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Type A lesions

When Cerab or kissing stents ?

+ Short (s3cm) stencsis of infrarenal acrta
+ Umilataral CIA ooclusson
* Single or multiple stenosis tolaling 3-10 cm involving the

* Unilatoral E1A occlusion not imeohving tha origins of

Type A & B lesions:
No discussion, simple stenting

+ Bulateral CIA ooclushong
* Bilaterpl EIA stenoses 3-10 cm long nal extending into

* Unilaterad EIA stenosis extanding inlo the CFA

But what with Type C & D lesions ?

Type D lesions

+ lnkra-renal aortolac oochision
+ Diffuse disease involving the acrta and Doth iliac areres

+ Difluse multiple stenoses involving the wnitateal CIA,
* Uniminral ncclusions of both ClA and ELA

+ Baatgral
* liac stenoses i patients with AAA reguinng Ireatment

VS

Typae B lesions:

Type C lesions

Unilataral or bilateral stencsas of ClA
Unilatersd or bilatgral single shor (<3 cm) stenosis of EIA

N\

A A
AN

AN

ElA mot extending into the CFA

internal ihac or CRA

thar CFA
Unilaterad EIA occlusion thal involves lhe ongins ol
internal ilac andior CFA

Heavily calcitied unilateral ELA occlusion with or withoul
imvalvamant ol angins of intarnal diac andior CFA

resuiring treatment

ElA, and CFA

A A
VAWAWAN

cCciusaons of ELA

and nol amenable 10 endogralt placement or other
M BONS MBqUINng opan SOMIC OF EBC SUNQENY



Lets start with a simple case,
Case 1:

Woman 61 years old
Moderate claudication , walking distance : 250 m
No E/A index done

Risc factors:

- Inherited predisposition
- Smoking 10 sig/ day

- Dyslypidemia

VS




Single Common iliac Kissing stenting Different stategy
Stenting on the right side both iliacs
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So what did the surgeon and what happened ?
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So he was thinking .... Type A

But it was .... Type D, lesion with
extension into the distal aorta

Type A lesions

* Uni ar a
* Unilgtersd or bilmeral single shor (%3 cm) stenosis of EIA //\

Unilataral or bilateral sienoses of CI4

Typae B lesions:

+ Shor (s3cm) stenosis of Infrarenal acrta
+ Unilatarad CIA ooclusion

L
AN

e N PN PN

* Unilateral EIA stenasis exianding inlo the CFA

+ Unilaterad ElA occlusion ihal involves the ongens of
internal ilac andior CFA

+ Heavily calcitied unilateral ELA occlusion with or withoul
imvalvamant ol angins of intarnal diac andior CFA

Type D lesions

+ lnkra-renal aortolac oochision

+ Diffuse disease involving Ihe aorta and Doth iliac aneries
resuiring treatment

+ Diffuse multiple stenoses involving the wnilaleral CIA,
ElA, and CFA

* Unimieral ooc|usions l:d' bulh ClA and ELA

« Bdateral m
* liac slenoses pllnmswn AARA requInng Ireatment

and not amenable 10 endogralt placement or ather
MSIONS reqUINng opan Soric of (KB surgerny /\\



When do we go for neobifurcation and when do we think about cerab ?

Lesion extension Lesion extension
in aorta 2-4 cm in aorta 1-1.5 cm
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TASC D lesions

_

« Infrarenal aortoiliac occlusion

« Diffuse disease involving the aorta and both
iliac arteries

* Diffuse multiple stenoses involving the

unilateral CIA, EIA, and CFA /
* Unilateral occlusions of both CIA and EIA

¢ Bilateral EIA occlusions

L
/\\ (//\\
N / N &N
amenable to endograft placement /\\ //’\\
VANV ANPA

Open stent ? Coverd stent ?




Covered balloon expandable stents:

 Advanta V12 (Getinge)
B graft ( Bentley)Life stream (Bard BD)
 Bgraft & B graft plus (Bentley)

* | cover (l vascula r), known for visibility of the stent & balloon and low profile

 Life stream (Bard BD)
« VBX (Gore)

Each with there profile, diameters, lenghth, radial force....
( not all individually prooved their concept in RCT’s)
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Two arguments pro covered stents in Tasc D :

- First: Common sense
- Second: Literature

VS

e PTFE covered part Open stent part

Almost no intima hyperplasia Intima hyperplasia !!

Investigating the first selfmade e PTFE covered grafts showed
different intima hyperplasia levels at the open stent part

compare dto Courtesy Dr. P. Goverde

the ePTFE covered part Source www.youtube.com
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Literature

* Flow studies in Aorto-iliac
occlusive model

Open kissing stents means flow
disturbance and therefor intima

hyperplasia

Peak Sysiolic veiccty
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Journal of Vascular Surgery

Volume 66, Issue 1, July 2017, Pages 251-260.

From bench to bedside
Hemodynamic comparison of stent configurations used for aortoiliac occlusive disease

E Groot Jebbink, Varghese Mathai, Johannes T. Boersen, Chao Sun, Cornelis H. Slump, Peter C.J.M. Goverde, Michel
Versluis, Michel M.P.J. Reijnen
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The CERAB® configuration appears to be:
the most unimpaired physiologic reconstruction

° CERAB= Covered Endovascular Repair of the Aorta Bifurcation
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https://www.sciencedirect.com/journal/journal-of-vascular-surgery
https://www.sciencedirect.com/journal/journal-of-vascular-surgery
https://www.sciencedirect.com/journal/journal-of-vascular-surgery/vol/66/issue/1

Covered Versus Balloon Expandable Stent Trial (COBEST trial)
N= 168 iliacs in 125 patients
Primary endpoint freedom from binary restenosis and stent occlusion
@ 1, 6,12, 18 months
Superiority of Covered stents in Tasc C and D lesions

J Vasc Surg 2011; 54:1561-70
e Cobest trial
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Freedom from Binary Restenosis

HR 0.136 (95% CI .042-.442); p=.0056

0.00

I I I I
1 6 12 18
Time (Months)

Number at risk
V12 Stent Group 40 39 38 35

et Bare Stent Group 24 18 16 11
l V ! .’ V12Stent = = 0————- Bare Stent Aind to Limb




e Systematic Review EUR J Vasc Endovasc Surg (2024) 68, 348-358

* Covered Stents Versus Bare Metal Stents in the Treatment of Aorto-lliac disease:
A systematic Review and Individual Participant Data Meta-analysis
- Ultimately CS vs BMS for Tasc C and D lesions included 848 lesions
- Primary patency @ 12, 24, 36 and 48 months
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HR = 0.39 (95% CI 0.27 - 0.57) (p < .010)
{(GRADE, moderate)
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0 12 24 36 48 60 72 84 96 108 120
2 Time since stent placement - mo
No. at risk
— BMS 435 317 234 165 133 121 78 66 40 39 0
= CS 413 300 203 143 109 89 65 54 45 43 0
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In Tasc C & D lesions Covered vs BMS

* Reduced neointimal hyperplasia

* Lower embolisation risks

* Less rupture rate

* Decreased re-intervention risk

e @ 48 month primary patency N=848 patients!

e Covered stents{92,4% J95% Cl 84,7-100%)
e Bare metal stents(80,8%)95% Cl 64,5-100%)

Significant risk reduction for loss of primary patency for CS vs BMS
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Ccasus 2:

Woman, 71 years

-risk factors:
- hyperchlesterolemia
- smoking 10 sig/ day
-TIA

-complains:
- claudication bilateral Right > Left
- walking distance between 50- 100 m

- ABI:
- right 0.6
- left 0.5
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We used the contra lateral antegrade
approach to recanalise the left
common iliac with the use of a
catheter

Than steering the wire in he left sheath

Than pushing the wire up

Than pushing the sheath left
retrograde up

So one guide wire is looped from one
sheath to the other

Other wire is safety wire in right sheath
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Predilatation to make room

6.0-80 balloons both sides
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Angio:
- severe dissection
- subintimal recanalisation

Next step:

- do NOT loose access left !
- SO use left side for aorta stent
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BUT was not done !!
Aorta stent through long sheath on right side

Wire left side was behind the stent ...
not correct technique

Aorto covered stent 10-38
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AFTER:

1/ repositioning the left wire through the aorta stent
check with 100% certainty that second wire
Is in the stent

2/ post PTA proximal Aorta with
non compliant balloon12-38 proximal 2/3
or 15 mm

Advance a large diameter
PTA balloon to adapt proximal
side of the stefitto the aorta wall.




3/ angio to identify left hypogastric

Let Knowledge Flow, from Mind to Limb







Angio: iz R w 12 LG Final Angio:
inflow not exact wall apposition | inflow ok
hypogastric art.ok




In conclusion:

e Kissing stent if there is haelthy aorta (at least 10mm above bifurcation)

 CERAB Tasc D lesions with extention > 10 mm above aorta bifurcation
* Try to perserve hypogastric arteries

- e —— s

* Take notice of importance of the Inferior Mesenteric Artery

* Esp, if Superior Mesenteric Artery is stenosed

* Esp. In patients with previous Colon surgery
(arcade Riolan can be incomplete)

* If IMA is important you can always do a chimney

VS
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