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Why bother about
iliac aneurysm ??
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Common lliac Aneurysms

endovascular definition of CIA aneurysm :
>20mm = lack of sealing using a large distal stent

graft

10-40% of all AAA are associated with unilateral
or bilateral CIA aneurysms

adds a level of complexity to open or
endovascular repair of AAA

increases the risk of late failure (distal endoleak)

/#’\ Lee et al. J VascSurg 2002;35:1289-91
Schanzer et al, 2011.

I'institut Park et al, J. Korean Med. Sci 2011
duthorax Eurostar registry




Common lliac Aneurysms

Exclusion may require internal iliac
embolization

Associated with ischemic
complication risks

Especially if the occlusion is
bilateral
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lIA supply blood to the pelvis

Common iliac a.

[liolumbar a.

Zh Sup. gluteal a.

Internal iliac or hypogastric a. AN @

External iliac a. Inf. gluteal a.

, Lat. sacral a.
Sup. vesical a.

Obturator a.
Int. pudendal a.
Inf. vesical a.
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l1A occlusion: ischemic symptoms

A
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Kouvelos, 2016
27 studies 1260 patients

Claudication

Sexual dysfonction
Colon ischemia
Spinal cord ischemia
Buttock necrosis

Endoleak from I1A

29%
[27% unilat / 36% bilat]

13%
0.5%
0.3%
0.7%

3.1%




Claudication after llA occlusion
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25% post operative buttock
claudication

85% persistent claudication at 18
months

lead to severe quality of life
impairment when it does not
regress during follow-up

Pelvic ischemia and quality of life scores after
interventional occlusion of the hypogastric artery in
patients undergoing endovascular aortic aneurysm
repair

Eliséne Jean-Baptiste, MD, PhDD,*" Sophie Brizzi, MD,*" Michel A. Bartoli, MD, PhD*

Nirvana Sadaghianloo, MD,™" Jean Bagué, MD,™" Pierre-Edouard Magnan, MD," and
Réda Hassen-Khodja, MD*" Nice and Marnvills, France

Ofective: The aim of this study was to analyze the pelvic ischemic complications and their impact on quality of life
after interventional oochsion of the hypogastric artery (IDHA) in patients undergning endovascular aortic aneurysm
repair (EVAR)L

Methoris: Between January 2004 and April 2012, 638 consecutive patients with sortoilisc anenrysm trested by EVAR were
prospectively registered in two teaching hospitals. We identified all EVAR patients who underwent IOFHA. Demographic,
clinical, and radicdogic data were extracted from elecironic databases and patient records as requested. All patienis who
survived the postoperative period took part in a quality of life survey, the Walking Impairment Qruesticnnaire (WIQ,
which incheded four irems: pain, distance, walking speed, and stair dimbing. Outcome measures included the 30-day rare
of pelvic ischemic complications, the burtock daudication {BC) rate at 30 days and during follow-up, and the comparative
WIQ scores between patients with persistent BC, those with regressive BC, and those whio never had BC after the IOHA
procedure.

Resulte A total of 71 patients (97% men; mean age, 76 years = 7.69) required 75 IOHA procedures. These were deemed
proximal in 44 cases and distal in 31, with use of coil embolization in 64%, Amplarzer plug in 24%, or a combinatson of
coils and plugs in 13% The technical swecess rate was 100%. Two patients (2.8%) experienced fatal acure pelvic ischemic
complications in the postoperative period after EVAR. Another patient died of iliac rupture during EVAR, leading to an
operative mortality rate of 4.3%. Eightoen patients (25.3%) suffered BC, among whom 11 cases resolved at 3 median
folbvw-up of 42 months. Young age (odds ratio, 0.92; 958% confidence interval, 0.BE-0.9%; F = 03) and distal IOHA
{odds ratio, 3.5; 95% confidence interval, 1.01-11.51; P = {M}) were independent predictors of BC ocourrence. The
actuarial rate of persistent BC was 85% at 18 months. The WIQ scores were bower for patients with persistent BC {median
score, 3504y interquartile range, 16.36; ' = (001) compared with patients with regressive BC (median score, 76.5;
interquartile range, 36.68; P = J02) or those who never experienced BC after the IOHA procedure {median score, 65.34;
interquartile range, 10.94; I < G003).

Canglusions: Pelvic ischemia associated with IOHA may be severe and kead to fatality after EVAR. Our data show that BC
may lead to severe quality of life impairment when it does not regress during follow-up. (] Vasc Surg 2014;60:40-9.)

Interventional occlugon of the hypogastne  artery
(IOHA) & commonly pedirmed in patients unsdergoimng
cndovaseular aortie aneurysm repair (EVAR), especially
when the aneurvsmal proces extends oo one or both of
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the iliac artery bifurcanons, Potental drawbacks melude a
higher mcidence of pelvic ischemia, with acute or chronie
chinical consequences such as seratie nerve palsy, paraplegia,
ghuteal necross, colonie ischemia, and burtock clandication
(BC)" This lass complication is pariculary frequent but
often ignored o considered benign by dimicians, The full
effcet of BC, as a marker of chronic pelvie ischemia, and
its impact on patients” daily walking ability may be under-
estimated. Poor dimeal asscssment enteria, bck of prospee-
twvely collected data in neported seres, and  possible
confugon with commaon mobibity-lmiting conditions m
the target population make the evaluation of BC even
mowe diffacult.

Assessmcnt of funciional capacity and walking ability &
impartant in determining discase seventy, evaluating wreat-
ment, and assessing qualny of life m clandicants.” Treadusill
testing i the standard measure to asess walking ability as
cxpressed mometers. However, there 8 often discrepancy
between subjectively expericnced daily walking  ablity,




From the Society for Vascular Surgery
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Spinal cord ischemia
Hypogastric and subclavian artery patency affects
onset and recovery of spinal cord ischemia

associated with aortic endografting

Martthew J. Eagleton, MD), Samir Shah, MD, Dan Petkosevek, BS, Tara M. Mastracci, MD, and
Roy K. Greenberg, MD, Cleveland, o

Oljective: Spinal cord ischemia (SCI) is 2 d ing d with aortic aneurysm repair. The aim of the

current study was to eval factors affect l'rum SCI associated with endovascular aortic aneurysm repair.
e aye Metbods: A votal of 1251 patients underwent md.mascuhrn—p-u of aortic ansscyn. a8 part u{a device erial between 1998
and 2010 utilizing endovascular abdominal aortic aneurysm n:pan— (n = 351), ol i lar acrtic ¥
L
(n=21)

Immediate SCI
(n=15)

repaic (n = 201), fenestrated endovascular aortic ancurysn er:ur (n = 227), and visceral branched endografts (n =
472). Records and imaging studies were reviewed to data. Demographics, type of repair,
collateral bed [hvpupn_n:,fsubr_l:tun:i parency, rJnm:aI pcn:n.ntalllm. aml outcomes were evaluated on p:m.mx with SCL.
Survival was caleulated using life-table analysis.

Results: SCI oceurred in 2.8% (n = 36) of patients: abdominal aortic aneurysm, 0.3%, justarenal, 0.4%, thoracic aortic
ancurysm, 4.6%, and thoracoabdoninal aortic aneurysm, 4.8%). Four (11%) required carotid-subelavian bypass prior to
endugrafting, and two underwent coverage of the left subelavian artery. Unilareral hypogastric artery oeclusion was
present in 11 {31%) patients prior w endograft placement, and three had bilateral oeclusions. An additional seven patients
had eeclusion of at least one hypogastric artery during surgery. SCI was apparent immediately in 15 (42%) patients.
1 40/ Immediate onser of symptoms was observed in 73% of patients with at least one occluded collateral bed but in only 24% of

(0]

1 occlusion
(1A or LSCA)

those with patent collateral beds (P = 021). OF those presenting in a delayed fishion, nine (43%) had a dlear precipitating
event prior o onset of SCI (hyp fon, n = 6, and seg | artery drain I,n = 3). Recovery occurred in 24
(67%) patients, most within 7 days. Immediate presentation was 2 negative predictor of recovery (P = 025), as was
occlusion of at least one collateral bed {F = .035). Mean follow-up was 22 + 4 months with 30-day and 1-year survival
of 92 £ 4.6% and 56 = 8.3%. Survival was oaly 36% at 3 months in those with permanent SCI compared with 92%
{P < 001} i those with temporary sympiomns,

Comelnsions: SCI continues to licate anrtic surgery despite the advent of end lar therapy. Ocelusion of a single
collateral bed i associated with an increased sisk for immediate oaset of SCI and kck of recovery. These factors are

2 occlusions
(1A ou LSCA)

5%
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'l:l:blnsm of poor outcomes and uu:rmd shnn-tmn muortality, This may be prevented by preserving collageral bed

1

patency in patients oy P

Spinal cord ischemia (SCI) is a devastating complica-
tion associated with aoric surgery. The incidence of SCI
has been well documented following conventional open
surgery for abdominal aortic aneurysms (AAAs), thoracic
aortic aneurysms {TAAs), and thoracoabdominal aortic
ancurysms  (TAAAs), and it occurs at an incdence
approaching 20% depending on the extent of the aorta thar
is replaced and associared risk factors.'™* Significant efforts
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have been extended to understand rhe pathophysiology of
SC1. Based on these investigations, penioperative manage-
ment strategies have been developed to prevent its occur-
rence and lessen the untoward clinical impace, primanly
m patients with TAAAs. These adjuncts include the use
of permissive hypothermia, epidural cooling, cerebral spinal
fluid drainage, left heart bypass, the use of intrathecal
papaverine, and reimplantation of intercostal vessels. <7
These modalities cither help to preserve cord function
through limiting the metabolic effects of SCI, or w pro-
mote increased perfusion through the spinal cord collateral
flow nerwork. Application of these efforts has allowed clini-
cians to significantly reduce rates of SCI over the past
decade.

The development and broad application of endovascu-
lar rechnology has revolutionized the approach to treating
aortic disease. The use of this technology, however, has
not amechorated the complication of SCIL Its incidence,
as would be expected, is rare in paticnts undl:rgm'ng
endovascular abdominal aoriic ancurysm repair { EVAR)
and occurs ar rates ranging from 2% o 1% following
thoracic endovascular ancurysm repair (TEVAR)? The
evolution of fenestrated and branched aortic endograft

9




Spinal cord ischemia

During extensive endovascular
aortic repair, every efforts have to
be made to maintain the perfusion
of at least one internal iliac artery
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History of iliac
aneurysm
endovascular
treatment
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Hybrid interventions

Various techniques of hybrid IIA preservation : relocation of origin of IIA / femoro
femoral bypass with IIA retrograde or antegrade stenting

I'institut Gosh 2009
duthorax



Bell-bottom technique

Bell-bottom aortoiliac endografts: An alternative
that preserves pelvic blood flow

La rge C u ff Boonprasit Kritpracha, MD, John P. Pigott, MD, Todd E. Russell, MD, Mary Jo Corbey, RN,
Ralph C. Whalen, MD, Robert S. DiSalle, MD, Charles 1. Price, MD, Ian A. Sproat, MD, and
Hugh G. Beebe, MD, Toledo, Oirio

Objective: Dilated common iliac arteries that complicate aortic ancurysm stent grafting usually have been managed with
endograft extension across the iliac artery bifurcation with internal iliac artery (I1A) occlusion. We studied 25 patients
with significant common iliac artery (CIA) dilation treated with two methods: endograft extension across the iliac
bifurcation or a new approach with a flared cuff within the CIA that preserves the ITA.

Metirods: Of 86 patients with abdominal aortic ancurysm (AAA) who underwent bifurcated endovascualar stent grafting
(ESG), 25 (29.1%) had at least one dilated CIA. Two treatment groups had di hods of e it of iliac
artery dilation. Group 1 underwent ESG with straight extension across the iliac bifurcation and IIA coil embolizati

L t ° ° before the ESG procedure (n = 2) or si Iy with ESG (n = 8). Group 2 underwent ESG with flared distal cuff
o n e r m o OW u u e s I o n a e (AncuRx, Medtronic AVE, Santa Rosa, Calif) contained within the CIA, the so-called “bell-bottom™ procedure, thus
g [ ] preserving the TIA (n = 15). Dliac artery dimensions, operating room time, fi Py time, and p P i

associated with increased need for
room and catheter procedure times were found in group 2 compared with gn:'mp 1 (137 versus 192 minutes; 58 versus
° ° 106 minutes; P= .02 and .02, respectively). No periprocedural type I endoleaks were found in either group. Nine patients
in group 2 also had a second contralateral CIA ancurysm, and five patients (mean CIA diameter, 33.0 mm; range, 22 to
S e C O n a r I n e rve n I o n u e o 48 mm) unds with ion across the iliac artery bifurcation and 1A occlusion. Use of the bell-bottom
procedure on the other side allowed preservation of one IIA. Four cases (mean diameter, 19.3 mm) also underwent
1 1 bell-b proced Two of these group 2 patients had complications, with severe buttock daudication

progression of artery dilatation

Avoids per procedural endoleak

complications were prospectively gathered.

Results: Two women and 23 men had mean diameters of AAA of 56.6 mm (range, 38 to 98 mm) and of CIA of 21.4 mm
(range, 15 to 48 mm). The diamcters of CIA treated with device extension into external iliac artery after IIA coil
embolization in group 1 and with the bell-bottom procedure in group 2 were not different (mean CIA diameter, 19.9
mm; range, 15 to 26 mm; and mean, 19.1 mm; range, 15 to 24 mm; resp ly). H igni ly lower og

in one and distal embolism necessitating limb salvage bypass after preoperative coil embolization of the ITA in another.
Conclusion: Significant CIA ectasia or small ancurysm is often associated with AAA. In such cases, the bell-bottam
procedure that preserves 11A ci ion is a new al ive to the practice of placement of endograft extensions
across the iliac artery bifurcation in patients with at least one CIA diameter of less than 26 mm. Additional benefits
include reduced total procedure time. Eardy technical success appears to justify continued use. However, long-term
evaluation is necessary to determine durability because the risk of rupture as the result of potential expansion of the
excluded iliac artery or late failure is unknown. (J Vasc Surg 2002;35:874-81.)
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Endovascular stent graft (ESG) repar of abdominal
aortic ancurysm (AAA) is rapidly becoming an acceptable
alternanve treatment since first reported by Parods, Palmaz,
and Barone.' Carcful patient and device selection are erit-
ically important for achieving the best results with this
technique for treatment of AAA. However, challenging
aortothiac anatomy, such as diseased proximal neck or an-

gled tortuous vessels, is present in a significant number of

patents considered candidates for ESG. The common iliac
artery (CIA) plays a crucial role because it is the distal
attachment zone for the stent graft and must be completely

Eram the Jabs Vascalar Center.
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scaled to assure exclusion of the ancurysm. One or both
CIAs are dilated in 16% to 30% of ESG cases,7 making
them unsuitable for adequate distal sealing with commer-
cially available endovascular devices. The dilated CIA may
be ectatic or ancurysmal, more than 18 mm or greater than
50% of adjacent normal artery,® which is larger than the
diameter of device limbs currently available.

In patients treated with ESG, Emb extension into the
external fiac artery (EIA) with coil embolization of the
ipsilateral intemal iliac artery (IIA) for prevention of retro-
grade endoleak mto the ancurysm sac is the common
management of dilated CIA. Reports claim the relative
safety of occlusion of one or both [IAs during ESG3
However, other investigators have reported serious pelvic
ischemic pl 7910 Rl ofthe iliac bifur-
catnon with surgical implantion of the [IA onto the distal
EIA to preserve pelvic blood flow as proposed by Parodi
and Ferreira'? is another option for management of dilated
CIA. Another less invasive method is use of a flared cuff, the
so-called “bell-bottom™ technique, that anchors the device




“Snorkel/chimney and sandwich/parallel” technique

Overlap > 5cm with EIA stentgraft
Risks :

()
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endoleak within the gutters

increased risk for compression an
thrombosis

neurological due to transbrachial
approach

CASE REPORTS

Hypogastric preservation with Viabahn stent graft
during endovascular aneurysm repair

Steven G. Friedman, MD, and Herrick Wun, MD, New York, NY

The presence of bilateral iliac aneury ding to the iliac b in conjunction with an abd 1 aortic ancurysm,
1 lar repair because of the difficulty of preserving one or both hypogastric arteries. Several open techniques
have been 1 for hypogastric p but they usually involve some type of anatomic or extra-anatomic bypass.
) for ion include branch iliac grafts, chimney grafts, and bellbottom limbs. We

poga: pres
report the use of a Viabahn stent graft (W. L. Gore and Assodates, Flagstaff, Ariz) within the iliac limb of a Powerlink device

(Endologix, Inc, Irvine, Calif) to preserve a hypogastric artery. (] Vasc Surg 2011

The presence of bilateral iliac ancurysms extending to
the iliac bifurcations, in conjunction with an abdominal
aortic ancurysm (AAA ) complicates endovascular ancurysm
repair { EVAR) because of the difficulty of preserving one or
both hypogastric arteries. Sacrifice of both hypogastric
arteries risks buttock claudication, mesenteric ischemia,
and erectile dysfunction.'™ A variety of anatomic and extra-
anatomic bypasses have been proposed to preserve at least
one hypogastric artery.*® Their drawbacks include the use
of small prostheses with dant d ished patency rates
and additional groin or retroperitoneal incisions. One
group suggested that hypogastric ligation is an innocuous
procedure, but this opinion is in the minority.® Endovas-
cular branch iliac gr.\frs,’ chimney g,mﬁs"‘ and bellbottom
limbs” have also been used for hypogastric preservation. We
present a patient who was treated by unilateral hypogastric
occlusion in conjunction with an endovascular bypass from
the iliac limb of the aortic device into the ipsilateral hypo-
gastric artery.

CASE REPORT

A 64-year-old man was noted to have 3 4.9-cm AAA 2 years
ago. A recent computed tomography (CT) scan with contrast
revealed a 6.4-cm AAA, a 2.3-cm right common iliac ancurysm,
and a 2.9<cm left common iliac ancurysm, The iliac ancurysms
extended to the iliac bifurcations.

The paticnt was brought to the operating room where the
right hypogastric artery was embolized with two 8-mm and two

From the Department of Surgery, New York Downtown Hospital.
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Fig 1. Intraoperative angiogram shows the adjacent Powerdink

and Vibahn grafis.

Powarlink Bfurcated
Stent Graft

Powerlink liac Limb
Extension

Powerlink liac Uimb

Bhalon S

Embolization Colls in Right End of Visbahn in Left
Hypogastric Mypogastric

Fig 2. llustration shows the adjacent Powerdink and Vabahn grafis.




Early iliac branch experience

Stent graft first described by Abraham
et al. In 2003
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« TECHMICAL NOTE
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A Modular Multi-Branched System for Endovascular
Repair of Bilateral Common lliac Artery Aneurysms

Cherrie Z. Abraham, MD; Linda M. Reilty, MD; Darren E. Schneider, MD;
Shelley Dwyer, RN; Rajiv Sawhney, MD*; Louis M. Messina, MD;

and Timothy AM. Chuter, MD

Divisions of Vascular Surgeny and *Interventional Radiclogy, University of

California, San Francisco, California, USA

Pusposa: To describs & modular stent-graif for cases of bilsberal common illac srswnysm.
Tachniqua: Tha aori aneunysm ik repaired using & standand biturcated modular systam
Zanith). A modified bifurcated component is deployed with fis trunk in one lBmb of the
original sortic stent-gradt, s long Imb In Bhe sxbernal |lisc ariany, and its shoet Imib In the
Il amauryem [ust abova tha Internal [i2c orifics. A flodbie cotoncion = introdwosd from
e right Drachizd arory and v=od to bridgae tha gap babsoan tha chort imb of tha modifod
bifurcated compomen and tha laft imernal Bac aneny.

Conclgdons: Endovacoular repeir of bilatoral lllac anourysm = foasiblo using @ modular
stant-grait with separate branches o the Intemal and axiamal llac arteries.

< Endovass Thar 2002:70:203-207

Kay wors abdomingl sortic sneurysm, [la artery smsunysm, oomman lac arsry, Zanith
Trifab stent-graft, branched andograft, Wallgraft, Jomed shent-graft

Endovascular abdominal aortic ansurysm
[AAA} repair is & desirable option for patients
whose comorbidities preclude standard open
cperative repair. Unilsteral ilisc aneurysms
usually reguire internal ilisc artery coclusion
and external ilisc artery implantation of the
stent-graft. Bilateral common iliac aneurysms
pressnt more difficulty because bilaberal in-
ternal iliac artery ooclusion may csuse inbes-
tinal ischemia, lumbosacral plexopathy, and
buttodk claudication.’® Undsr these cirowm-
stances, imternal iliac flow may be maintzined
through an external-to-internal iliac srery by-
passi A aor throwgh the side branch of a com-
plex stent-graft. Inowe et al® have desoribed
the insartion of a wnibody stent-graét for this
purpose. We prefer o modular multi-branched

approach in which an iliac bifercation is ore-
ated using modified Zenith componsnts,

TECHMIZUE

Etent-Graft Sizing and Preparation
Sel=ction of the Z=nith main body (Cook, Inc.,
Bloomington, IN, USA&} follows the wsual pro-
tocol for A48 mepair. In general, the proximal
trunk diameter is owsrsized by 4 o & mm rel-
ative to the outer diametsr of the neck on
computed tomography (CTL. llisc sxtsnsions
with an imended implantation site in the com-
man iliac aneurysm are sizsd so0 as to be
slightly smaller than the procimal diameter of
the bifurcated ilisc component {22 mm).

In part by grants frem the Paciflc Vezoslsr Aososrch Feendation. Dr. Chuter Bas loonsod
pdml:itn-l:uni.h: manufzchergr of the Zenkh dewica.

Addrass dor comespondanca and reprinks: Timothy AWM. Chutar, MO, Division of escular Sue
LICSE, 505 Pamassus Awa, M-85, Son Franckoo, C& 04143058, Fax 14 154064560 E-mail: errEP

SUPen: st o

= M3 by tha IR ToNAL. S0CETY OF EMDOWASCLLAR SPEOaLETS Awailahie o www loviorg




Early iliac branch experience
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Modern outcomes

Technical Endoleak Free from
N lIA occl . .
success 111 reintervention
2031";5’ 575 97.6% 1.6% 2.5% 8y : 86%
;%'Esma 162 96.9% 9.3% 7% 5y: 76%
:;E'ltges" 81 98.7% 3% 4% ay: 88%
;\(')T;g’ 138 94% 10% 3% 5y: 92%
Parlani, o o 0 o0
201 100 95% 7% 3% 5y: 81%
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Modern outcomes

Interruption Preservation Odds Ratio Odds Ratio
Study or Subgroup BEvents Total BEvents Total Weight M-H, Random, 95% CI M-H, Random, 95% CI
Arkio B 12 a 9 198% 19.00([0.90, 399.01) - d
Lee 12 31 i 26 406% 15.79[1.88,132.26) = g
Verzini 8 3r 1 23 396% 6.07 [0.71,52.18) =
Taotal (95% C1) 80 58 100.0% 11.21[2.89, 43.44] —eai———
Total events 26 .

Helerogeneily: Tau®™= 0.00; Chi"= 0.53, df= 2 (P = 0.77), F= 0%
Tast for overall effect: Z= 3.50 (P = 0.0005)

0.01 0.1
Favours interruption
Figure 5. Differences in pelvic ischemic events rate between patients undergoing interruption and preser’s

during EVAR.

al iliac artery

Kouvelos et al, EJVES 2016

No ipsilateral buttock claudication was observed in patients with a
/#\ patent IBD in the follow-up
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PELVIS Registry

10 year multicentre experience
575 patients / 650 IBD (95% ZBIS)
Safe and efficient technique
technical success 97% (type | EDL)

low mortality rate
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Abstract

Purpaosa: Ta avahet® the incidanta and raasons for sacondary procedures In patients treated with liac branch devices
[IBDs) for molared lac aneurysT or zortoilac aneurysms mvolving the lilac bfuraton. Mathods Babween [arary 2005
and Decembar 2015, 575 surgical-high-risk patients (maan age 710484 yoars 558 man) wich solated iac aneurysms
[r=T9) or zortoilizc ancurysms Involving tha liac Bfuracion (re498) wore treated with pacomant of S50 ZBIS or Gore
IBDis (75 bilateral) in & European canters. The primary owiroma was procedure-related reinterventions: for occlusion or
high-grada [>T} menosis of the bridging device, oocusion of tha ipslbteral comenon or acarnal lac arary (EA), e I
1l emdodaak, meprure, or infection following 18D mplnadon. Clisicl and adiclogial dam wera analyred besed on praset
definttans of comorbidities, aneurysm morphology, Inracperacte arables, and follow.up smaregies. Rasults: Nira [1.6%)
reinterventions wera parformed within 20 days for ocdusion or endolkeak. Among 10 (1.5%) ocduded BlAs ipsibmenl toa
daployed |ED, & underwont a reimorvantion with additlonal siont phoement after thrombolysis [n=4) or a fomorofemoral
or liofemoral crossovar bypass {n=2). Thres of 14 patients witt early typs | endoleak had a reintervention for an insuffdent
prowimal sealing zore (stent-grafts in 2 common liac arteries and | bfurcaed endograft). Mean dinkal and rediologicl
follow-ep wore 316499 and 298:21.1 months, respectivaly. Forty-owo (73%) patients underwent relstoryentions In
tha fiallow-up period. The overall postoperatdve reintervention rate was B.5%. Both maemal and common il segmants
cockadied In 30 (46X |EDs; 1 pationts had a crossover bypass and 14 wero troxied wich endowasoslar tochnigees. In the
odwar |4 patients, no spacific trmtmant was performed. Sewen (| 2%) patlonts with isolatod EIA ocdusion wera traated
during follow-ep. Minaioon of tha overall 28 pationts with typa | endolaaic underwent endowascular rapalir. Tha othar 3 wona
under rediclogical survaillance due to less signficant (<5 mmj] sac lncreasa. Mo refintervention was performed o recnaline
11 {1.6%) ooduded imermal ke artertes. Comdusion: Midterm exparience with placemnant of |BDs ks assocated with 2 kow
Incidance of secondary procedures dee to oype | enddieaks and ocdusions. Tha main reasons for reinerventions seem o
ba short prowderal saling zone and poor conformeblity of the T8I device In clongated ElAs.

Kaysords
aneurysm, bridging stent-praft, coemmon [lac artery, endolmk, endovascubr aneerysm repair, odomal o artery, lac
branched graft. intormal lac artery, ocdusion, reimerventon, secondary procedure

Introduction

Emitw: mcular anzurysm rapair | WA B) of | msoms o rndng
o the iliac hifumation remams a challenge. [ntentiomal
pochussom of the iniemal ilizc artery (11A) o creare 2 Ssal
lamling zone in e & temal iliac artesy (ELA) is 2 common
approach with isherent mortedty (2g, hofiock clud caton,
im.pulrnm1" Endtvascular therapy of commaon ikac aren
(ClA} ammutysms wsing iliac branch devices (IBDs) has
become am increasingl pOpular memns of preserving

ambegrade (i 10 the [A." A review of 165 patients oreaisd
with an [BI} highlighted the saibtiy and femsitalibe of this
modbity. Howaver, the incidence of sarky 2nd ke proce-
dure-refaisd  reintervemions bas nol beem  Servughly
ExamERed

The aim of the preseat study was i0 collect and anatyze
the secondary procedunes necessary during a | year mai-
Cemier experiencs with endovascular repair of PEacaoniodl-
iac anoutysms ung [ADs
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Secondary procedures mainly related to
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occlusion of EIA/CIA segment (4.6 %)
type I/Ill endoleak (4.8%)

No reintervention for 1A occlusion (1.6%)
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lIA patency

100% I lliac branch device patency 1004 _‘—Eﬁ'fi‘;
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Parlani et al, EJVES 2012 Donas et al, JEVT 2017

Risks factors associated with occlusions:
Occlusive disease in IIA
/#\ Procedural time
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What is the right lIA bridging stent ?

4 L 4
TABLE 3
Respective Outcomes of the Analyzed Studies for Bridging Stent-Grafts Implanted in the Internal lliac Artery

Occlusions Occlusions

N Follow-up, mo @ <30 Days >30 Days @ <30 Days >30 Days

1 0 0 — —
0 2 0 — —
1 0 48 6 0
0 0

Malina 20062 10 2 (0.23-32) 0
Inglott-Serracino 20073 8 6 (1-14) 16
Haulon 2007* 49 14.2*% 2
Naik 2008° 2 10t 2
Ferreira 2010’ 37% (2-31)§ 0
Coscas 2010° 1 ot 0
Pua 20118 14 18.7 (6-35) 8
Donas 2011° 64 30.5+20.9 0
Total 185

*

236 stents

Low rate of stent thrombosis
/#\ Balloon expandable stent : 3%
linstitut Self expandable stent : 11 %
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Technical Considerations and Performance of Bridging
Stent-Grafts for lliac Side Branched Devices Based on a
Pooled Analysis of Single-Center Experiences
Konstantinos P. Donas, MD, PhD*; Theodosios Bisdas, MD*; Giovanni Torsello, MD, PhD;
and Martin Austermann, MD, PhD

Department of Vascular Surgery, St. Franziskus Hospital MOnster, and Clinic for Vascular and
Endavascular Surgery, Minster University Hospital, Mlinster, Germary.

L d .

Purpose: To report a poolad analysis of singh L designed 10

the performance of self-axpanding vs. balioon-axpandabss bridging stent-grats used in iliac
branch devices (BDs) for the repair of liac atery ansurysms.

Methods: The English-anguage IRerature in the MEDUINE and EMBASE databases was
searched for articles published between 2006 and 1 March 2012 on the performance of
bridging stent-grafts in the insemal iliac anery. Studies were eligible for the analysis if they
contained the type of beidging stant-gratts used and the ime and cause of any acclusion of

the bridging devices. Eight of the 13 studies published botwesn 2006 and 2011 fulfilied the
aligibility critaria. The outcome measwre was the panency of bridging stent-grafts defined as
abasnca of occlusion of tha sida beanch in the inemal iliac anary. Addkionally, the
of the salf. v& b atts used in
conjunction with tha 1BDs was compared.
Results: In the B studies, 100 (42%) self-expanding stentgratts and 136 SE%) ballcon-
axpandable stant-gratts were placed in 185 pasents. Of thesa 236 bridging ent-gratts, 15
(8%) occludad in 13 (7%} patients: 10 within 30 days after the intarvention 2 (1.5%) balloon-
bde and 8 (B%) et ent-grafts] and S bayond 30 days [2 (1.5%) ballcon-
expandable and 3 (3%) selt ] S g andfoe
buntock claudication) of tha coclisded illac branch was recordad in 7 of th 13 pasents.
Conclusion: The current literature does not support robust conclusions abowt the
of bridging of 1BDs due 1o the haterogenaity of !e studies.
However, the occlusion rata of the blldqlm) mm.gum was low, especially for ballcon-
axpandable s

J Endovase Ther. 2012/15:667-671
Ky words: andovascular ropai, internal iliac artary, lia anary aneurysm, diac branch devics,

beidging stant-graft, patency, occlusion, self- ing stent, balk sten
. <+
Open repair of common iliac artery (CIA) or previous abdominal surgery, leading to
aneurysms can be challenging because of hazardous deep venous or ureter |r||um:s4I
the deep location of the aneurysm, involves Endovascular repair of CIA aneurysms using
ment of the internal iliac artery (IlA), obesity, iliac branched devices ({IBDs) has become
Donas and Biaclax i equally to Six work.
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Why not maintain patency to all internal iliac arteries ?

Not all patients walk enough to claudicate

Not all patients have a significant risk for
spinal cord ischemia

Increased duration and complexity of the
procedure

Cost

Late risk: type lll endoleak
v'Unilateral branch adds 2 joints
v'Bilateral branch adds 4 joints
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CONCLUSION

The ectatic common iliac
should not be ignored

Modern devices provide
safe and effective off the
shelf options for internal
iliac preservation
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