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Abstract
Background: Intracranial aneurysms are increasingly detected incidentally due to broader use of neuroimaging.
Intrasaccular devices are frequently used to prevent rupture, yet standardized follow-up and retreatment strategies remain
undefined. We performed a scoping literature review and DELPHI consensus to gauge current practice patterns and expert
opinions on managing intracranial aneurysms that were previously treated with intrasaccular devices.
Methods: A DELPHI consensus was conducted during an invite-only meeting of international neurointerventional experts.
The process was informed by a scoping literature review and included three iterative rounds of structured questionnaires to
establish consensus on follow-up imaging timing, modality, and retreatment decision-making.
Results: Twenty-four experts participated. The literature review identified 16 key studies, which were presented to the
panel. For completely occluded aneurysms, MRA at 6 months was preferred by 58% of participants, with annual imaging
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favored thereafter. For incompletely occluded aneurysms, 6-month DSA followed by annual imaging was recommended. No
consensus was reached on the imaging modality for annual follow-up. Retreatment decisions were primarily driven by
aneurysm growth (>2 mm). Endovascular retreatment was preferred over open surgery, with risks such as ischemia and
rupture identified as key concerns.
Conclusion: This DELPHI consensus highlights current practice trends and open questions in the follow-up and retreat-
ment of aneurysms treated with intrasaccular devices.
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Introduction
Unruptured intracranial aneurysms are present in approxi-
mately 3% of the general population, with higher prevalence
among individuals with a positive family history or specific
comorbidities.1 Smaller aneurysms are less likely to rupture,
and factors such as location and morphology also influence
rupture risk.2 Rupture can result in devastating consequences,
with high morbidity and mortality rates.3,4

Asymptomatic unruptured intracranial aneurysms (UIA),
especially smaller ones, are being increasingly detected due
to more frequent use of neuroimaging to investigate common
conditions such as headache or cognitive decline. The
increase in incidentally discovered, small UIA warrants care-
ful evaluation and management strategies to balance risk of
rupture vis-à-vis treatment complications. Both over- or
under-treatment should be avoided, and patient concerns
and anxiety need to be managed appropriately.5

Over the past decades, endovascular therapies have emerged
as a safe and effective alternative to surgical clipping for treating
ruptured and unruptured aneurysms.6,7 Intrasaccular devices are
preferred in most centres to avoid long-term antiplatelet medica-
tion, which is needed when devices are left permanently in the
vessel lumen as is the case in stent-assisted coiling or flow diver-
sion. Newer intrasaccular devices, such as the Woven Endo
Bridge (WEB), have expanded the therapeutic landscape and
now allow for safe intrasaccular treatment of wide-necked
aneurysms that previously required stent-assisted coiling or
flow diversion.

While re-treatment is generally considered safe in cases of
recurrence or progression after endovascular treatment with
such intrasaccular devices,8–10 there is still a lack of standar-
dized guidelines for follow-up imaging and retreatment
decisions in these cases.11 To address these challenges, a
DELPHI consensus was initiated at the 5T Think Tank annual
conference 2024. Leading experts in aneurysm treatment
using intrasaccular devices collaborated to develop recom-
mendations and explore key questions regarding the
follow-up regimen, necessity, and timing of retreatment for
aneurysms previously treated with intrasaccular devices. We
aimed to provide insights into current practice patterns, sum-
marize current evidence and expert opinions, and highlight
critical knowledge gaps.

Methods

5T Think Tank attendees and sponsorship
The DELPHI consensus was conducted as part of the 5T
Think Tank, held in September 2024 in Banff, Alberta,

Canada. This annual three-day, in-person meeting brings
together international experts in neurology and neurointerven-
tion, including neurologists, radiologists, and neurosurgeons.
The 2024 meeting focused on discussing the latest research
and future advancements in interventional stroke and aneur-
ysm therapy, with a particular emphasis on areas with insuffi-
cient evidence and scarce data. Attendance is by invitation
only, with careful attention to assembling a diverse panel
representing various specialties, countries, and genders.
Sponsorship for the 5T Think Tank was equally provided by
Medtronic, Stryker, Terumo, Cerenovus/J&J MedTech, and
Penumbra; however, the sponsors had no influence over the
guest list, discussion topics, or presentation content. The prep-
aration and analysis of the DELPHI rounds were conducted
independently by 5T Think Tank participants unaffiliated
with the sponsors.

Delphi methodology
The DELPHI method is a systematic approach designed to
gather and refine expert opinions through an iterative process,
making it particularly useful in situations where robust evidence
is lacking. In medicine, it is used to establish interim guidelines
and standardize patient care until more definitive evidence
becomes available.12 A panel of experts who respond to a series
of structured questions. Their responses are anonymized and
summarized after each round, allowing participants to recon-
sider their opinions in light of the group’s feedback. This itera-
tive refinement continues until a consensus is reached or the
responses stabilize.13 By ensuring controlled feedback and ano-
nymity, the method minimizes bias and ensures a balanced con-
tribution from all participants, resulting in recommendations
that reflect collective expertise. We applied the DELPHI meth-
odology to address complex decision-making scenarios for
follow-up and re-treatment of intracranial aneurysms previously
treated with intrasaccular devices. A flow chart of the method-
ology is illustrated in Figure 1.

Literature review
As a part of the DELPHI consensus devising, a scoping lit-
erature search was performed to identify key publications
on intracranial aneurysm treatment with intrasaccular
devices. The purpose of the literature search was to identify
high-quality retrospective cohort studies and meta-analysis
focused on the recurrence, retreatment and rebleeding or
late bleeding rates in treated aneurysms and to identify fac-
tors associated with recurrence/retreatment. Due to the het-
erogeneity of the studies, the literature review included
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both ruptured and unruptured aneurysms. One of the
co-authors (PC) summarized and presented the results of
this search during the live session.

Delphi rounds
Following the review of the literature, the first round of the
DELPHI consensus was initiated with four open-ended ques-
tions focusing on the management and re-treatment of intra-
cranial aneurysms previously treated with intrasaccular
devices. The four questions were as follows:

1. In your opinion, what are the current best practices for
follow-up imaging after intrasaccular treatment (i.e.,
coiling or intrasaccular flow disruptor), and how often
should imaging be performed to effectively monitor
patients? Do you think it should be standardized or
an individual approach? If you favor an individua-
lized approach, what factors would you take into
account for decision-making?

2. What factors should be considered when deciding
whether to retreat a residual or recurrent aneurysm
detected on follow-up imaging after initial treatment
with intrasaccular devices (i.e., coiling or intrasaccu-
lar flow disruptor)?

3. What are the potential risks and benefits of retreating
residual or recurrent aneurysms endovascularly?

4. How should clinical and angiographical outcomes be
measured and reported for patients undergoing
retreatment for residual or recurrent aneurysms fol-
lowing intrasaccular treatment? Comment on both
clinical and angiographic outcomes.

Based on the responses from round 1, closed-ended ques-
tions were formulated for rounds 2 and 3. The questions were
identical in rounds 2 and 3. A total of 21 questions were
developed, addressing key topics related to follow-up,
retreatment, and outcomes. Initial questions focused on

determining the optimal timing and modality for imaging
follow-up. To identify factors prompting closer follow-up,
participants ranked factors such as patient age, comorbidities,
smoking status, functional status, and aneurysm characteris-
tics according to their importance. Retreatment criteria were
examined through both aneurysm-specific and patient-
related factors. Further questions explored procedural
aspects, including the safety and feasibility of retreatment,
risks such as ischemic events, aneurysm rupture, and tech-
nical challenges. Lastly, questions were asked on appropriate
and relevant clinical and angiographic outcome measures for
assessing treatment success. The detailed questionnaire is
displayed in Supplementary Material 1.

Data collection and analysis
The data collection process was conducted using an online
survey tool (Qualtrics.com), with respondents’ email
addresses recorded to prevent duplicate submissions. The
first round of the survey was sent out to the attendees before
the 5T meeting on August 22, 2024, and closed on
September 15, 2024. The closed-ended questions were dis-
tributed to attendees on September 16, 2024, allowing
them to review all responses prior to the meeting. During
the 5T think tank, current evidence on the topic and a sum-
mary of the first-round responses were presented, followed
by a 90-min group discussion. The second-round survey
remained open after the meeting until October 3, 2024.
Responses were summarized and shared with all participants.
These results, along with the literature review and discus-
sions, informed the third and final round. Participants were
explicitly instructed to review the second-round results care-
fully before completing the third-round survey, which
included the same questions as round two. Once the final
round was completed, the database was locked on
December 20, 2024, and two independent attendees who
did not participate in the consensus (SLB and AS) analyzed
the data. Consensus was pre-specified as ≥70% agreement

Figure 1. DELPHI flow chart. This figure shows the DELPHI process from developing the open-ended questions to presentations and
summary to the final expert discussion and manuscript writing.
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for questions with multiple options or ≥50% agreement for
single-option questions, identical to prior DELPHI consen-
sus studies in neurointervention.14–16

Results
Data collection was from August 30 to December 20, 2024.
A total of 24 participants contributed to the DELPHI consen-
sus. A list of all participance of the DELPHI questionnaire
and discussion is shown in Supplementary Table 1. An over-
view of the round 1 answers can be found in Supplementary
Material 2. Key results of the consensus are shown in Figure
2.

Literature search results
Sixteen key publications were identified (see Table 1 and
Supplementary Material 3).

Follow-up of completely occluded aneurysms
The panel achieved consensus that the most appropriate time
point for reimaging of a completely occluded, unruptured

aneurysm treated with an intrasaccular device is 6 months
(14/24, 54% experts, Supplementary Figure 1). There was
consensus on MRA as the preferred imaging modality for
the first follow-up (16/24, 58% /experts, Supplementary
Figure 2). A 1-year interval was identified by consensus as
the preferred timeline for subsequent follow-up imaging (12/
24, 50% experts, Supplementary Figure 3).

No consensus was reached on the preferred imaging
method for subsequent follow-ups, although Three-
Dimensional Time-of-Flight (3D TOF) (10/24, 42%) and
Contrast-Enhanced Magnetic Resonance Angiography)
(CE-MRA) (8/24, 33%) were the most favored options
(Supplementary Figure 4). Although there was no consensus
on when a Digital Subtraction Angiography (DSA) should
absolutely be performed, the most commonly chosen
answers were “before considering retreatment” (10/
24, 42%), followed by “when reperfusion is suspected” (7/
24, 29%) (Supplementary Figure 5).

Follow-up of incompletely occluded aneurysms
There was consensus that the first follow-up imaging of an
incompletely occluded aneurysm should be performed at 6
months (15/24 [63%]) (Supplementary Figure 6), and that

Table 1. Key publication results of the literature search.

Summary of key results of the literature review on recurrence and retreatment rates and factors related to recurrence in aneurysms
treated with coil embolization

Author
Recurrence
rate, %

Retreatment
rate, n (%) Factors related to recurrence

Single
retreatment
session, %

Retreatment
morbidity-
mortality, %

Henkes 2006 — 350/1680 (20.8) — 3
ISAT 2007 — 191/1096 (17.4) Younger age,

Larger lumen size,
Incomplete occlusion

— 6

Ries 2007 21.1 33/342 (9.6) Aneurysm size > 10 mm,
Neck width > 4 mm

78.9 0

Dorfer 2012 — 127/576 (22.1) Aneurysm size > 10 mm,
Neck width > 4 mm,
Coil compaction,
Aneurysm regrowth

— 9.3

Darflinger 2015 Recurrence and retreatment rates increased
with worse initial occlusion grade

Bernat 2017 44 14/104 (13.5) Aneurysm max. diameter,
Pericallosal location,
Raymond-Roy grade 3

85.7 7

Li 2019 10.9 78/1385 (5.6) Aneurysm size (large and giant aneurysms),
Neck remnant,
Partial occlusion,
Coiling without stent

100 7.7

Summary of key results of the literature review on recurrence and retreatment rates e in aneurysms treated with intrasaccular devices

Device brand
Follow-up
(months)

Complete
occlusion, %

Adequate
occlusion, % Retreatment, % Rebleeding, %

Thromboembolic
events, %

WEB (n> 6000) 4–12 39–68 75–94 4.5–18 0–3 4.5–13.5
Artisse (n= 64) 36 43.6 79.2 11.1 not reported 4.8
Contour (n= 46) 6–12 55.6–73 66.6–100 0–3.1 not reported 12.5–33
Neqstent (n= 38) 6 80.6 86.2 not reported not reported 8.3
Nautilus (n= 5) 36 80 100 0 not reported 0

Note. WEB=Woven Endo Bridge.
Table 1 summarizes the key publications for the DELPHI discussion with important results considering re-treatment decision making.
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the imaging modality used in this case should be a DSA (12/
24, 50%) (Supplementary Figure 7).

Consensus was also achieved on annual subsequent
follow-ups in case no re-treatment is performed (12/24,
50%) (Supplementary Figure 8). However, there was no con-
sensus on the imaging modality, with 11/24 (46%) experts
being in favor of 3D TOF MRI and 9/24 (38%) opting for
CE-MRA (Supplementary Figure 9).

The top 5 picked factors for closer follow-up imaging
considerations (other than suboptimal occlusion or rupture)
were “large/giant aneurysm” (20/24, 83%), “other comorbid-
ities” (18/24, 75%), “packing density” (16/24, 67%), “type of
device” (14/24, 58%) and patient age (13/24, 54%)
(Supplementary Figure 10). Previous SAH/rupture (17/24,
71%) and extent of recurrence/recanalization (13/24, 54%)
were considered strong indications for re-treatment by most
experts (Supplementary Figure 11).

In terms of aneurysm morphology, “new saccular portion/
daughter sac” (18/24, 75%) and “change to Raymond-Roy
III grade” (16/24, 67%) were considered the most important
indications for re-treatment (Supplementary Figure 12). For
patient-related factors in terms of retreatment indications,
family history of SAH (18/24, 75%) and polycystic kidney
disease (17/24, 71%) were considered most critical (see
also Supplementary Figure 13).

Priorities and outcome measures for re-treatment
All participants agreed that safety and feasibility should be of
the highest priority for retreatment (Supplementary
Figure 14). Risks to be taken in the account when consider-
ing retreatment were ischemic events (24/24, 100%) and par-
ent vessel thrombosis (23/24, 96%), platelet aggregation (22/
24. 92%) and technical difficulties (22/24, 92%) periproce-
dural rupture (21/24, 88%), as well as risk of overtreatment
(21/24, 88%) (Supplementary Figure 15).

Most experts thought that the risk of re-treatment differs
from the risk of the first treatment (Supplementary Figures
16 and 17). Potential benefits for endovascular retreatment
were re-rupture prevention (24/24, 100%), stopping further
growth (23/24, 96%), and avoiding craniotomy (18/24,
75%) (Supplementary Figure 18). All participants agreed
that endovascular re-treatment is superior to open surgery
(24/24, 100%) (Supplementary Figure 19).

All participants agreed on the importance of clinical out-
comes to measure re-treatment success, specifically death (24/
24, 100%), mRS (19/24, 79%), and patient-reported outcome
measures (PROMs) (18/24, 75%) (Supplementary Figure 20).
Angiographic outcome measures such as residual filling of the
aneurysm or aneurysm neck at the end of the procedure (23/
24, 96%) and at 6 months (23/24, 96%) were also deemed
important.

The WEB occlusion scale (WOS) as an angiographic out-
come measure after WEB treatment was supported by 22/24
participants (92%), and the modified Raymond-Ray classifi-
cation scale (RRCS) for coiled aneurysms was agreed upon
by 20/24 participants (84%) (Supplementary Figure 21).

Discussion
Key take-home messages from this DELPHI consensus on
managing patients after treatment of intracranial aneurysm
with intrasaccular devices are as follows:

1. For completely occluded aneurysms, the first
follow-up imaging was considered at 6 months using
MRA, with the following at 1 year, though the
method for later imaging achieved no consensus.

2. For incompletely occluded aneurysms, DSA is recom-
mended at 6 months, followed by annual reimaging.

3. Retreatment decisions focused on factors like aneurysm
size, recurrence features, and patient comorbidities, with
agreement on retreatment risks of ischemic events.

Figure 2. Summary of the DELPHI results. This figure summarizes answers and statements for various questions that were attempted to
answer during the DELPHI discussion.

Stebner et al. 5

https://journals.sagepub.com/doi/suppl/10.1177/15910199251380361
https://journals.sagepub.com/doi/suppl/10.1177/15910199251380361
https://journals.sagepub.com/doi/suppl/10.1177/15910199251380361
https://journals.sagepub.com/doi/suppl/10.1177/15910199251380361
https://journals.sagepub.com/doi/suppl/10.1177/15910199251380361
https://journals.sagepub.com/doi/suppl/10.1177/15910199251380361
https://journals.sagepub.com/doi/suppl/10.1177/15910199251380361
https://journals.sagepub.com/doi/suppl/10.1177/15910199251380361
https://journals.sagepub.com/doi/suppl/10.1177/15910199251380361
https://journals.sagepub.com/doi/suppl/10.1177/15910199251380361
https://journals.sagepub.com/doi/suppl/10.1177/15910199251380361
https://journals.sagepub.com/doi/suppl/10.1177/15910199251380361
https://journals.sagepub.com/doi/suppl/10.1177/15910199251380361
https://journals.sagepub.com/doi/suppl/10.1177/15910199251380361
https://journals.sagepub.com/doi/suppl/10.1177/15910199251380361
https://journals.sagepub.com/doi/suppl/10.1177/15910199251380361


4. Important clinical and angiographical outcomes
included: death, any peri- or postprocedural compli-
cations, assessing residual filling and aneurysm
occlusion at specific time points.

The recommendations for follow-up imaging generally
reflect what is discussed in the literature, with emphasis on
early imaging at 3–6 months.17 Several studies have empha-
sized the importance of early imaging to detect complications
or incomplete occlusions.18

The lack of consensus in the panel on long-term follow-up
modalities underscores the highly nuanced decision-making
based on patient and physician preferences and center-specific
protocols. MRA is a non-invasive and reliable option for
follow-up in many cases, but DSA is generally still considered
the gold standard for detecting recurrence or complications.19,20

The panelists’ opinions with regard to re-treatment deci-
sions also align well with findings from previous studies,
which have demonstrated that larger aneurysms, wider necks,
and higher Raymond-Roy Occlusion Classification (RROC)
scores are significant predictors of recurrence.10,21,22 Their
preference for endovascular retreatment over surgical
approaches reflects current trends in neurovascular treatment
practices, supported by data showing lower complication rates
and shorter recovery times with endovascular treatment.23,24

That being said, re-treatment rates after surgical clipping as
a first-line treatment are lower than those for endovascular
therapy.25

The strong focus on angiographic outcomes in many stud-
ies is another point of controversy. While assessing angio-
graphic occlusion rates and residual filling provides valuable
insights into treatment success, there is growing recognition
of the need to integrate long-term clinical outcomes and
patient reported quality of life. This was also reflected in the
DELPHI panel, where experts deemed long-term clinical out-
comes and patient-reported outcome measures more important
than angiographic outcome scales.26

Limitations
This study has several limitations: (a) The conference
addressed multiple topics over three days, and there may
have been some fatigue from long and intense discussions.
(b) The questions for round 2 were developed by the 5T
organization committee based on round 1 responses, and
this required narrowing down a broad range of topics to
fewer closed-ended questions. As such, some interesting
aspects that were mentioned only by a few attendees in round
1 may have been omitted from subsequent rounds.

Conclusion
The findings of the DELPHI consensus emphasize the com-
plexity and multifaceted nature of real-life decision-making
in managing intracranial aneurysms that were previously
treated with intrasaccular devices. While consensus was
reached on key aspects of follow-up timing and key decision
drivers for retreatment, the panel also highlighted the wide
variability in clinical scenarios that render standardized
approaches challenging or perhaps even impossible.

Abbreviations
3D TOF three-dimensional time-of-flight
ADPKD autosomal dominant polycystic kidney disease
CTA computed tomography angiography
DSA digital subtraction angiography
MRA magnetic resonance angiography
mRS Modified Rankin Scale
NIHSS National Institutes of Health Stroke Scale
PROMs patient-reported outcome measures
SAH subarachnoid hemorrhage
UIA unruptured intracranial aneurysm
WOS WEB Occlusion Scale
WEB Woven Endo Bridge

Acknowledgments
None.

ORCID iDs
Petra Cimflova https://orcid.org/0000-0001-8058-383X
Salome L Bosshart https://orcid.org/0009-0007-7570-8723
David Volders https://orcid.org/0000-0003-4074-8702
Isabel Fragata https://orcid.org/0000-0002-7037-7458
Alexandra Paul https://orcid.org/0000-0002-8315-5870
James Kennedy https://orcid.org/0000-0002-9083-672X
Violiza Inoa https://orcid.org/0000-0003-0399-3346
Johanna Ospel https://orcid.org/0000-0003-0029-6764

Author contributions
Alexander Stebner: received a stipend for his Research Fellowship in
Calgary from the Swiss Society of Radiology. M. Moreu: Regarding
this paper: None, Consultant: Stryker, Medtronic, Balt, Inspire,
iVascular, Accandis, Investigation: Anaconda, Cerenovus,
iVascular, Stryker, Stocks: Basecamp. A. Paul: Consultant for
Microvention and Medtronic. S. Yoshimura: received speakers’ bur-
eau/honoraria from Daiichi Sankyo, Bristol-Meyers Squibb, Stryker,
Medtronic, Kaneka Medics, Terumo, Boehringer-Ingelheim, Bayer,
Johnson & Johnson, Nxera, and Eisa. Johanna M Ospel: is a consult-
ant for Nicolab.

Funding
The authors disclosed receipt of the following financial support for
the research, authorship, and/or publication of this article: The 5T
Think Tank Conference was financially supported equally by
Medtronic, Stryker, Terumo, Cerenovus, and Penumbra, covering
expenses for the venue, accommodation, and meals.

Declaration of conflicting interests
The authors declared no potential conflicts of interest with respect to
the research, authorship, and/or publication of this article.

Data availability statement
The data supporting the findings of this study are available from the
corresponding author upon reasonable request.

Supplemental material
Supplemental material for this article is available online.

6 Interventional Neuroradiology 0(0)

https://orcid.org/0000-0001-8058-383X
https://orcid.org/0000-0001-8058-383X
https://orcid.org/0009-0007-7570-8723
https://orcid.org/0009-0007-7570-8723
https://orcid.org/0000-0003-4074-8702
https://orcid.org/0000-0003-4074-8702
https://orcid.org/0000-0002-7037-7458
https://orcid.org/0000-0002-7037-7458
https://orcid.org/0000-0002-8315-5870
https://orcid.org/0000-0002-8315-5870
https://orcid.org/0000-0002-9083-672X
https://orcid.org/0000-0002-9083-672X
https://orcid.org/0000-0003-0399-3346
https://orcid.org/0000-0003-0029-6764
https://orcid.org/0000-0003-0029-6764


References
1. Vlak MH, Algra A, Brandenburg R, et al. Prevalence of unrup-

tured intracranial aneurysms, with emphasis on sex, age,
comorbidity, country, and time period: a systematic review
and meta-analysis. Lancet Neurol 2011; 10: 626–636.

2. Morita A, Kirino T, Hashi K, et al. The natural course of
unruptured cerebral aneurysms in a Japanese cohort. N Engl
J Med 2012; 366: 2474–2482.

3. Unruptured intracranial aneurysms–risk of rupture and risks of
surgical intervention. N Engl J Med 1998; 339: 1725–1733.

4. Olafsson E, Hauser WA and Gudmundsson G. A population-
based study of prognosis of ruptured cerebral aneurysm: mor-
tality and recurrence of subarachnoid hemorrhage. Neurology
1997; 48: 1191–1195.

5. Laukka D, Kivelev J, Rahi M, et al. Detection rates and trends
of asymptomatic unruptured intracranial aneurysms from 2005
to 2019. Neurosurgery 2024; 94: 297–306.

6. Derdeyn CP, Barr JD, Berenstein A, et al. The international
subarachnoid aneurysm trial (ISAT): a position statement
from the executive committee of the American society of inter-
ventional and therapeutic neuroradiology and the American
society of neuroradiology. AJNR Am J Neuroradiol 2003;
24: 1404–1408.

7. McDougall CG, Johnston SC, Gholkar A, et al. Bioactive ver-
sus bare platinum coils in the treatment of intracranial aneur-
ysms: the MAPS (matrix and platinum science) trial. AJNR
Am J Neuroradiol 2014; 35: 935–942.

8. Rates of delayed rebleeding from intracranial aneurysms are
low after surgical and endovascular treatment. Stroke 2006;
37: 1437–1442.

9. Johnston SC, Dowd CF, Higashida RT, et al. Predictors of
rehemorrhage after treatment of ruptured intracranial aneur-
ysms: the cerebral aneurysm rerupture after treatment
(CARAT) study. Stroke 2008; 39: 120–125.

10. Ries T, Siemonsen S, Thomalla G, et al. Long-term follow-up
of cerebral aneurysms after endovascular therapy prediction
and outcome of retreatment. AJNR Am J Neuroradiol 2007;
28: 1755–1761.

11. Hoh BL, Ko NU, Amin-Hanjani S, et al. 2023 Guideline for
the management of patients with aneurysmal subarachnoid
hemorrhage: a guideline from the American Heart
Association/American stroke association. Stroke 2023; 54:
e314–e370.

12. Steurer J. The delphi method: an efficient procedure to gener-
ate knowledge. Skeletal Radiol 2011; 40: 959–961.

13. Dayé C. How to train your oracle: the delphi method and its
turbulent youth in operations research and the policy sciences.
Soc Stud Sci 2018; 48: 846–868.

14. Goyal M, Yoshimura S, Milot G, et al. Considerations for anti-
platelet management of carotid stenting in the setting of

mechanical thrombectomy: a delphi consensus statement.
AJNR Am J Neuroradiol 2020; 41: 2274–2279.

15. Ospel JM, Brouwer P, Dorn F, et al. Antiplatelet management
for stent-assisted coiling and flow diversion of ruptured intra-
cranial aneurysms: a DELPHI consensus statement. AJNR Am
J Neuroradiol 2020; 41: 1856–1862.

16. Ospel JM, Mirza M, Clarençon F, et al. What is a challenging
clot? : a DELPHI consensus statement from the CLOTS 7.0
summit. Clin Neuroradiol 2023; 33: 1007–1016.

17. Cho YH, Choi J, Huh CW, et al. Imaging follow-up strategy
after endovascular treatment of intracranial aneurysms: a litera-
ture review and guideline recommendations. J Cerebrovasc
Endovasc Neurosurg 2024; 26: 1–10.

18. Ferns SP, Majoie CB, Sluzewski M, et al. Late adverse events
in coiled ruptured aneurysms with incomplete occlusion at
6-month angiographic follow-up. AJNR Am J Neuroradiol
2010; 31: 464–469.

19. Sprengers ME, Schaafsma J, van Rooij WJ, et al. Stability of
intracranial aneurysms adequately occluded 6 months after coil-
ing: a 3T MR angiography multicenter long-term follow-up
study. AJNR Am J Neuroradiol 2008; 29: 1768–1774.

20. Soize S, Gawlitza M, Raoult H, et al. Imaging follow-up of
intracranial aneurysms treated by endovascular means: why,
when, and how? Stroke 2016; 47: 1407–1412.

21. Darflinger R, Thompson LA, Zhang Z, et al. Recurrence,
retreatment, and rebleed rates of coiled aneurysms with respect
to the raymond-roy scale: a meta-analysis. J Neurointerv Surg
2016; 8: 507–511.

22. Dorfer C, Gruber A, Standhardt H, et al. Management of
residual and recurrent aneurysms after initial endovascular
treatment. Neurosurgery 2012; 70: 537–553; discussion
553-534.

23. Calvanese F, Auricchio AM, Pohjola A, et al. Changes in treat-
ment of intracranial aneurysms during the last decade in a large
European neurovascular center. Acta Neurochir (Wien) 2024;
166: 173.

24. Algra AM, Lindgren A, Vergouwen MDI, et al. Procedural
clinical complications, case-fatality risks, and risk factors in
endovascular and neurosurgical treatment of unruptured intra-
cranial aneurysms: a systematic review and meta-analysis.
JAMA Neurol 2019; 76: 282–293.

25. Darsaut TE, Findlay JM, Bojanowski MW, et al. A pragmatic
randomized trial comparing surgical clipping and endovascu-
lar treatment of unruptured intracranial aneurysms. AJNR Am
J Neuroradiol 2023; 44: 634–640.

26. Hua X, Gray A, Wolstenholme J, et al. Survival, dependency,
and health-related quality of life in patients with ruptured intra-
cranial aneurysm: 10-year follow-up of the United Kingdom
cohort of the international subarachnoid aneurysm trial.
Neurosurgery 2021; 88: 252–260.

Stebner et al. 7


	 Introduction
	 Methods
	 5T Think Tank attendees and sponsorship
	 Delphi methodology
	 Literature review
	 Delphi rounds
	 Data collection and analysis

	 Results
	 Literature search results
	 Follow-up of completely occluded aneurysms
	 Follow-up of incompletely occluded aneurysms
	 Priorities and outcome measures for re-treatment

	 Discussion
	 Limitations
	 Conclusion
	 Acknowledgments
	 References


<<
  /ASCII85EncodePages false
  /AllowTransparency false
  /AutoPositionEPSFiles true
  /AutoRotatePages /All
  /Binding /Left
  /CalGrayProfile (Dot Gain 20%)
  /CalRGBProfile (sRGB IEC61966-2.1)
  /CalCMYKProfile ()
  /sRGBProfile (sRGB IEC61966-2.1)
  /CannotEmbedFontPolicy /Warning
  /CompatibilityLevel 1.4
  /CompressObjects /Tags
  /CompressPages true
  /ConvertImagesToIndexed true
  /PassThroughJPEGImages true
  /CreateJobTicket false
  /DefaultRenderingIntent /Default
  /DetectBlends true
  /DetectCurves 0.0000
  /ColorConversionStrategy /LeaveColorUnchanged
  /DoThumbnails false
  /EmbedAllFonts true
  /EmbedOpenType false
  /ParseICCProfilesInComments true
  /EmbedJobOptions true
  /DSCReportingLevel 0
  /EmitDSCWarnings false
  /EndPage -1
  /ImageMemory 1048576
  /LockDistillerParams false
  /MaxSubsetPct 5
  /Optimize true
  /OPM 1
  /ParseDSCComments true
  /ParseDSCCommentsForDocInfo true
  /PreserveCopyPage true
  /PreserveDICMYKValues true
  /PreserveEPSInfo true
  /PreserveFlatness false
  /PreserveHalftoneInfo false
  /PreserveOPIComments false
  /PreserveOverprintSettings true
  /StartPage 1
  /SubsetFonts true
  /TransferFunctionInfo /Apply
  /UCRandBGInfo /Preserve
  /UsePrologue false
  /ColorSettingsFile ()
  /AlwaysEmbed [ true
  ]
  /NeverEmbed [ true
  ]
  /AntiAliasColorImages false
  /CropColorImages false
  /ColorImageMinResolution 300
  /ColorImageMinResolutionPolicy /OK
  /DownsampleColorImages true
  /ColorImageDownsampleType /Average
  /ColorImageResolution 300
  /ColorImageDepth -1
  /ColorImageMinDownsampleDepth 1
  /ColorImageDownsampleThreshold 1.50000
  /EncodeColorImages true
  /ColorImageFilter /DCTEncode
  /AutoFilterColorImages true
  /ColorImageAutoFilterStrategy /JPEG
  /ColorACSImageDict <<
    /QFactor 0.15
    /HSamples [1 1 1 1] /VSamples [1 1 1 1]
  >>
  /ColorImageDict <<
    /QFactor 0.15
    /HSamples [1 1 1 1] /VSamples [1 1 1 1]
  >>
  /JPEG2000ColorACSImageDict <<
    /TileWidth 256
    /TileHeight 256
    /Quality 30
  >>
  /JPEG2000ColorImageDict <<
    /TileWidth 256
    /TileHeight 256
    /Quality 30
  >>
  /AntiAliasGrayImages false
  /CropGrayImages false
  /GrayImageMinResolution 300
  /GrayImageMinResolutionPolicy /OK
  /DownsampleGrayImages true
  /GrayImageDownsampleType /Average
  /GrayImageResolution 300
  /GrayImageDepth -1
  /GrayImageMinDownsampleDepth 2
  /GrayImageDownsampleThreshold 1.50000
  /EncodeGrayImages true
  /GrayImageFilter /DCTEncode
  /AutoFilterGrayImages true
  /GrayImageAutoFilterStrategy /JPEG
  /GrayACSImageDict <<
    /QFactor 0.15
    /HSamples [1 1 1 1] /VSamples [1 1 1 1]
  >>
  /GrayImageDict <<
    /QFactor 0.15
    /HSamples [1 1 1 1] /VSamples [1 1 1 1]
  >>
  /JPEG2000GrayACSImageDict <<
    /TileWidth 256
    /TileHeight 256
    /Quality 30
  >>
  /JPEG2000GrayImageDict <<
    /TileWidth 256
    /TileHeight 256
    /Quality 30
  >>
  /AntiAliasMonoImages false
  /CropMonoImages false
  /MonoImageMinResolution 1200
  /MonoImageMinResolutionPolicy /OK
  /DownsampleMonoImages true
  /MonoImageDownsampleType /Average
  /MonoImageResolution 1200
  /MonoImageDepth -1
  /MonoImageDownsampleThreshold 1.50000
  /EncodeMonoImages true
  /MonoImageFilter /CCITTFaxEncode
  /MonoImageDict <<
    /K -1
  >>
  /AllowPSXObjects false
  /CheckCompliance [
    /PDFX1a:2003
  ]
  /PDFX1aCheck false
  /PDFX3Check false
  /PDFXCompliantPDFOnly false
  /PDFXNoTrimBoxError false
  /PDFXTrimBoxToMediaBoxOffset [
    33.84000
    33.84000
    33.84000
    33.84000
  ]
  /PDFXSetBleedBoxToMediaBox false
  /PDFXBleedBoxToTrimBoxOffset [
    9.00000
    9.00000
    9.00000
    9.00000
  ]
  /PDFXOutputIntentProfile (None)
  /PDFXOutputConditionIdentifier ()
  /PDFXOutputCondition ()
  /PDFXRegistryName ()
  /PDFXTrapped /False

  /CreateJDFFile false
  /Description <<

    /BGR <>
    /CHS <FEFF4f7f75288fd94e9b8bbe5b9a521b5efa7684002000500044004600206587686353ef901a8fc7684c976262535370673a548c002000700072006f006f00660065007200208fdb884c9ad88d2891cf62535370300260a853ef4ee54f7f75280020004100630072006f0062006100740020548c002000410064006f00620065002000520065006100640065007200200035002e003000204ee553ca66f49ad87248672c676562535f00521b5efa768400200050004400460020658768633002>
    /CHT <FEFF4f7f752890194e9b8a2d7f6e5efa7acb7684002000410064006f006200650020005000440046002065874ef653ef5728684c9762537088686a5f548c002000700072006f006f00660065007200204e0a73725f979ad854c18cea7684521753706548679c300260a853ef4ee54f7f75280020004100630072006f0062006100740020548c002000410064006f00620065002000520065006100640065007200200035002e003000204ee553ca66f49ad87248672c4f86958b555f5df25efa7acb76840020005000440046002065874ef63002>
    /CZE <>
    /DAN <>
    /DEU <>
    /ESP <>
    /ETI <>
    /FRA <>
    /GRE <>

    /HRV <>
    /HUN <>
    /ITA <>
    /JPN <>
    /KOR <FEFFc7740020c124c815c7440020c0acc6a9d558c5ec0020b370c2a4d06cd0d10020d504b9b0d1300020bc0f0020ad50c815ae30c5d0c11c0020ace0d488c9c8b85c0020c778c1c4d560002000410064006f0062006500200050004400460020bb38c11cb97c0020c791c131d569b2c8b2e4002e0020c774b807ac8c0020c791c131b41c00200050004400460020bb38c11cb2940020004100630072006f0062006100740020bc0f002000410064006f00620065002000520065006100640065007200200035002e00300020c774c0c1c5d0c11c0020c5f40020c2180020c788c2b5b2c8b2e4002e>
    /LTH <>
    /LVI <>
    /NLD (Gebruik deze instellingen om Adobe PDF-documenten te maken voor kwaliteitsafdrukken op desktopprinters en proofers. De gemaakte PDF-documenten kunnen worden geopend met Acrobat en Adobe Reader 5.0 en hoger.)
    /NOR <>
    /POL <>
    /PTB <>
    /RUM <>
    /RUS <>
    /SKY <>
    /SLV <>
    /SUO <>
    /SVE <>
    /TUR <>
    /UKR <>
    /ENU (Use these settings to create Adobe PDF documents for quality printing on desktop printers and proofers.  Created PDF documents can be opened with Acrobat and Adobe Reader 5.0 and later.)
  >>
  /Namespace [
    (Adobe)
    (Common)
    (1.0)
  ]
  /OtherNamespaces [
    <<
      /AsReaderSpreads false
      /CropImagesToFrames false
      /ErrorControl /WarnAndContinue
      /FlattenerIgnoreSpreadOverrides false
      /IncludeGuidesGrids false
      /IncludeNonPrinting false
      /IncludeSlug false
      /Namespace [
        (Adobe)
        (InDesign)
        (4.0)
      ]
      /OmitPlacedBitmaps false
      /OmitPlacedEPS false
      /OmitPlacedPDF false
      /SimulateOverprint /Legacy
    >>
    <<
      /AddBleedMarks true
      /AddColorBars false
      /AddCropMarks true
      /AddPageInfo true
      /AddRegMarks false
      /BleedOffset [
        9
        9
        9
        9
      ]
      /ConvertColors /NoConversion
      /DestinationProfileName ()
      /DestinationProfileSelector /NA
      /Downsample16BitImages true
      /FlattenerPreset <<
        /PresetSelector /MediumResolution
      >>
      /FormElements false
      /GenerateStructure true
      /IncludeBookmarks true
      /IncludeHyperlinks true
      /IncludeInteractive false
      /IncludeLayers false
      /IncludeProfiles false
      /MarksOffset 6
      /MarksWeight 0.250000
      /MultimediaHandling /UseObjectSettings
      /Namespace [
        (Adobe)
        (CreativeSuite)
        (2.0)
      ]
      /PDFXOutputIntentProfileSelector /NA
      /PageMarksFile /RomanDefault
      /PreserveEditing true
      /UntaggedCMYKHandling /LeaveUntagged
      /UntaggedRGBHandling /LeaveUntagged
      /UseDocumentBleed false
    >>
    <<
      /AllowImageBreaks true
      /AllowTableBreaks true
      /ExpandPage false
      /HonorBaseURL true
      /HonorRolloverEffect false
      /IgnoreHTMLPageBreaks false
      /IncludeHeaderFooter false
      /MarginOffset [
        0
        0
        0
        0
      ]
      /MetadataAuthor ()
      /MetadataKeywords ()
      /MetadataSubject ()
      /MetadataTitle ()
      /MetricPageSize [
        0
        0
      ]
      /MetricUnit /inch
      /MobileCompatible 0
      /Namespace [
        (Adobe)
        (GoLive)
        (8.0)
      ]
      /OpenZoomToHTMLFontSize false
      /PageOrientation /Portrait
      /RemoveBackground false
      /ShrinkContent true
      /TreatColorsAs /MainMonitorColors
      /UseEmbeddedProfiles false
      /UseHTMLTitleAsMetadata true
    >>
  ]
>> setdistillerparams
<<
  /HWResolution [2400 2400]
  /PageSize [612.000 792.000]
>> setpagedevice


