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Comparison Of The Cook t-Branch OTS Endograft
Device With The E-nside (Artivion) Multibranched
Device For Juxta- And Pararenal AAAs And TAAAs:

Advantages And Limitations Of Each

M Orrico, MD 
San Camillo-Forlanini Hospital, 

Rome

t-Branch

Advantages
• Longer Follow Up
• Outer Branchesà support in large aortas
• Precision in Release
• Trackability of delivery system 

Limitations
• One measure available for Proximal

Landing (34 mm)
• Outer branches àneeds at least 1/1.5 

cm distance from the Target Vessel
• Almost always needs bifurcated body

E-nside

Advantages
• Different Prox/Dist Diameters

• Less prox coverage
• Land in abdominal aorta

• Preloaded inner branches + partial release 
allow to exit the graft in narrow aortas
• Inner Branchesà FEVAR-like release

Limitations
• OL with bifurcated body can be insufficient

in tortous Abdominal Aortas
• Jump in release
• No active fixation

t-Branch vs                    E-nside

Agenda 
#1 Branches technology

#2 Main graft Characteristics

# 3 Delivery System and release mechanism

OUTER BRANCHES                              VS                              INNER BRANCHES
(preloaded)

t-Branch                       vs                    E-nside

#1 Branches technology

E-nside inner branch release @ level of Target Vessel 

Hostile Aortic renovisceral anatomy/contraindicating FEVAR
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E-nside FEVAR LIKE RELEASE

AVG 52% SUPRACELIAC AORTA COVERAGE
NO SIGNIFICANT KINKING

Post-dissection TAAA with 19-16 mm True Lumen 
Artivion 4 semi-branch CMD

Artivion 4 semi-branch CMD
Post-dissection TAAA with 19-16 mm True Lumen 

< 25 m m < 25 m m

E-nside partial release and alternate catheterization for narrow aortic lumen 

Preloaded Branches & Partial graft release value in narrow aortas

Inner branches Advantageà Narrow Aortic Diameter at Renovisceral level Outer branches AdvantageàLarge Aortic Diameter at renal level & T1EL with Free FlowàRA
difficult to access from below
t-branch repair in PAA afer EVAR à Large aortic diameter + free flow at renal level
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Hostile aortic renovisceral anatomy/contraindicating FEVAR

PAA repair with t-branch àhostile angle of pararenal aorta t-branch àCatheterization of Right Renal Artery from Below and 
balloon assisted delivery  

Hostile Aortic renovisceral anatomy/contraindicating FEVAR

t-Branch &                     E-nside

#2 Main graft Characteristics

Urgent/Emergent J-PAAAs

3 Months CTA 

10 cm TIVTAAA repair with E-nside

10 cm PAA repair with t-branch à shrinkage @ 3 months

Impending rupture of JAAA excluded with E-nside

Aortic Diameter @ Proximal Landing 35 mmà 38 mm graft with less thoracic Coverage
E-nside aortic repair with landing in distal abdominal aorta 
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E-nside Lack of Active Fixation t-branch hooks

TAAA

OS/OL

E-nside overlapping with bifurcated body à insufficient in tortuosities

Urgent/Emergent J-PAAAs

t-Branch &                     E-nside

#1 Branches technology

#2 Main graft Characteristics

# 3 Delivery System and release mechanism

Previous distal surgical repair

No short Custom Grafts
with Inverted Limb

t-branch for evolution after surgical aortic repair
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E-nside release cranial jump

Release Inside dryseal for stabilization

t-Branch & E-nside for J-PAAs
when

1 - Urgent/Emergent J-PAAAs
2- Aortic renovisceral anatomy hostile for FEVAR
Angle/ Target Vessels DiamLarge Aortic Diameter at renal level
4 - T1EL with Free FlowàRA difficult to access from below
5 - Previous distal surgical repair

but…

• Spinal Cord Ischemia
•Native Anatomy

Temporary Sac Perfusion sustained by 
uncompleted bifurcated graft

• FEVAR: PAA 6
                 TAAA 26 (5 type I, 8     
type III, and 13 type IV)
• BEVAR: PAA 7 
                TAAA 28 (5 type I, 9 type 
II, 7 type III, and 7 type IV)

Renal Function Study protocol: 

99mTC DTPA – Dynamic Renal Scintigraphy
-2 weeks preoperatively (baseline) 
-3 months postoperatively
-1 year postoperatively
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Conclusions

• t-branch and E-nside are both valuable options also in J-PAAAs
• Knowledge and experience with both devices allow to address each

particular TAAA/J-PAAAS to the best treatment choice
• In emergent J-PAAAs multibranched devices should be considered
• Some anatomical conditions like an angulated paravisceral aorta/hostile

target vessel take off could be better treated with multibranched devices 
rather than challenging FEVAR
• SCI is a major concern when treating J-PAAAs with a multibranched device
• Hindrance between components may result in anti-anatomical result after 

J-PAAAs multibranch repair with issued in the long run


