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Secondary interventions after fenestrated/branched aneurysm
repairs are common and nondetrimental to long-term survival

Sara L Zettervall, MD, MPH.? Emanuel R. Tenorio, MD, PhD,” Andres Schanzer, MD* Gustavo 5. Oderich, MD,”
Carlos H. Timaran, MD Darren B. Schneider, MD.” Matthew Eagleton, MD, Mark A. Farber, MD?

Warren J. Gasper. MD.” Adam W. Beck. MD,' and Matthew P. Sweet. MD, MS:® on behalf of the UsS. Fenes-
trated and Branched Aortic Research Consortium.* Seattle, Wash: Houston and Dallas. Tex: Worcester and Boston.
Mass: Philacelphia. Pa: Chapel Hill, NC: San Francisco, Calif and Birmingham. Ala

1681 patients

385 (23%) had reinterventions
* 101 (26%) more than one reintervention
* Higher rates of aortic dissection

10% stenosis / occlusions

JAMASurgery | Review

Management of Endoleaks After Elective Infrarenal Aortic|
Endovascular Aneurysm Repair

A Review

Sebastian Cifuentes, MD; Berardo C. Mendes, MD; Armin Tabiei, MS; Salvatore T. Scali, MD:;
Gustavo's. Oderich, MD; Randall R. DeMartino, MD, MS

« Review of articles 2002-2022
* Summary of current evidence
* Not a lot of news... but some common sense
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Late type la endoleak
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ENDOLEAKS AND CHRONIC DISSECTION
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TYPE | ENDOLEAKS

* Higher risk of rupture - 4-8%in two years
* Primarily related to the anatomy at time of
index repair
« Treatment is primarily endovascular
« Balloon
* Cuffs
Fenestrated conversion
Endoanchors
Coil/glue
Challenging for previous F/BEVAR grafts
Explantation

DISEASE PROGRESSION

Type | endoleaks in patients
with vulnerable necks
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IMMEDIATE TYPE | ENDOLEAKS SVS practice guidelines for the care of patients with

an abdominal aortic aneurysm: Executive summary
* Concern for maintenance of high arterial Bl G, D 507 D € B, MD Row . D, D i Mt

pressurein the aneurysm sac FrankJ. Veich, M i, G Boston, Mass; Palo Ala, Calif: Piesbuh, Pa; Rochester, NT; S Lo, Mo; Dadlos

Te; Ann Arbor, Micl and Cleveland, Obio

Type I endoleak occurs in the absence or loss of com-
plete sealing at the proximal (Type 1A) or distal (Type 1B)
end of the stent graft. Type T endoleak is associated with

« Translating, in theory, into similar or increased significant pressure clevation in the sac and has been linked to [ 73y [ endoleats should be treated.

risk of aneurysm rupture 3 continued risk of rupture. Every attempt should be made to
resolve Type I endoleaks noted at the time of EVAR before
the patient leaves the intervention suite. On occasion, small

Level of recommendation Strong
Quality of evidence: High

sistent Type I endoleaks may be observed and if endovas
cular intervention has been unsuccessful, the only alternative is MAYO
surgical conversion. CLINIC
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The Society for Vascular Surgery practice guidelines on the @(Mm
care of patients with an abdominal aortic aneurysm

Ellot L Chaikof. MD, PhD.” Ronald L Dalman. MD.* Mark K. Eskandari. MD Benjamin M. Jackson, MD.
W. Anthony Lee, MD M. Ashraf Mansour, MD, Tara M. Mastracci. MD? Matthew Mell, MD. . . .
M. Hassan Murad, MD. MPH." Louis L Nguyen. MD, MBA. MPH_ Gustavo S. Oderich. MD. ¢ Direct therapy is advised for type

Madhukar S. Patel, MD. MBA, ScM.** Marc L Schermerhorn, MD, MPH." and Benjamin W. Stames, MD,
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IMMEDIATE TYPE | ENDOLEAKS

oleak may seal and can be W Gther options for type IA endoleak treatment include
it is preferable fthat when a type | endoleak is [flembolization with coils or glue, proximal extension
repair, every attempt should [llwith a chimney approach”® and conversion to a fenes-
be made to treat it before the conclusion of the proced- [fitrated endograft.”” Atype B endoleakis treated with distal
ure. Balloon molding of the proximal seal zone, place- [flextension of the iliac limb if repeated angioplasty fails to .
ment of a proximal cuff, and endostaples have all been [feliminate the endoleak. It may be necessary to extend the not possible
used with varying degrees of success®“ Endostaples [Jendograft to the extemal iliac artery with coil occlusion of . . .
may reduce the risk of endograft migration and a type [i7¢,HA Conversion to open repair should be considered Open conversion highly morbid
: in the presence of a persistent type IA endoleak.
|A endoleak. but long-term data are limited.

Fenestrated conversion
technically demanding
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We recommend treatment of type | endoleaks.
Level of recommendation 1 (Strong) A
Quality of evidence B (Moderate) N

Select early type IA endoleaks after endovascular aneurysm
repair will resolve without secondary intervention TYPE IIENDOLEAKS

Thomas F. X. O'Donnell. MD, Michael R. Corey, MD, Sarah E. Deery. MD, Gregory Tsougranis, BS. TYPE 2 ENDOLEAKS AFTER EVAR

Rohit Maruthi, BS, W. Darrin Clouse. MD, Richard P. Cambria, MD, and Mark F. Conrad, MD, MMSc,|
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* 122 patients (8%) with type la endoleak T Ptk
 Balloon, cuff, Palmaz stent or endoanchors N

* 43 patients (35%) had persistent endoleaks i St i
-~ At1month, 16 (13%) persisted FALAN-GS0RK e e G st S U o
* Atiyear, 6(6%) persisted Extensive neck calcification p“m,”,m“ w vmm :

* 3ruptures (2.4%) Only independent predictor of e —

* Overall survival similar persistent type la endoleak




TYPE Il ENDOLEAKS

* Most common / 50% of endoleaks
¢ Less aggressive intervention

* 5->10mmgrowth
¢ More aggressive investigation

* Rule out type | or lll endoleaks

» Extremely rare to cause rupture or to progress to type |

MAYO CLINIC

SERVING HUMANITY

MAYO
CLINIC

7y

11/20/24

CONCLUSION

* Endoleaks continue to plague patients after EVAR /
FBEVAR

* Management has become less aggressive over
time...

» ...but indications for reinterventions are still led by
endoleaks

* Precise diagnosis of the endoleak type and source is
the most critical aspect in reintervention planning
and prevention of rupture



