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Objective : Endovascular treatment of large, wide-necked intracranial aneurysms by coil embolization is often complicated by 
low rates of complete occlusion and high rates of recurrence. A flow diverter device has been shown to be safe and effective for 
the treatment of not only large and giant unruptured aneurysms, but small and medium aneurysms. However, in Korea, its use has 
only recently been approved for aneurysms <10 mm. This study aims to compare the safety and efficacy of flow diversion and coil 
embolization for the treatment of unruptured aneurysms ≥7 mm.
Methods : The participants will include patients aged between 19 and 75 years to be treated for unruptured cerebral aneurysms 
≥7 mm for the first time or for recurrent aneurysms after initial endovascular coil embolization. Participants assigned to a flow 
diversion cohort will be treated using any of the following devices : Pipeline Flex Embolization Device with Shield Technology 
(Medtronic, Minneapolis, MN, USA), Surpass Evolve (Stryker Neurovascular, Fremont, CA, USA), and FRED or FRED Jr. (MicroVention, 
Tustin, CA, USA). Participants assigned to a coil embolization cohort will undergo traditional endovascular coiling. The primary 
endpoint will be complete occlusion confirmed by cerebral angiography at 12 months after treatment. Secondary safety outcomes 
will evaluate periprocedural and post-procedural complications for up to 12 months. 
Results : The trial will begin enrollment in 2022, and clinical data will be available after enrollment and follow-up.
Conclusion : This article describes the aim and design of a multi-center, randomized, open-label trial to compare the safety and 
efficacy of flow diversion versus traditional endovascular treatment for unruptured cerebral aneurysms ≥7 mm.
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INTRODUCTION

The prevalence of intracranial aneurysms is 0.4–3.0%25,28), 

and aneurysmal rupture results in subarachnoid hemorrhage 

that has a decimal prognosis with substantial mortality and 

morbidity4,28,29). Advances in non-invasive brain imaging 

methods such as magnetic resonance angiography have facili-

tated the diagnosis of unruptured intracranial aneurysms24), 

and the preventive treatment of unruptured intracranial an-

eurysm is generally recommended for an aneurysm with a di-

ameter ≥7 mm25).

Microsurgical clipping and endovascular coil embolization 

are two major treatment modalities for intracranial aneu-

rysms5). Equipped with the advantage of non-invasiveness and 

advances in devices and techniques, coil embolization has be-

come the dominant treatment choice with lower procedural 

morbidity and mortality3,12,18). However, coil embolization of 

wide-necked aneurysms is still difficult; even with adjunct use 

of stent, recurrence and retreatment rates are approximately 

12% and 6%, respectively7,15). Furthermore, larger aneurysms 

are associated with higher rates of recurrence even when com-

plete or near-complete occlusion has been initially achieved, 

due to coil compaction leading to recanalization10,11,17). A study 

revealed that large aneurysms (≥7 mm) were more likely to 

recur than smaller aneurysms (<7 mm) after coil emboliza-

tion26).

Flow diversion has been developed to address the challenges 

faced during traditional coil embolization. Flow diverters are 

designed to exert lower radial force to improve conformability 

and provide increased metal surface coverage for improved 

flow diversion, compared to conventional intracranial stents27). 

They elicit remodeling of the parent artery primarily through 

the following mechanisms : 1) exclusion of blood flow into the 

aneurysmal sac, resulting in thrombus formation inside the sac 

and 2) provision of a scaffold for endothelialization23). A clinical 

trial using the Pipeline embolization device (Medtronic, Min-

neapolis, MN, USA), the first commercially available flow di-

verter, revealed that f low diversion of large aneurysms (>10 

mm) in the internal carotid artery with wide neck (>4 mm) 

showed a complete occlusion rate of 86% at 12 months, and 

major morbidity and mortality rate of 5.6%1), and the device 

was approved by the United States Food and Drug Administra-

tion (FDA) for use in large aneurysms (>10 mm) with wide 

neck (>4 mm). Subsequently, a recent clinical trial using the 

Pipeline Flex embolization device for unruptured wide-necked 

aneurysms ≤12 mm demonstrated complete occlusion rate of 

76.8% at 12 months with a major morbidity and mortality rate 

of 2.1%13). The U.S. FDA has expanded the instructions for its 

use in wide-necked aneurysms with a small- and medium-

sized aneurysms.

In Korea, the flow diverter was initially approved for use in 

the treatment of unruptured aneurysms ≥15 mm, and only 

recently was it approved for aneurysms ≥10 mm. Currently, 

endovascular treatment options for wide-necked aneurysms 

<10 mm are limited to traditional procedures such as parent 

artery occlusion, coil embolization by multiple-catheter tech-

nique, or balloon or stent-assist technique.

The aim of this study is to assess the safety and efficacy of 

f low diversion treatment of unruptured intracranial aneu-

rysms ≥7 mm by evaluating complication rates and complete 

occlusion rates at 12 months compared to traditional endovas-

cular treatment in patients who are either to receive the first 

treatment or retreatments for recurrent aneurysms after initial 

endovascular treatment. 

MATERIALS AND METHODS

Design
This is a prospective, multicenter (13 institutions), random-

ized, open-label trial to compare the safety and efficacy of 

treatment of unruptured cerebral aneurysms or recurrent ce-

rebral aneurysms with a maximum diameter ≥7 mm by flow 

diversion versus coil embolization with or without adjunctive 

balloon or stent devices. Approval of the institutional review 

board at each participating institution has been obtained (see 

Supplementary Data 1). Participants will be randomly as-

signed to flow diversion or traditional endovascular treatment 

cohorts in a 1 : 1 fashion. The primary endpoint will be com-

plete occlusion confirmed by catheter cerebral angiography at 

12 months after endovascular treatment.

Study population
The study population will include patients aged between 19 

and 75 years diagnosed with unruptured intracranial aneu-

rysms or with recurrent aneurysms after initial endovascular 

treatments with a maximum diameter ≥7 mm arising from 

the internal carotid artery, anterior cerebral artery, middle ce-
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rebral artery, or vertebrobasilar arteries. Recurrent aneurysms 

are defined as grade 2 (70% to 89% aneurysm occlusion in or-

thogonal images of catheter cerebral angiography from opti-

mal projection) or higher according to the aneurysm occlu-

sion grading system for endovascular aneurysm occlusion 

suggested by Meyers et al.16) (Table 1). Detailed inclusion and 

exclusion criteria of the study are described in Table 2.

Informed consent 
The informed consent form will contain extensive informa-

tion about this trial including the purpose of the trial, the 

study design, potential risks and benefits associated with the 

trial, and the participants’ rights and responsibilities. 

 

Randomization
After complete explanation of the trial and signing in-

formed consent, participants will be enrolled to the trial and 

randomized to either the flow diversion or coil embolization 

cohort in a 1 : 1 ratio using a computer-generated randomized 

sequence. For allocation concealment, central randomization 

will be performed, and a random number table will be kept by 

a third party other than the investigators. The participant will 

be informed of the treatment he/she is assigned when signing 

the informed consent for the treatment.

Treatment
Patients assigned to flow diversion will undergo placement 

of any of the following flow diverters available in Korea : Pipe-

line Flex Embolization Device with Shield Technology 

(Medtronic), Surpass Evolve (Stryker Neurovascular, Fremont, 

CA, USA), and FRED or FRED Jr. (MicroVention, Tustin, CA, 

USA). Participants assigned to coil embolization will undergo 

endovascular coiling of aneurysms with or without adjunctive 

balloon or stent devices. Dual antiplatelet agents comprising 

of aspirin 100 mg and clopidogrel 75 mg will be administered 

to all participants 5 to 7 days prior to the procedure and con-

tinued for a maximum of 12 months, after which aspirin 

monotherapy will be maintained for at least 2 years after the 

procedure.

Clinical and radiologic outcome measures 
The primary endpoint will be complete occlusion (grade 0 

or 1 confirmed by catheter cerebral angiography according to 

the Aneurysm occlusion grading system) at 12 months after 

the treatment. Secondary endpoints will evaluate the short-

Table 1. Aneurysm occlusion grading system

Grade Definition

0 Complete aneurysm occlusion

1 90% or greater aneurysm occlusion

2 70–89% aneurysm occlusion

3 50–69% aneurysm occlusion

4 25–49% aneurysm occlusion

5 Less than 25% aneurysm occlusion

Reproduced from the original article by Meyers et al.16)

Table 2. Inclusion and exclusion criteria of the study

Criteria

Inclusion 1. Agreement of the patient for participation in the study and informed consent signed by the patient
2. Age between 19 and 75 years
3. Unruptured intracranial aneurysm with the maximum diameter ≥7 mm 

- First treatment or
-   Treatment for recurrent aneurysm after initial endovascular treatment, confirmed as aneurysm occlusion grading system 

grade 2 or above

Exclusion 1. Participants with severe neurologic deficit (modified Rankin scale score ≥3)
2. Participants at a high risk of thromboembolic cerebral infarction 
3. Participants with other intracranial pathologies such as brain tumor, Moyamoya disease, arteriovenous malformations, etc.)
4.   Participants contraindicated for endovascular procedures due to unfavorable vascular anatomy or contraindication to 

antiplatelet therapy
5. Participants with poor medication compliance
6. Participants with severe hepatic failure or renal failure (eGFR <30 mL/min/1.7 m2)
7. Participants with psychiatric disorders

eGFR, estimated glomerular filtration rate
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term and the longer-term safety of the trial, and include the fol-

lowing : 1) any procedure-related complications defined as 

thromboembolic or hemorrhagic complications that occur 

within 30 days after the treatment, 2) severity of hemorrhage 

evaluated by Thrombolysis in Myocardial Infarction bleeding 

criteria8), 3) delayed intracranial hemorrhage defined as sponta-

neous intracranial hemorrhage that occurs within 12 months 

after treatment, 4) delayed cerebral infarction defined as cere-

bral infarction due to thromboembolism within 12 months af-

ter treatment, and 5) neurologic status evaluated using the 

modified Rankin scale score at 1 month and 12 months. A 

summary of the scheduled visits is shown in Table 3.

Sample size
The primary endpoint will be the complete occlusion of the 

aneurysm at 12 months after the endovascular treatment. 

Based on data from previous studies, we estimate the long-

term complete occlusion rate of cerebral aneurysms ≥7 mm 

to be 80%9,14,19). The complete occlusion rate of recurrent an-

eurysms treated with flow diversion was 94.1%20), and consid-

ering the improvements in device and technique, we estimate 

the complete occlusion rate of cerebral aneurysms using flow 

diverters to be 95%, yielding a risk difference of 15%. Taking 

into account a significance level of 0.05, and power of 80% for 

the two-sided chi-square test, the number of participants re-

quired is 76 per group. Based on our previous experience in 

which drop-outs of cerebral aneurysm patients were relatively 

rare, we expect a patient dropout rate of 5%, yielding the total 

number of patients required for the study to be 160 (80 pa-

tients per group).

Statistical analysis
The principal method of analysis is intention-to-treat analy-

sis and a full analysis set will be used for statistical analysis, 

but per-protocol analysis may also be performed, as f low di-

verters may not be feasible in cases with unfavorable complex 

vascular anatomy. For bivariate analysis, a two-sample t-test 

or Mann-Whitney U test will be performed for continuous 

variables, and the chi-square test or Fisher’s exact test will be 

used for categorical variables. The primary and secondary 

outcomes will be evaluated by logistic regression analysis, and 

the effect size will be presented as odds ratios and 95% confi-

dence intervals.

RESULTS

The trial will begin enrollment in 2022, and clinical data 

Table 3. Study visits

Visit V0* V1* V2 V3

Time in relation to the intervention Within 4 weeks prior to V1 Day 0 Month 1±2 weeks Month 12±4 weeks

Informed consent ●
Collection of demographic information ●
Past medical history/family history ●
Vital signs ● ● ● ●
Electrocardiogram ●
Laboratory tests ● ●
Pregnancy test ●
Inclusion/exclusion criteria confirmation ●
Randomization† ● ●
Endovascular treatment ● ●
Radiologic evaluation‡ ● ●
Adverse event ● ● ● ●
Concomitant drug check ● ● ● ●

*V0 and V1 can coincide if a participant meets the inclusion/exclusion criteria. †Randomization of eligible participants may occur at any time between 
V0 and V1. ‡Radiologic evaluation must include catheter cerebral angiography and additional angiography (e.g., computed tomography angiography 
or magnetic resonance angiography) may be performed
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will be available after enrollment and follow-up.

DISCUSSION

This study aims to provide definitive data on the safety and 

efficacy of f low diversion with devices available in Korea in 

comparison to traditional endovascular treatment for unrup-

tured cerebral aneurysms ≥7 mm.

Previously, several studies have compared the treatment 

outcomes of f low diversion and coil embolization, but they 

were retrospective studies. A systematic review and meta-

analysis by Zhou et al.32) reported that flow diversion showed a 

significantly higher complete occlusion rate than coil emboli-

zation and a subgroup of stent-assisted coil embolization. A 

recent meta-analysis comparing flow diversion treatment with 

conventional endovascular treatment revealed that flow diver-

sion was associated with higher 6-month complete occlusion 

rate for large or giant aneurysms, but no such difference was 

observed for non-large or giant aneurysms30). The current ran-

domized trial is expected to minimize selection bias and con-

founding factors due to unequal distribution of significant 

factors, and to warrant direct comparison of the two treat-

ment methods. 

The off-label use of f low diverters for aneurysms <10 mm 

has already been prevalent, and its efficacy and safety have 

also been reported for different f low diverters such as FRED 

(MicroVention)2,21) and SILK (Balt Extrusion, Montmorency, 

France)22). A meta-analysis of flow diversion treatment for in-

tracranial aneurysms <10 mm revealed the complete occlu-

sion rate of 84.2%, and procedure-related mortality and mor-

bidity of 0.9% and 5.2%, respectively31). A matched-cohort 

study by Chalouhi et al.6) demonstrated that f low diversion 

was associated with a significantly higher complete occlusion 

rate than coil embolization (70% and 47.5%, respectively, 

p=0.04) without additional morbidity in the treatment of 

small aneurysms <10 mm. To date, no study has directly com-

pared the treatment outcomes of flow diversion and tradition-

al endovascular coiling for treatment of aneurysms <10 mm. 

CONCLUSION

This article describes the design of a multi-center, random-

ized, open-label trial to compare the safety and efficacy of the 

treatment of unruptured cerebral aneurysms with maximum 

diameter ≥7 mm by f low diversion versus traditional endo-

vascular treatment. This trial is expected to warrant direct 

comparison of the two treatment methods with minimal bias.  

AUTHORS’ DECLARATION

Conflicts of interest
No potential conflict of interest relevant to this article was 

reported.

Informed consent
This type of study does not require informed consent.

Author contributions
Conceptualization : JK, GH, BTK, SQP, JSO, SPB, OKK, JC, 

Committee of Multicenter Research, Korean Neuroendovas-

cular Society; Funding acquisition : OKK, JC; Methodology : 

JK, GH, BTK, SQP, JSO, SPB, OKK, JC, Committee of Multi-

center Research, Korean Neuroendovascular Society; Project 

administration : JK, GH, BTK, SQP, JSO, SPB, OKK, JC, 

Committee of Multicenter Research, Korean Neuroendovas-

cular Society; Writing - original draft : JK; Writing - review & 

editing : OKK, JC

Data sharing
None

Preprint
None

ORCID

Junhyung Kim https://orcid.org/0000-0002-8908-978X

Gyojun Hwang https://orcid.org/0000-0002-7405-0487

Bum-Tae Kim https://orcid.org/0000-0003-2646-8165

Sukh Que Park https://orcid.org/0000-0001-5899-179X

Jae Sang Oh https://orcid.org/0000-0003-4570-6763

Seung Pil Ban https://orcid.org/0000-0002-7774-0467

O-Ki Kwon https://orcid.org/0000-0002-7379-9891

Joonho Chung https://orcid.org/0000-0003-2745-446X



 Safety and Efficacy of Flow Diverters | Kim J, et al.

777J Korean Neurosurg Soc 65 (6) : 772-778

● Acknowledgements

This research is supported by Korean NeuroEndovascular 

Society research fund (Kones-2020-02) and a grant of the Ko-

rea Health Technology R&D Project through the Korea 

Health Industry Development Institute (KHIDI), funded by 

the ministry & Welfare, Republic of Korea (grant number : 

HC20C0057). We also would like to thank Editage (www.ed-

itage.co.kr) for English language editing.

Trial Registration : Clinical Research Information Service 

Identifier (KCT0006474).

● Supplementary materials

The online-only data supplement is available with this arti-

cle at https://doi.org/10.3340/jkns.2022.0043.

References

  1. Becske T, Kallmes DF, Saatci I, McDougall CG, Szikora I, Lanzino G, et al. :  

Pipeline for uncoilable or failed aneurysms: results from a multicenter 

clinical trial. Radiology 267 : 858-868, 2013

  2. Briganti F, Leone G, Ugga L, Marseglia M, Solari D, Caranci F, et al. : 

Safety and efficacy of flow re-direction endoluminal device (FRED) in 

the treatment of cerebral aneurysms: a single center experience. Acta 
Neurochir (Wien) 158 : 1745-1755, 2016

  3. Brinjikji W, Rabinstein AA, Nasr DM, Lanzino G, Kallmes DF, Cloft HJ : 

Better outcomes with treatment by coiling relative to clipping of unrup-

tured intracranial aneurysms in the United States, 2001-2008. AJNR 
Am J Neuroradiol 32 : 1071-1075, 2011

  4. Brisman JL, Song JK, Newell DW : Cerebral aneurysms. N Engl J Med 
355 : 928-939, 2006

  5. Brown RD Jr, Broderick JP : Unruptured intracranial aneurysms: epide-

miology, natural history, management options, and familial screening. 

Lancet Neurol 13 : 393-404, 2014

  6. Chalouhi N, Daou B, Barros G, Starke RM, Chitale A, Ghobrial G, et al. : 

Matched comparison of flow diversion and coiling in small, noncomplex 

intracranial aneurysms. Neurosurgery 81 : 92-97, 2017

  7. Chalouhi N, Jabbour P, Singhal S, Drueding R, Starke RM, Dalyai RT, et 

al. : Stent-assisted coiling of intracranial aneurysms: predictors of com-

plications, recanalization, and outcome in 508 cases. Stroke 44 : 1348-

1353, 2013

  8. Chesebro JH, Knatterud G, Roberts R, Borer J, Cohen LS, Dalen J, et al. : 

Thrombolysis in myocardial infarction (TIMI) trial, phase I: a comparison 

between intravenous tissue plasminogen activator and intravenous 

streptokinase. Clinical findings through hospital discharge. Circulation 

76 : 142-154, 1987

  9. Cognard C, Weill A, Spelle L, Piotin M, Castaings L, Rey A, et al. : Long-

term angiographic follow-up of 169 intracranial berry aneurysms oc-

cluded with detachable coils. Radiology 212 : 348-356, 1999

10. Ferns SP, Sprengers ME, van Rooij WJ, Rinkel GJ, van Rijn JC, Bipat S, et 

al. : Coiling of intracranial aneurysms: a systematic review on initial oc-

clusion and reopening and retreatment rates. Stroke 40 : e523-e529, 

2009

11. Ferns SP, Sprengers ME, van Rooij WJ, van Zwam WH, de Kort GA, 

Velthuis BK, et al. : Late reopening of adequately coiled intracranial 

aneurysms: frequency and risk factors in 400 patients with 440 aneu-

rysms. Stroke 42 : 1331-1337, 2011

12. Gory B, Turjman F : Endovascular treatment of 404 intracranial aneu-

rysms treated with nexus detachable coils: short-term and mid-term re-

sults from a prospective, consecutive, European multicenter study. Acta 
Neurochir (Wien) 156 : 831-837, 2014

13. Hanel RA, Kallmes DF, Lopes DK, Nelson PK, Siddiqui A, Jabbour P, et al. :  

Prospective study on embolization of intracranial aneurysms with the 

pipeline device: the PREMIER study 1 year results. J Neurointerv Surg 
12 : 62-66, 2020

14. Ishii A, Chihara H, Kikuchi T, Arai D, Ikeda H, Miyamoto S : Contribution 

of the straightening effect of the parent artery to decreased recanaliza-

tion in stent-assisted coiling of large aneurysms. J Neurosurg 127 : 
1063-1069, 2017

15. Lee JY, Seo JH, Cho YD, Kang HS, Han MH : Endovascular treatment 

of wide-neck intracranial aneurysms using a microcatheter protective 

technique: results and outcomes in 75 aneurysms. AJNR Am J Neuro-
radiol 32 : 917-922, 2011

16. Meyers PM, Schumacher HC, Higashida RT, Derdeyn CP, Nesbit GM, 

Sacks D, et al. : Reporting standards for endovascular repair of saccular 

intracranial cerebral aneurysms. J Vasc Interv Radiol 20(7 Suppl) : 
S435-S450, 2009

17. Molyneux A, Kerr R; International Subarachnoid Aneurysm Trial (ISAT) 

Collaborative Group, Stratton I, Sandercock P, Clarke M, et al. : Inter-

national Subarachnoid Aneurysm Trial (ISAT) of neurosurgical clipping 

versus endovascular coiling in 2143 patients with ruptured intracranial 

aneurysms: a randomized trial. J Stroke Cerebrovasc Dis 11 : 304-

314, 2002

18. Molyneux AJ, Kerr RS, Birks J, Ramzi N, Yarnold J, Sneade M, et al. : 

Risk of recurrent subarachnoid haemorrhage, death, or dependence and 

standardised mortality ratios after clipping or coiling of an intracranial 

aneurysm in the International Subarachnoid Aneurysm Trial (ISAT): long-

term follow-up. Lancet Neurol 8 : 427-433, 2009

19. Ogilvy CS, Chua MH, Fusco MR, Griessenauer CJ, Harrigan MR, Sonig A, 

et al. : Validation of a system to predict recanalization after endovascu-

lar treatment of intracranial aneurysms. Neurosurgery 77 : 168-174; 

discussion 173-174, 2015

20. Park KY, Yeon JY, Kim BM, Jeon P, Kim JH, Jang CK, et al. : Efficacy 

and safety of flow-diverter therapy for recurrent aneurysms after stent-

assisted coiling. AJNR Am J Neuroradiol 41 : 663-668, 2020

21. Pierot L, Spelle L, Berge J, Januel AC, Herbreteau D, Aggour M, et al. : 

SAFE study (safety and efficacy analysis of FRED embolic device in aneu-



J Korean Neurosurg Soc 65 | November 2022

778 https://doi.org/10.3340/jkns.2022.0043

rysm treatment): 1-year clinical and anatomical results. J Neurointerv 
Surg 11 : 184-189, 2019

22. Pumar JM, Mosqueira A, Cuellar H, Dieguez B, Guimaraens L, Masso J, 

et al. : Expanding the use of flow diverters beyond their initial indication: 

treatment of small unruptured aneurysms. J Neurointerv Surg 10 : 
245-248, 2018

23. Ravindran K, Casabella AM, Cebral J, Brinjikji W, Kallmes DF, Kadirvel R :  

Mechanism of action and biology of flow diverters in the treatment of 

intracranial aneurysms. Neurosurgery 86(Suppl 1) : S13-S19, 2020

24. Rinkel GJ : Intracranial aneurysm screening: indications and advice for 

practice. Lancet Neurol 4 : 122-128, 2005

25. Rinkel GJ, Djibuti M, Algra A, van Gijn J : Prevalence and risk of rupture 

of intracranial aneurysms: a systematic review. Stroke 29 : 251-256, 

1998

26. Shimizu K, Imamura H, Mineharu Y, Adachi H, Sakai C, Sakai N : Endo-

vascular treatment of unruptured paraclinoid aneurysms: single-center 

experience with 400 cases and literature review. AJNR Am J Neuro-
radiol 37 : 679-685, 2016

27. Shin DS, Carroll CP, Elghareeb M, Hoh BL, Kim BT : The evolution of 

flow-diverting stents for cerebral aneurysms; historical review, modern 

application, complications, and future direction. J Korean Neurosurg 
Soc 63 : 137-152, 2020

28. UCAS Japan Investigators, Morita A, Kirino T, Hashi K, Aoki N, Fukuhara 

S, et al. : The natural course of unruptured cerebral aneurysms in a Japa-

nese cohort. N Engl J Med 366 : 2474-2482, 2012

29. Van Gijn J, Kerr RS, Rinkel GJ : Subarachnoid haemorrhage. Lancet 369 :  
306-318, 2007

30. Xia JL, Li GL, Liu HE, Feng-Fei X, Gu XD : Flow-diverting device versus 

coil embolization for unruptured intracranial aneurysm: a meta-analysis. 

Medicine (Baltimore) 100 : e26351, 2021

31. Yao X, Ma J, Li H, Shen H, Lu X, Chen G : Safety and efficiency of flow 

diverters for treating small intracranial aneurysms: a systematic review 

and meta-analysis. J Int Med Res 45 : 11-21, 2017

32. Zhou G, Zhu YQ, Su M, Gao KD, Li MH : Flow-diverting devices versus 

coil embolization for intracranial aneurysms: a systematic literature re-

view and meta-analysis. World Neurosurgery 88 : 640-645, 2016


