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* Decision for design components is typically based upon aortic anatomy
* Branches typically require
* greater coverage length
« improve flexibility in design

fing stent a
hn Balloon
* can be problematic in specific anatomies (cranially oriented target vessels)

« Branches are preferred when

Fl « significant distance (> 5 mm) will be present between fenestration and target vessel
uency origin then:

fs =T€ C b v ; ‘ « Fenestration considerations:
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* MAY provide better renal outcomes ???
VBX * Better suited for cranially oriented vessels
* Typically used in narrow aortic lumens
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Effect of bridging stent graft selection for directional branches on |
target artery of
aortic repair in the United States Aortic Research Consortium
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Stent selection

Incorporation aligned by stents

Fenestrations™
iCAST stent graft
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Results: Demographics

Proportion of BECS use over Time
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Results: Primary Patency Renal-Mesenteric TAs

453 6) ICAST stent: | | -
Mean age was 74 (£8) years -
Median follow-up overall was
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VBX stents had a lower primary patency compared to

iCAST at 5 years: 95.5% versus 97%
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Results: Cumulative incidence of TAl, Renal Arteries

Cumulative Incidence
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TAI was significantly higher for fenestrations using VBX stents
compared to iCAST at 9.2% versus 7.4%
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Results: Multivariable and Matched Cohort Analyses

Cumulative incidence of TAl, matched analysis

Independent predictors of TAI
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Matched cohort analysis also
showed that TAl was higher for
fenestrations using VBX stents
compared to iCAST
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Conclusion-Fenestrations

* The performance of both VBX and iCAST as bridging covered stents in reinforced
fenestrations was excellent, with overall freedom from TAI exceeding 90% at 5
years

« Statistically, iCAST stents achieved slightly better overall outcomes in both the
unmatched and matched analyses

* Renal artery incorporation and use of multiple stents within a single fenestration
were independent predictors of TAI

« Limitations of the study include shorter follow-up for the VBX cohort, possible
selection bias, and lack of granular data to detect target artery anatomy

ARC - Directional Branch Results
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What about branch
outcomes?

* Shortcomings for all current bridging stents including VBX
* SESG - more accurate deployment , but sacrifice delivery profile
* Increased risk of stenosis/occlusion
* BESG - foreshortening, lower profile, better trackability?
* Increased risk of endoleaks

* Each stent has its inherent properties and deployment nuances which requires
experience and particular techniques

* VBX does has some specific deployment step to ensure superb outcomes




