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Introduction: Successful treatment of intracranial aneurysms after flow diversion (FD)

is dependent on the flow modulating effect of the device. We aimed to investigate the

intra-aneurysmal and parent vessel hemodynamic changes, as well as the incidence of

silent emboli following treatment with various FD devices.

Methods: We evaluated the appearance of the eclipse sign in nine distinct phases

of cerebral angiography before and immediately after FD placement in correlation with

aneurysm occlusion. Angiographic and clinical data of consecutive procedures were

analyzed retrospectively. Patients who had successful FD procedure without adjunctive

coiling, visible eclipse sign on post embolization angiography, and reliable follow-up

angiographic data were included in the analysis. Detailed analysis of hemodynamic data

from transcranial doppler after FDwas performed in selected patients, such asmonitoring

for silent emboli.

Results: Among all patients (N = 65) who met inclusion criteria, complete aneurysm

occlusion at 12 months was achieved in 89% (58/65). Eclipse sign prior to FD was

observed in 42% (27/65) with unchanged appearance in 4.6% (3/65) of the treated

patients. None of these three patients achieved complete aneurysm occlusion. Among

all analyzed variables, such as aneurysm size, device type used, age, and appearance

of the eclipse sign pre- and post-FD, the most reliable predictor of permanent aneurysm

occlusion at 12months was earlier, prolonged, and sustained eclipse sign visibility in more

than three angiographic phases in comparison to the baseline (p < 0.001). Elevation

in flow velocities within the ipsilateral vascular territory was noted in 70% (9/13), and

bilaterally in 54% (7/13) of the treated patients. None of the patients had silent emboli.

Conclusions: Intra-aneurysmal and parent vessel hemodynamic changes after FD can

be reliably assessed by the cerebral angiography and transcranial doppler with important

implications for the prediction of successful treatment.

Keywords: cerebral aneurysm, flow diversion, cerebral hemodynamics, cerebral angiogram, cerebral

embolization, transcranial doppler
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INTRODUCTION

Flow diversion (FD) has emerged as one of the main
methodologies for treatment of wide neck aneurysms, aimed
to achieve aneurysm thrombosis by the reduction of intra-
aneurysmal flow. Multiple studies utilizing various quantification
methods, such as computation fluid dynamics (CFD) (1),
optical flow maps (2), and angiographic parameters (3) have
defined intra aneurysmal hemodynamic changes as the principal
physiologic mechanism associated with treatment success after
placement of FD stents. However, to this date, no specific
qualitative angiographic parameters following FD have been
established as a uniform predictor of successful aneurysm
thrombosis. The “eclipse” sign is a characteristic angiographic
finding of contrast stagnation in large and giant aneurysms after
FD, historically associated with successful aneurysm thrombosis.
The eclipse sign was first described by Lylyk et al. in the setting
of FD with Pipeline Embolization Device (PED) (4). The authors
demonstrated cases of contrast layering within the dependent
portion of larger aneurysms typically persisting through the
venous phase after embolization with PED and likely related to
the marked disruption of aneurysm inflow. The appearance of
eclipse sign was postulated to predict the progression to complete
angiographic occlusion of the treated aneurysms. However, this
hypothesis has not been fully investigated.

Another important physiologic factor associated with
FD treatment of intracranial aneurysm that remains poorly
investigated is the downstream hemodynamic effect on the
parent vessel. The alteration of distal hemodynamics may play
a pivotal role in the pathophysiology of intraparenchymal
hemorrhage (IPH) and hyper-perfusion syndrome after
endovascular and surgical treatment of large intracranial
aneurysms (5, 6). Furthermore, the periprocedural
thromboembolic risk remains a serious concern as it has
been reported to occur in nearly 50% of the cases (7), yet
the exact timing of this unfavorable event remains unclear.
Transcranial doppler (TCD) is a readily available and easily
accessible modality for bedside evaluation of intracranial
hemodynamics and detection of silent emboli.

In this study, we investigated all aforementioned factors, such
as qualitative and semi-quantitative comparative assessment of
intra-aneurysmal hemodynamic changes by detailed appraisal of
the eclipse sign in different phases of cerebral angiography, as
well as the effect on downstream hemodynamics and the risk
of silent emboli by critical evaluation of available TCD data in
patients who underwent FD.

MATERIALS AND METHODS

This was a multi-center retrospective analysis of 63 patients who
underwent 65 embolization procedures with various FD devices.
Patients were included in the study if (a) the FD procedure was
completed successfully without adjunctive or prior coiling, (b)
there was visible eclipse sign on post embolization angiography,
(c) reliable follow-up diagnostic cerebral angiogram (DSA) data
were available within 12 months after initial treatment. TCD
was obtained in 13 patients. The approval of institutional

review board (IRB) to conduct the study was obtained at each
institution. A prospectively collected database of 133 patients
who underwent FD was reviewed retrospectively. All patients
who did not meet the above indicated study criteria were
excluded from the analyses (adjunctive/prior coiling = 44;
absence of eclipse sign = 24). Pertinent clinical and procedural
characteristics, such as age, gender, aneurysm size and location,
type of device used, periprocedural complications, and long-
term clinical and angiographic outcome were collected through
retrospective review of prospectively collected data.

Comparative Angiographic Assessment of
Intra-Aneurysmal Flow Changes Using the
Eclipse Sign as a Marker for Flow
Stagnation Pre- and Post-FD Treatment
We evaluated all angiographic data before and immediately
after FD treatment for eclipse sign appearance in nine distinct
phases of cerebral angiography as follows: (1) early arterial,
(2) mid arterial, (3) late arterial, (4) early capillary, (5)
mid capillary, (6) late capillary, (7) early venous, (8) mid
venous, and (9) late venous. All patients underwent follow-up
cerebral angiography at 12 months. Retrospective evaluation
of all angiographic data was conducted by two experienced
neurointerventionalists, followed by consensus adjudication.
Complete occlusion was defined as no residual filling (D)
according to the O’Kelly–Marotta scale (8). We conducted the
univariate analysis comparing five separate angiographic eclipse
sign appearance patterns (presence pretreatment, presence
posttreatment, unchanged appearance, earlier appearance, and
prolonged appearance in more than three phases) with complete
aneurysm thrombosis at 12 months, followed by multivariate
regression analysis including pertinent baseline variables (age,
aneurysm size, device type used, and separate angiographic
eclipse sign patterns) to identify the most significant predictor of
complete aneurysm occlusion at 12 months.

Transcranial Doppler Evaluation
Complete TCD evaluation was conducted in 13 consecutive
patients within 24 h post FD, of whom three patients also had
pretreatment TCD. All post procedural TCD examinations were
performed at the bedside in the intensive care unit (ICU). The
average systolic blood pressure (SBP) was closely monitored,
and it ranged between 100 and 140 during examination. Mean
flow velocities and pulsatility indices (PIs) were evaluated in
all vascular territories of the treated aneurysm. All 13 patients
underwent 30min of continuous monitoring of the bilateral
middle cerebral artery (MCA) (11/13) and bilateral posterior
cerebral artery (PCA) (2/13) territories for silent emboli. Mean
flow velocities (MFV) exceeding 70 cm/s in the middle cerebral
artery (MCA) and 50 cm/s in the posterior cerebral artery (PCA),
and PIs ≥ 1.2 were considered increased (9, 10).

RESULTS

Among all patients who met inclusion criteria, 25% (16/65) were
men, themean age was 55 (±15.6), and the average aneurysm size
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TABLE 1 | Clinical and procedural characteristics.

Clinical and procedural characteristics

Male % 25% (16/65)

Age, mean (±SD) 55 (±15.6)

Aneurysm size in mm, mean (±SD), median

(range)

16.3 (±8.17) 14 (4–38)

Device type–PED* 33.8% (2/65)

Device type–P64 58.5% (38/65)

Device type–Surpass Evolve 4.6% (3/65)

Device type–Fred 30% (2/65)

Occlusion rate at 12 months 89% (58/65)

Eclipse sign present prior to FD 42% (27/65)

New Eclipse sign after FD 58% (38/65)

Unchanged Eclipse Sign appearance after FD 4.6% (3/65)

Prolonged Eclipse Sign appearance in ≥ 3

angiographic phases post FD

89% (58/65)

Delayed Rupture 3% (2/65)

Thromboembolic complications 6% (4/65)

Intraparenchymal hematoma 3% (2/65)

Mortality 0%

Morbidity affecting mRS at 90 days 3% (2/65)

*PED, Pipeline embolization device; FD, flow diversion.

was 16.3 (±8.17) ranging from 4 to 38mm (Table 1). The most
used FD device was P64 (Phenox, Bochum, Germany), followed
by PED (Medtronic Neurovascular, Dublin, Ireland), Surpass
Evolve (Stryker Neurovascular, Kalamazoo, MI, USA, and Fred
(Microvention, Aliso Viejo, CA, USA). Combined ischemic and
hemorrhagic complication rate was 6%, with 0% mortality, and
3% (2/65) morbidity due to delayed aneurysm rupture. About
89% (58/65) of the treated patients achieved complete aneurysm
occlusion at 12 months.

Eclipse sign prior to FD was observed in 42% (27/65) with
unchanged appearance in 4.6% (3/65) of the treated patients.
None of these three patients achieved complete aneurysm
occlusion. De novo eclipse sign appearance post FD implantation
was noted in 58% (38/65) of the treated patients with only
limited appearance in < 3 angiographic phases in four patients.
None of these patients achieved complete aneurysm occlusion at
12 months.

Multivariate regression analysis revealed that among all
analyzed variables, such as aneurysm size (p = 0.99), device
type used (p = 0.69), age (p = 0.87), appearance of the eclipse
sign pre-and post-FD (0.93), the most reliable predictor of
permanent aneurysm occlusion at 12 months was prolonged and
sustained eclipse sign visibility in more than three angiographic
phases (p < 0.001). An example of a patient with a successfully
treated large aneurysm and visible pre-intervention eclipse sign
with significantly prolonged and delayed appearance post-FD
embolization is depicted in Figure 1.

Among the 13 patients who underwent TCD evaluation, 11
had FD treatment in the anterior circulation aneurysm (Table 2).
Elevation in MFV within the ipsilateral vascular territory was
noted in 70% (9/13), and bilaterally in 54% (7/13) of the treated

patients. All patients who had bilaterally increased MFVs also
had robust flow into the contralateral MCA across the anterior
communicating artery (A-Comm). Interval elevation in the PIs
within the ipsilateral vascular territory was noted in 2/3 patients
who underwent pre- and post-FD treatment TCD evaluation
(Table 3). Detailed review of the TCD waveforms in those
patients demonstrated changes in the systolic waves, accounting
for the PIs elevation after FD (Figure 2). None of the patients had
silent emboli or IPHs.

DISCUSSION

Despite the proven beneficial effect and increasing utilization of
FD devices for endovascular treatment of intracranial aneurysms,
small percentage of the treated patients fail to achieve complete
curative aneurysm obliteration and may require additional
procedures (11–13). The basic mechanism of successful FD is
the reduction of intra-aneurysmal flow leading to progressive
thrombosis and gradual exclusion of the aneurysm from the
intracranial circulation, while remodeling of the parent artery
occurs around the endoluminal implant (14, 15). Following
the inception of these fundamental principles and continued
technological evolution, multiple FD devices with proven safety
and efficacy have emerged over the past decades (16). Although
seemingly different, all FD devices share a common mechanism,
aimed to alter the hemodynamic interaction between the
aneurysm and the parent vessel (14). Prediction of aneurysm
occlusion following FD treatment is important to plan the
optimal management and follow-up strategy for each individual
patient. Intra-procedurally, it could help support decisions about
using multiple devices to achieve the desired hemodynamic
effect to maximize the aneurysm occlusion or to have closer
monitoring for patients who are at a lower likelihood of
aneurysm thrombosis.

As evidenced by the exhaustive literature involving CFD
simulation, several key hemodynamic parameters have been
identified as important predictors of successful thrombosis (17).
However, despite the plethora of studies demonstrating the
relationship between simulated hemodynamics and outcome,
the CFD methodology remains utilized mostly in the research
domain with little implications in routine clinical practice.
The findings of our study provide a standardized approach
for the prediction of successful FD treatment of intracranial
aneurysms using readily available angiographic information.
The combination of the qualitative and semi-quantitative
methodology of visualization of eclipse sign presence in distinct
angiographic phases used in our study is easily reproducible and
widely applicable. Moreover, we established that the presence
of the eclipse sign as a hallmark of aneurysmal flow stagnation
can be often observed even prior to the FD treatment. In
addition, we found that the presence of an eclipse sign after
FD is not a reliable predictor of successful thrombosis. Instead,
earlier and prolonged eclipse sign appearance is a highly
predictive angiographic indicator of FD treatment success. This
phenomenon can be explained by the increased intra-aneurysmal
contrast residence time due to substantially decreased arterial
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FIGURE 1 | Pre-embolization angiogram: (A) Early arterial phase. (B) Late arterial phase. (C) Capillary phase. (D) Venous phase—first appearance of eclipse sign prior

to flow diversion (FD).

TABLE 2 | Summary of TCD results post FD treatment.

Aneurysm/FD

device

location

Robust

contralateral

flow through

COW

MFV R MCA MFV L MCA PI R MCA PI L MCA

R ICA No 85 50 1.2 1.2

R ICA Yes 75 68 0.78 0.78

R ICA Yes 156 151 0.82 0.8

L ICA Yes 90 101 0.8 0.8

R ICA Yes 92 78 0.8 1

R ICA Yes 159 101 1 0.57

R MCA Yes 94 100 0.57 0.73

L ICA No 69 56 1.2 1.2

R ICA Yes 86 93 0.9 0.82

L ICA No 128 92 0.82 0.94

L ICA Yes 95 105 0.8 1.1

Posterior

circulation

MFV R PCA MFV L PCA PI R PCA PI L PCA

BA No 20 38 1 1

R VA Yes 33 30 1.2 0.83

Abbreviations: COW, circle of Willis; MFV, mean flow velocity; ICA, internal carotid artery; BA, basilar artery; VA, vertebral artery; MCA, middle cerebral artery; PCA, posterior cerebral

artery; PI, pulsatility index. The bold values are used to indicate abnormally elevated values.

TABLE 3 | Comparison of TCD results pre- and post-FD treatment in three

patients.

Aneurysm/FD

device

location

MCA MFV

PRE

MCA MFV

POST

PI RE PI POST

R ICA 82 85 0.9 1.2

R ICA 65 92 1.1 1.0

L ICA 95 93 0.9 1.2

inflow. The detailed comparative angiographic analysis between
pre- and post-FD treatment presented in this study supports the
aforementioned physiologic mechanisms and provides a reliable,
practical, and widely applicable methodology for predicting
successful aneurysm occlusion.

Aside from the significant intra-aneurysmal hemodynamic
effect, it is logical to postulate that the FD treatment is
associated with the downstream hemodynamic alteration. As
detailed above, the well-known flow modulating effect on the
aneurysm level has been a subject of extensive research. However,
little is known about the parent vessel hemodynamic changes
following endoluminal reconstruction with FD. Two small
studies have demonstrated disrupted hemodynamics after PED
placement (18, 19). The authors used quantitative magnetic
resonance angiography (QMRA) to demonstrate lower MCA
flows rates ipsilaterally to the treated aneurysm and attributed
this phenomenon to delayed IPH—a rare and poorly understood
complication of FD (20). The causal relationship between IPH
and altered downstream hemodynamics was revealed by TCD
examination in two patients in another small study by the
same group (19). However, a substantial limitation of this
study is that all TCD examinations after FD were performed
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under general anesthesia immediately post-procedure. General
anesthesia is associated with significant alterations of cerebral
blood flow (CBF) through multiple physiologic mechanisms,
such as the direct effect of anesthetic agents and ventilation
parameters/end-tidal pCO2 on cerebral vasomotor reactivity
(VMR) (21). All TCD evaluations in our study were performed
in an awake- and resting-state without significant alteration
of normal physiologic state, except for BP control. Similar to
prior studies, we established elevation of mean flow velocities
in the ipsilateral vascular tree post-procedure. Furthermore,
we demonstrated that contralateral MFV can be increased in
patients with patent circle of Willis (COW), highlighting the
FD effect on all involved vascular territories and potentially
accounting for previously reported contralateral IPH (22).
Another important finding in our study is the changes in
PIs with more prominent peaked systolic waves (Figure 3).
These findings confirm the hypothesis that the FD could
alter the elasticity of the stented ICA segment, subsequently
changing the blood pressure waveform propagated to the
distal intracranial circulation (20, 23). Thus, it is logical to
conclude that IPH after FD can be attributed to several factors,
such as increased downstream hemodynamics, hemorrhagic

transformation of thromboembolic events during the procedure,
and dual antiplatelet-related coagulopathy.

In addition to the important pathophysiologic insights
involving the parent vessel hemodynamic changes after
FD, the results of our study have important practical
implications. TCD is an easily accessible and widely
available bedside tool, used in routine clinical practice.
Patients with increased MFV and PI after FD may
benefit from the more strict BP control and prolonged
ICU observation, minimizing the postprocedural risk
of reperfusion syndrome and IPH. Furthermore, our
study demonstrates that thrombotic complications and
distal embolization in the setting of FD are likely
intraprocedural phenomenon.

LIMITATIONS

There are several important limitations of this study. Given
the strict inclusion criteria of absence of adjunctive coiling,
we excluded many patients from our database. In addition,
we excluded patients with no visible eclipse sign. Thus, our

FIGURE 2 | Immediate post FD angiogram: first appearance of eclipse sign in late arterial phase (A) persisting through capillary (B), and venous phases (C). A

12-months follow-up showing complete aneurysm disappearance (D).

FIGURE 3 | Transcranial doppler (TCD) pre- and post-FD. Elevation of pulsatility indices (PIs) post-FD device placement with more spiked appearance in the peak

systolic waves (red arrows).

Frontiers in Neurology | www.frontiersin.org 5 March 2022 | Volume 13 | Article 813101

https://www.frontiersin.org/journals/neurology
https://www.frontiersin.org
https://www.frontiersin.org/journals/neurology#articles


Raychev et al. Hemodynamic Changes After Flow Diversion

findings cannot be applied in all patients treated with FD.
Another limitation is the retrospective design of the study,
as well as the relatively small sample size, especially in the
TCD cohort.

CONCLUSIONS

The sole presence of the eclipse sign does not correlate
with subsequent aneurysm thrombosis, and it can be
often observed even prior to FD. Instead, a comparative
analysis of eclipse sign pre- and post-FD with earlier,
prolonged, and sustained appearance in more than three
angiographic phases provides a reliable prediction of aneurysm
thrombosis, irrelevant of the aneurysm size, and type of
device used. FD can also be associated with substantial
downstream hemodynamic changes as evidenced by the
frequently observed elevation of flow velocities and changes
in pulsatility indices on TCD. Distal embolization after FD
is a rare phenomenon. Further studies are needed to validate
these results.

DATA AVAILABILITY STATEMENT

The original contributions presented in the study are included
in the article/supplementary material, further inquiries can be
directed to the corresponding author.

ETHICS STATEMENT

The studies involving human participants were reviewed and
approved by UCLA IRB. The patients/participants provided their
written informed consent to participate in this study.

AUTHOR CONTRIBUTIONS

RR and ST contributed to conception and design of the study.
RR, SS, and AS organized the database. HS performed the
statistical analysis. RR wrote the first draft of the manuscript. SS,
AS, HS, and ST wrote sections of the manuscript. All authors
contributed to manuscript revision, read, and approved the
submitted version.

REFERENCES

1. Saqr KM. Computational fluid dynamics simulations of cerebral aneurysm

using Newtonian, power-law and quasi-mechanistic blood viscosity models.

Proc Inst Mech Eng H. (2020) 234:711–9. doi: 10.1177/09544119209

17531

2. Chien, Vinuela F. IS FlowMap, a novel tool to examine

blood flow changes induced by flow diverter stent treatment:

initial experiences with pipeline cases. J Neurointerv Surg.

(2013) 5 Suppl 3:iii43–7. doi: 10.1136/neurintsurg-2012-0

10613

3. Pereira VM, Bonnefous O, Ouared R, Brina O, Stawiaski J, Aerts H, et al. A

DSA-based method using contrast-motion estimation for the assessment of

the intra-aneurysmal flow changes induced by flow-diverter stents. AJNR Am

J Neuroradiol. (2013) 34:808–15. doi: 10.3174/ajnr.A3322

4. Lylyk P, Miranda C, Ceratto R, Ferrario A, Scrivano E, Luna HR,

et al. Curative endovascular reconstruction of cerebral aneurysms

with the pipeline embolization device: the Buenos Aires experience.

Neurosurgery. (2009) 64:632–42. doi: 10.1227/01.NEU.0000339109.980

70.65

5. Chiu AH, Wenderoth J. Cerebral hyperperfusion after flow

diversion of large intracranial aneurysms. J Neurointerv Surg. (2013)

5:e48. doi: 10.1136/neurintsurg-2012-010479.rep

6. Sugino T, Ohtaki M, Wanibuchi M, Kin S, Houkin K. Hyperperfusion

syndrome after clipping an unruptured cerebral aneurysm: two

case reports. Neurol Med Chir. (2010) 50:306–9. doi: 10.2176/nmc.

50.306

7. Tan LA, Keigher KM, Munich SA, Moftakhar R, Lopes DK.

Thromboembolic complications with pipeline embolization device

placement: impact of procedure time, number of stents and pre-

procedure P2Y12 reaction unit (PRU) value. J Neurointerv Surg. (2015)

7:217–21. doi: 10.1136/neurintsurg-2014-011111

8. O’Kelly CJ, Krings T, Fiorella D, Marotta TR. A novel grading

scale for the angiographic assessment of intracranial aneurysms

treated using flow diverting stents. Interv Neuroradiol. (2010)

16:133–7. doi: 10.1177/159101991001600204

9. Arnolds BJ, von Reutern GM. Transcranial Doppler sonography. Examination

technique and normal reference values. Ultrasound Med Biol. (1986) 12:115–

23. doi: 10.1016/0301-5629(86)90016-5

10. Demirkaya S, Uluc K, Bek S, Vural O. Normal blood flow

velocities of basal cerebral arteries decrease with advancing age: a

transcranial Doppler sonography study. Tohoku J Exp Med. (2008)

214:145–9. doi: 10.1620/tjem.214.145

11. Madaelil TP, Grossberg JA, Howard BM, Cawley CM, Dion J, Nogueira RG,

et al. Aneurysm remnants after flow diversion: clinical and angiographic

outcomes.AJNRAm JNeuroradiol. (2019) 40:694–98. doi: 10.3174/ajnr.A6010

12. Bender MT, Colby GP, Lin LM, Jiang B, Westbroek EM, Xu R, et al. Predictors

of cerebral aneurysm persistence and occlusion after flow diversion: a single-

institution series of 445 cases with angiographic follow-up. J Neurosurg. (2018)

130:259–67. doi: 10.3171/2017.11.JNS171738

13. Gory B, Berge J, Bonafe A, Pierot L, Spelle L, Piotin M, et al. Flow

diverters for intracranial aneurysms: the DIVERSION national prospective

cohort study. Stroke. (2019) 50:3471–80. doi: 10.1161/STROKEAHA.119.

024722

14. Wakhloo AK, Lanzino G, Lieber BB, Hopkins LN. Stents for intracranial

aneurysms: the beginning of a new endovascular era? Neurosurgery. (1998)

43:377–9. doi: 10.1097/00006123-199808000-00126

15. Lieber BB, Sadasivan C. Endoluminal scaffolds for vascular reconstruction

and exclusion of aneurysms from the cerebral circulation. Stroke. (2010)

41:S21–5. doi: 10.1161/STROKEAHA.110.595066

16. Dandapat S, Mendez-Ruiz A, Martinez-Galdamez M, Macho J, Derakhshani

S, Foa Torres G, et al. Review of current intracranial aneurysm flow

diversion technology and clinical use. J Neurointerv Surg. (2021) 13:54–

62. doi: 10.1136/neurintsurg-2020-015877

17. Zhang M, Tupin S, Anzai H, Kohata Y, Shojima M, Suzuki K, et al.

Implementation of computer simulation to assess flow diversion treatment

outcomes: systematic review and meta-analysis. J Neurointerv Surg. (2021)

13:164–70. doi: 10.1136/neurintsurg-2020-016724

18. Shakur SF, Aletich VA, Amin-Hanjani S, Hussein AE, Charbel FT,

Alaraj A. Quantitative assessment of parent vessel and distal intracranial

hemodynamics following pipeline flow diversion. Interv Neuroradiol. (2017)

23:34–40. doi: 10.1177/1591019916668842

19. Brunozzi D, Shakur SF, Hussein AE, Charbel FT, Alaraj A. Middle

cerebral artery flow velocity increases more in patients with delayed

intraparenchymal hemorrhage after Pipeline. J Neurointerv Surg. (2018)

10:249–51. doi: 10.1136/neurintsurg-2017-013042

20. Cruz JP, Chow M, O’Kelly C, Marotta B, Spears J, Montanera W, et al.

Delayed ipsilateral parenchymal hemorrhage following flow diversion for the

treatment of anterior circulation aneurysms. AJNR Am J Neuroradiol. (2012)

33:603–8. doi: 10.3174/ajnr.A3065

21. Slupe AM, Kirsch JR. Effects of anesthesia on cerebral

blood flow, metabolism, and neuroprotection. J Cereb Blood

Frontiers in Neurology | www.frontiersin.org 6 March 2022 | Volume 13 | Article 813101

https://doi.org/10.1177/0954411920917531
https://doi.org/10.1136/neurintsurg-2012-010613
https://doi.org/10.3174/ajnr.A3322
https://doi.org/10.1227/01.NEU.0000339109.98070.65
https://doi.org/10.1136/neurintsurg-2012-010479.rep
https://doi.org/10.2176/nmc.50.306
https://doi.org/10.1136/neurintsurg-2014-011111
https://doi.org/10.1177/159101991001600204
https://doi.org/10.1016/0301-5629(86)90016-5
https://doi.org/10.1620/tjem.214.145
https://doi.org/10.3174/ajnr.A6010
https://doi.org/10.3171/2017.11.JNS171738
https://doi.org/10.1161/STROKEAHA.119.024722
https://doi.org/10.1097/00006123-199808000-00126
https://doi.org/10.1161/STROKEAHA.110.595066
https://doi.org/10.1136/neurintsurg-2020-015877
https://doi.org/10.1136/neurintsurg-2020-016724
https://doi.org/10.1177/1591019916668842
https://doi.org/10.1136/neurintsurg-2017-013042
https://doi.org/10.3174/ajnr.A3065
https://www.frontiersin.org/journals/neurology
https://www.frontiersin.org
https://www.frontiersin.org/journals/neurology#articles


Raychev et al. Hemodynamic Changes After Flow Diversion

Flow Metab. (2018) 38:2192–208. doi: 10.1177/0271678X187

89273

22. Chitale R, Gonzalez LF, Randazzo C, Dumont AS, Tjoumakaris S,

Rosenwasser R, et al. Single center experience with pipeline stent:

feasibility, technique, and complications. Neurosurgery. (2012) 71:679–

91. doi: 10.1227/NEU.0b013e318260fe86

23. Velat GJ, Fargen KM, Lawson MF, Hoh BL, Fiorella D, Mocco J.

Delayed intraparenchymal hemorrhage following pipeline embolization

device treatment for a giant recanalized ophthalmic aneurysm. J Neurointerv

Surg. (2012) 4:e24. doi: 10.1136/neurintsurg-2011-010129

Conflict of Interest: The authors declare that the research was conducted in the

absence of any commercial or financial relationships that could be construed as a

potential conflict of interest.

Publisher’s Note: All claims expressed in this article are solely those of the authors

and do not necessarily represent those of their affiliated organizations, or those of

the publisher, the editors and the reviewers. Any product that may be evaluated in

this article, or claim that may be made by its manufacturer, is not guaranteed or

endorsed by the publisher.

Copyright © 2022 Raychev, Sirakov, Sirakov, Saber, Vinuela, Jahan, Nour, Szeder,

Colby, Duckwiler and Tateshima. This is an open-access article distributed under the

terms of the Creative Commons Attribution License (CC BY). The use, distribution

or reproduction in other forums is permitted, provided the original author(s) and

the copyright owner(s) are credited and that the original publication in this journal

is cited, in accordance with accepted academic practice. No use, distribution or

reproduction is permitted which does not comply with these terms.

Frontiers in Neurology | www.frontiersin.org 7 March 2022 | Volume 13 | Article 813101

https://doi.org/10.1177/0271678X18789273
https://doi.org/10.1227/NEU.0b013e318260fe86
https://doi.org/10.1136/neurintsurg-2011-010129
http://creativecommons.org/licenses/by/4.0/
http://creativecommons.org/licenses/by/4.0/
http://creativecommons.org/licenses/by/4.0/
http://creativecommons.org/licenses/by/4.0/
http://creativecommons.org/licenses/by/4.0/
https://www.frontiersin.org/journals/neurology
https://www.frontiersin.org
https://www.frontiersin.org/journals/neurology#articles

	Critical Angiographic and Sonographic Analysis of Intra Aneurysmal and Downstream Hemodynamic Changes After Flow Diversion
	Introduction
	Materials and Methods
	Comparative Angiographic Assessment of Intra-Aneurysmal Flow Changes Using the Eclipse Sign as a Marker for Flow Stagnation Pre- and Post-FD Treatment
	Transcranial Doppler Evaluation

	Results
	Discussion
	Limitations
	Conclusions
	Data Availability Statement
	Ethics Statement
	Author Contributions
	References




