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KEY MESSAGES

Temporary solitaire stent assisted coiling technique is an efficient 
and safe technique to treat wide necked aneurysms. As antiplatelet 
therapy is not required with the use of this technique, the chance 
of cerebral ischemia gets reduced.

INTRODUCTION 

Wide neck aneurysms, especially with greater neck diameters or low 
dome-to-neck ratios, are hard to treat by the endovascular method. 
There are various techniques available for the treatment of wide 
neck aneurysms but the problems with these techniques include 
technical difficulties while operating, and risk of coil impingement 
or coil migration on the parent vessel [1].

The stent-assisted embolization technique is commonly used 
technique to treat wide-neck aneurysms. This technique helps 
to stabilize the coils within the aneurysm, but long-term platelet 
inhibition is a challenge [2,3]. This is because long-term platelet 
inhibition increases the risk of bleeding at a greater fold [3]. This 

can cause problem in patients, especially those who are suffering 
from subarachnoid hemorrhage. Apart from this, dual platelet 
inhibition at the time of permanent removal of the stent increases 
the risk for cerebral hemorrhage within the brain tissue [4]. 

In case of balloon-assisted coil embolization technique, the chances 
of ischemia and abnormal effect on brain functioning due to 
temporary flow arrest are high. It can lead to serious complications 
such as rupture of the aneurysm or the parent artery because of the 
pressure exerted by the parent artery on the wall of the aneurysm 
[5]. Due to the requirement of platelet inhibition therapy in the 
usage of flow diverter devices, it is not considered a primary option. 

Another treatment alternative that can be considered is the 
temporary solitaire stent assisted coiling technique. We present 
three case reports in which temporary solitaire stent assisted coiling 
technique was used to treat wide neck complex aneurysms.

CASE STUDY

In this technique, two microcatheters were used, one microcatheter 
to cover the neck of the aneurysm and to deploy the stent. The 
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ABSTRACT

Wide-necked aneurysms require comparatively more advanced endovascular and microsurgical techniques than 
those required for narrow-necked aneurysms. Temporary solitaire stent-assisted coiling technique is used for treating 
wide neck aneurysms with the advantage of non-requirement of antiplatelet therapy to prevent in-stent thrombosis. 
We present a case series comprising of three case reports that were treated with temporary Solitaire stent-assisted coil 
embolization technique using a fully resheathable solitaire AB stent. The post-procedural angiographic and clinical 
outcome, including the modified Rankin Scale (mRS) score, was assessed. The Modified Rankin Score (mRS) 
was evaluated after clinical discharge and follow-ups. No procedure-related complications were observed. All three 
patients had good clinical outcomes (mRS score 0-2). The feasibility, safety, and efficacy of the Temporary solitaire 
stent-assisted coiling technique are much superior. It is easy, less risky, and does not require platelet inhibition 
therapy.
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second microcatheter was advanced into the aneurysm to perform 
coil embolization [6]. 

The embolization procedure was carried out with an undetached 
solitaire AB stent to prevent coil migration. After the stability of 
the coil was confirmed in the angiogram, the solitaire stent was 
retrieved. The post-procedural angiogram demonstrated the status 
of the occlusion, which was near complete in all three cases. The 
mRS score was evaluated at the time of clinical examination and 
at the time of follow-up. Following, we present our experience 
on the effectiveness and safety of temporary stent-assisted coiling 
technique at different locations.

Case I

A 48-year-old female was admitted with World federation of 
neurological societies (WFNS) grade II subarachnoid anterior 
communicating artery aneurysm with dome 3.6*2.6 mm and neck 
2.6 mm. The patient had an additional left distal anterior cerebral 
artery aneurysm considered unruptured given its small size. The 
embolization was carried out immediately with an undetached 
solitaire AB stent to prevent coil migration. The Solitaire stent 
was retrieved after confirming coil stability in the angiogram. The 
Postprocedural angiogram demonstrated near complete occlusion 
(Figure 1). 

Case II

A 54-year-old male came with the complaint of severe headache and 
confusion (WFNS-2). The CT scan findings depicted subarachnoid 
hemorrhage. The angiogram findings revealed an aneurysm in 
the left internal carotid artery bifurcation at the anterior and 
middle communicating artery origin junction. The wide based 
large aneurysm with dome size 12*14 mm and neck size 7 mm 
was difficult to coil by conventional balloon assisted technique. 
Therefore, in the same setting, a 4*20 mm self-expanding Solitaire 
AB stent was placed but not detached in the left M1 segment of 
MCA to give extra support to coils into the aneurysm. Then the 
stent was retrieved after aneurysm packing (Figure 2).

Case III

A 65-year-old male came with the complaint of severe headache and 
confusion (WFNS-3). The CT scan demonstrated subarachnoid 
hemorrhage. The angiogram findings revealed a sidewall aneurysm 
in the supraclinoid ICA. The wide based large aneurysm with 
dome size 16*10 mm and neck size 7 mm was difficult to coil using 
balloon assisted technique. Therefore, in the same setting, a 4*20 
mm self-expanding Solitare AB stent was placed but not detached 
in the distal ICA segment to provide extra support to coils into the 
aneurysm to avoid coil herniation. Then the stent was retrieved 
after aneurysm packing (Figure 3).

Figure 1: Depicting angiogram without stent in anterior communicating 
artery.

Figure 2: Showing angiogram findings depicting coiling after procedure 
without stent in left ICA bifurcation at the junction of ACA and MCA 

origin.

Figure 3: Shows angiogram findings depicting solitaire stent assisted 
coiling in supraclinoid ICA.
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Outcome analysis and follow-up

The clinical outcome was analysed by the mRS score at the time of 
clinical discharge and follow-up period [7].

DISCUSSION 

Stents are becoming the next popular and are widely used for 
treating wide-neck aneurysms due to their ease of deployment [8]. 
With the use of stents, a drawback is the risk of periprocedural 
in-stent thromboembolism, in-stent stenosis by excessive 
endothelialization, and the requirement for antiplatelet agent 
administration for a lifetime. Using the temporary solitaire stent 
assisted coiling technique has the greatest advantage that no 
platelet inhibition is required after the procedure [9]. We used this 
technique and observed that the retrieval of the stent was safe and 
easy. Neither there was coil mass movement nor coiled engagement 
into the stent occurred. The parent artery patency was maintained 
with the help of this technique throughout the procedure. There 
was no blockage of blood flow during the procedure that helped 
to reduce the chances of ischemic insult to the affected area of 
the brain. The stent also helped to stabilize the microcatheter 
and increased the coil stabilization. The chances of catheter or 
coil mass instability were prevented by the stent that stabilized 
the microcatheter by touching it to the vessel wall, preventing the 
kick-back phenomenon. Also, the stent helped keep the coil in 
the aneurysm until it became stable by subsequent packing. There 
was no requirement of antiplatelet agents after the procedure to 
decrease the risk of in-stent thromboembolism or stenosis as the 
stent was removed from the cerebral artery by recapturing. This 
is especially helpful in ruptured cases. No complications were 
encountered in any of the three treated patients.

CONCLUSION 

From the operated cases, we concluded that the Temporary 
solitaire stent assisted coiling technique is an effective technique 
which has many advantages. The major advantage is that there is 
no requirement for antiplatelet agents post the procedure. It is a 
safe, less risky and simple technique to perform as compared to 
other techniques.
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