2.

N
IH

-PA Author M
anuscript

N
IH

-PA Author M
anuscript

N
IH

-PA Author M
anuscript



Robert J. Dempsey

Madison, Wisconsin

Kim et al. have elegantly analyzed the hemodynamic effects of multiple stent placement across
a wide-necked basilar aneurysm using a virtual model. In their study using computational fluid
dynamics and angiographic image analysis, the authors found intra-aneurysmal flow patterns
to be dampened by stenting, with reduction in vorticity being proportional to the number of
stents used. Stent placement also lowered wall shear stress and average flow velocity in the
aneurysm dome.

Although advancements in microsurgical and endovascular techniques have improved the
treatment of cerebral aneurysms, those with wide necks or fusiform morphology continue not
to be amenable to conventional therapeutic modalities. With recent investigations reporting
possible beneficial effects after multiple stent placements in such cases, this article provides
insight into the hemodynamic basis for these alterations. Moving forward, additional
prospective studies with long-term follow-up will be important for appropriate patient
selection, as clinical and radiographic results after use of this technique have demonstrated
inconsistent outcomes.

Ricardo J. Komotar

E. Sander Connolly, Jr.

New York, New York

Kim et al. from the Buffalo group report the simulated effects of different currently available
stents on intra-aneurysmal flow dynamics in a computer-modeled lateral basilar artery
aneurysm. Different combinations of stents had different simulated effects on the computed
flow dynamics. Stent geometry had more effect on hemodynamic parameters when multiple
stents were used, rather than with single stent deployment.

The use of stents for flow diversion for the treatment of intracranial aneurysms has great
potential. Hemodynamic factors clearly play a role in the formation, growth, and rupture of
intracranial aneurysms. Therapies that address these factors, such as stents, may be useful in
preventing aneurysm growth and rupture. It is also conceivable that stents might be used in the
future to prevent aneurysm development. It may be possible to predict the development of
aneurysms in some patients based on flow analysis of circle of Willis geometry and individual
patient genomic factors.

The present study of Kim et al. illustrates both the potential of this mode of therapy as well as
the present substantial limitations. We have few stents available for use in the
cerebrovasculature: two are FDA approved and only one is appropriate for something similar
to this indication. None are optimized for flow diversion. Future developments might include
fabric coverings of different degrees of permeability that may allow flow into perforators. In
addition, temporary or absorbable stents may allow healing of an aneurysm without a rigid,
permanent device left in the cerebral circulation for the remaining life of the patient. Finally,
stents can be used as delivery agents for bioactive materials such as drugs and growth factors.

One limitation of the present study is the applicability of this information for other, more
complex aneurysm geometries. The model only analyzed the effects in a relatively simple
system of a lateral wall aneurysm. Bifurcation aneurysms and their variants will pose different
problems.
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This study provides some real-world information that can be applied to practice today, as the
analysis was limited to presently available stents. The addition of a second stent is likely to
additionally reduce flow into an aneurysm, provided the stent happens to deploy in a
complementary fashion to the first. The ability to control this with present technology is
nonexistent.

Colin Derdeyn

Ralph G. Dacey, Jr.

St. Louis, Missouri

Kim et al. have prepared a report ″quantifying″ the hemodynamic changes induced by the
virtual placement of multiple stents across a virtual aneurysm using computational fluid
dynamics. This is an interesting article, but its usefulness is limited; despite the complexity,
this report remains a theoretical quantification in an unreal, nonbiological world. Regardless,
computer modeling does allow for an increase in our knowledge base with regard to cerebral
aneurysms and their treatment, and the authors have used this technology to understand the
effects of arterial stenting. The authors′ results demonstrate an additive effect on wall shear
stress, aneurysm flow velocity, and turnover time with the use of multiple stents, which would
theoretically decrease flow into the aneurysm and improve the durability of endovascular
therapy that may or may not include coiling. These results are not surprising, as with the use
of multiple porous stents, a decrease in the porous nature of the stent or scaffold is created that
results in the decrease of inflow to the aneurysm. However, as the authors clearly state, this is
not without risk, as a nonporous stent or a covered stent (which would be on the extreme
spectrum of multiple porous stents) may compromise flow into the perforators, with disastrous
results. Furthermore, covered stents are associated with increased thromboembolic
complications, and similar problems may result from the use of too many porous stents.

Gavin W. Britz

Durham, North Carolina
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Figure 1.
Geometry of a basilar artery saccular aneurysm and parent artery reconstructed from a patient's
computed tomographic angiography images.

Kim et al. Page 11

Neurosurgery. Author manuscript; available in PMC 2009 October 2.

N
IH

-PA Author M
anuscript

N
IH

-PA Author M
anuscript

N
IH

-PA Author M
anuscript



Figure 2.
Reconstructed geometries of the stents. A, Neuroform2; B, Vision; and C, Wingspan.
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Figure 3.
Geometries of the aneurysm models. U, unstented; N, Neuroform2; V, Vision; W, Wingspan;
N2-p, poor deployment double-Neuroform2; N2, double-stent using Neuroform2; NV, double-
stent using Neuroform2 and Vision; W2, double-stent using Wingspan; N3, triple-stent using
Neuroform2; N2V, triple-stent using two Neuroform2 stents and one Vision stent.
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Figure 4.
Aneurysmal flow patterns on a midplane of the aneurysm. U, unstented; N, Neuroform2; V,
Vision; W, Wingspan; N2-p, poor deployment double-Neuroform2; N2, double-stent using
Neuroform2; NV, double-stent using Neuroform2 and Vision; W2, double-stent using
Wingspan; N3, triple-stent using Neuroform2; N2V, triple-stent using two Neuroform2 stents
and one Vision stent.
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Figure 5.
Average out-of-plane vorticity in the dome of the aneurysm models. U, unstented; N,
Neuroform2; V, Vision; W, Wingspan; N2-p, poor deployment double-Neuroform2; N2,
double-stent using Neuroform2; NV, double-stent using Neuroform2 and Vision; W2, double-
stent using Wingspan; N3, triple-stent using Neuroform2; N2V, triple-stent using two
Neuroform2 stents and one Vision stent.
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Figure 6.
Elevated wall shear stress areas (in percent) in the aneurysm. U, unstented; N, Neuroform2;
V, Vision; W, Wingspan; N2-p, poor deployment double-Neuroform2; N2, double-stent using
Neuroform2; NV, double-stent using Neuroform2 and Vision; W2, double-stent using
Wingspan; N3, triple-stent using Neuroform2; N2V, triple-stent using two Neuroform2 stents
and one Vision stent. For example, the colored inset shows WSS distribution of the unstented
aneurysm model.
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Figure 7.
Examples of low-level wall shear stress (WSS, in Pascals [Pa]) in the aneurysm models. U,
unstented; N, Neuroform2; V, Vision; W, Wingspan; N2-p, poor deployment double-
Neuroform2; N2, double-stent using Neuroform2; NV, double-stent using Neuroform2 and
Vision; W2, double-stent using Wingspan; N3, triple-stent using Neuroform2; N2V, triple-stent
using two Neuroform2 stents and one Vision stent.
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Figure 8.
Aneurysm turnover times (in percent) in the aneurysm models. U, unstented; N, Neuroform2;
V, Vision; W, Wingspan; N2-p, poor deployment double-Neuroform2; N2, double-stent using
Neuroform2; NV, double-stent using Neuroform2 and Vision; W2, double-stent using
Wingspan; N3, triple-stent using Neuroform2; N2V, triple-stent using two Neuroform2 stents
and one Vision stent.
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TABLE 1
Unstented and stented aneurysm models

Sequence Model Model description

Single stent U Unstented

— N Neuroform2 stent

— V Vision stent

— W Wingspan stent

Double stenta N2-p Two poorly deployed Neuroform2 stents

— N2 Two Neuroform2 stents

— NV One Neuroform2 stent and one Vision stent

— W2 Two Wingspan stents

Triple stenta N3 Three Neuroform2 stents

— N2V Two Neuroform2 stents and one Vision stent
a
For multiple-stented aneurysm models, each additional stent was angularly and longitudinally shifted from the previous stent position to equally divide

the existing porous space so as to minimize the flow permeability of the stent combinations. In the N2-p case (two poorly deployed Neuroform2 stents),
the stents were placed very close to each other by minimal shifting of the second stent from the first one.
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