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Objective: The European Society for Vascular Surgery (ESVS) has developed clinical practice guidelines for the
care of patients with descending thoracic and thoraco-abdominal aortic pathologies, in succession to the 2017
version, with the aim of assisting physicians and patients in selecting the best management strategy.
Methods: The guidelines are based on scientific evidence complemented with expert opinion on the matter. By
summarising and evaluating the best available evidence, recommendations for the evaluation and treatment of
patients have been formulated. The recommendations are graded according to the ESVS grading system, where
the strength (class) of each recommendation is graded from | to Il and the level of evidence from A to C.
Results: One hundred and twenty-nine recommendations have been issued across the following main topics: (1)
acute thoracic aortic syndrome; (2) chronic type B aortic dissection; (3) descending thoracic and thoraco-
abdominal aortic aneurysms; (4) ruptured descending thoracic and thoraco-abdominal aortic aneurysms; and
(5) blunt thoracic aortic injury. Additional topics include genetic aortopathy, floating thrombus and shaggy
aorta, inflammatory aortitis, mycotic aortic aneurysms, coarctation of the aorta, aberrant subclavian artery,
and service standards such as surgical volume, imaging, risk assessment, and optimisation. Special
considerations include pregnancy, left subclavian artery revascularisation, spinal cord ischaemia, stroke
prevention, vascular access, and the patient’s perspective. A final chapter addresses unresolved issues.
Conclusion: These clinical practice guidelines provide comprehensive, up to date advice to clinicians and
patients on the management of descending thoracic and thoraco-abdominal aortic pathologies.

Keywords: Aneurysm, Aortic, Descending thoracic aorta, Dissection, Guideline, Thoraco-abdominal aorta
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Hlavni témata v oblasti patologie brisni aorty

disekce
(vzacné v této
oblasti)

* 255 mm (muzi),
« 250 mm (zeny) e 240 mm

* shaggy aorta * rychla progrese rlistu k elektivnimu vykonu



Grading Scheme for Aortic Atheroma

Aorta a aterosklerotické postizeni | s oo m

I Normal Normal intima <2 mm
. . . . 2 Mild Intimal thickening ~ >2to <3 mm
statiny, antihypertenziva, antiagregace 5 Medeme Abeom  >3o<dmm
4 Severe Atheroma >4 mm
5 Complex  Atheroma Any thickness =2 mm with
4-5: vyssi riziko embolizace, ﬂmbllt “,r u?umwd
LHDI[J{JI'ILDIH
SAPT+statin, ne DAPT
Recommendations Class Lewel
Primary prevertion
In patients with severe/fcomplex aortic atheromatous plaques, statins should be la c
considered to decrease progression and risk of O events.
SAPT with clopidogrel or low-dose aspirin should be considered in severefcomplex lia c
plaques.
Anticoagulation or DAPT are not recommended in aortic plagues since they present no - c
benefit and increase bleeding risk.

Secondary prevention after an embolic evert refated to aortic aotherosclerosis
In patients with an embolic event and evidence of an aortic arch atheroma, intensive lipid

management to an LDL-C target <1.4 mmwol/L (<55 mg/dL] is recommended to prevent |
recurrences.

In patients with an embolic event and evidence of an aortic arch atheroma, SAPT is i c
recommended to prevent recurrences.
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Implikace zjisténi aneuryzmatu hrudni a/nebo €M
abdominalni aorty

Recommendations Class Lewel
When an aortic aneurysm is identified at any location, assessment of the entire aorta is
. . | C
recommended at baseline and during follow-up.
When a TAA is identified, assessment of the aortic valve [especially for BAV] is . c
recommended.
When an AAA iIs identified, evaluation of the presence of aneurysm in the femoro-popliteal
. . Ila C
arterial segment should be considered.
Patients with aortic aneurysm are at increased risk of OJ/D, thus general OV prevention
i Ila C
should be considered.
®
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Aneuryzmata hrudni a brisni aorty

A Crawford Classification of Thoracoabdominal Aortic Aneurysms
Extent | Extent Il Extent Il Extent IV Extent V
Arises near the Arises near the Arises distal to Arises from the level Arises distal to
left subclavian artery, left subclavian artery,  the T6 interspace, of the diaphragm, the T8 interspace,
extends to the extends through extends through the  extends through the extends to the
renal artereis the abdominal aorta abdominal aorta abdominal aorta renal arteries
8

( A
B Classification of Abdominal Aortic Aneurysms

Operace/TEVAR/EVAR: 2 60 mm (= 55 nizké oper. riziko)

Suprarenal Pararenal Juxtarenal Infrarenal
Involves one or more Involves origins of Involves aorta Involves aorta
visceral arteries proximal the renal arteries but immediately distal distal but not adjacent
to the renal arteries not the proximal aorta to the renal arteries to the renal arteries

2 55 mm resp. 50 u zen pri oCekavaném doziti > 2 roky

Sakuldrni: =45mm



Frekvence sledovani AAA ultrasonograficky

Recommendations Class Lewel

DUS surveillance is recommended every 6 months in men with AAA of 50-55 mm and in
women with AAA of 4550 mm.

CCT or CMR is recommended if DUS does not allow adequate measurement of AAA
diameter.

DLUS is recommended for AAA surveillance. |

DUS surveillance every 3 years should be considered in patients with AAA of 30—<40 mm. [ =
DUS surveillance should be considered annually in women with AAA of 40—<45 mm and in Ila
men with AAA of 40—<50 mm.

DUS surveillance should be considered every 4 years in patients with aortic diameter =25

mm and <30mm and life expectancy >2 years. fia

-- B - M A - -

(]
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oGlC

___________ S35 ;60':9
Characteristic / favnurs open repair RN Fawours endovascular repair
Biclogical age and life sYounger age \ e Older age
expectancy o Considerable life expectancy with : o Limited life expectancy

Anatomical considerations

Pathological
Background/causal factor |
Cardiopulmonary condition)
Fitness I

l
|
|
|
|
|
|

Urgency

’ — _— _— —_— | —

acceptable quality of life

o If gortic and branch anatomy preclude -Surl:able proximal and distal landing zones

endovascular approach | * Favourable visceral and renal configuration
» Poor vascular access | *Vascular access obtainable
*Chronic dissection | *Acute dissection
» Hereditary aortic disease | * Degenerative aortic disease
» Good cardicpulmonary resense 1 * Poor cardicpulmonary resense
» No significant comorbidities | *Severe organ impairment [renzl, kidney,
o Successful rehakilitation likely I pulmonary)
I s Obesity
| s Limited mobility, unlikeby to rehabilitate
I successfully
» Elective repair | s Elective repair
* Emergency repair without a viable l'e Eme rgency repair with time for custom-made
gndovascular solution , 8graftorsuitable for standard grafts

S - - -
L

04 B Guicle lines Far the m armagesm en tperip heral arterial and aark dscsases
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A

AAA: endovaskularni vs chirurgicka revaskul.

EVAR-first (kde anatomie dovoli) Chirurgie:

e personalizace * mladsi pacient

* anatomie (kréek, a. iliaca) * dlouha zivotni prognoza
, L y * nevhodna anatomie pro EVAR
* neplati: ,one-size-fits-all

e fenestrované / vétvené grafty

* reseni ilickych aneuryzmat Periprocedurdini mortalita danda u vétsiny diky
prit. ICHS, nicméné u stabilnich nem. neni

Limitace EVAR ,preventivni“ revaskularizace myokardu

* reintervence indikovana - nezlepsuje preziti

* endoleaky

* potreba dozivotniho sledovani



@ESC

ferdere INTERVENCE — ANEURYZMATA

d @ ok AORTY

34 mm 31 mm arch

g 9 — ] Obl. Valsalvova sinu:
Proximal aortic arch 37 mm 34 mm C)z Q romm.a
descending >45 mm
Ascending aorta 40 mm 36 mm 29 mm 26 mm aorta
— Aorta ascendens:
d‘ 9 Thovracic 2 50'55 mm
 descending s .
Sinotubular junction 38 mm 33 mm aorta Aortalnl ObIOUk.
Sinus ofVaIszaIva 40 mm 34 mm dl Q Distal 2 50-55 mm
(<22 mm/m?) 23 mm 20 mm 9e%cending Aorta descendens:
> 55-60 mm
6 -
7 Abdominalni aorta:
8

muZzi 2 55 mm
zeny 2 50 mm

g & Q Abdominal

23 mm 19 mm aorta

+ aortic size index (prdmér/BSA)
+ rychlost rlstu
h + lokalizace

@ Esc— + etiologie (genetika, BAV, ..)



AAA
souhrn

Recommendations Class Level
Elective repair is recommended if AAA diameter is 55 mm in men or 250 mminwomen. |1 AN
In ruptured AAA with suitable anatomy, endovascular repair is recommended over open

. . . L . | B
repair to reduce peri-operative morbidity and mortality.
Prior to AAA repair, DUS assessment of the femoro-popliteal segment, to detect la B
concomitant aneurysms, should be considered.
In patients with AAA with suitable anatomy and reasonable life expectancy (>2 years), la B
EVAR should be considered as the preferred therapy, based on shared decision-making.
In patients with unruptured AAA and aneurysm growth 5 mm in 6 months or 210 mm per b C
year, repair may be considered.
Elective repair for patients presenting with a saccular aneurysm 245 mm may be b C
considered.
In patients with AAA and limited life expectancy (<2 years), elective AAA repair is not . 3
recommended.
Prior to AAA repair, routine evaluation with coronary angiography and systematic . c
revascularization in patients with chronic coronary syndromes is not recommended.

2024 ESC Guidelines for the management peripheral arterial and aortic diseases
(European Heart Journal; 2024 - doi: 10.1093/eurheartj/ehae179)



ESVS 2026 - Aorta

Hlavni témata:

e Endovaskularni [éCba prioritné, kdykoliv
je anatomicky schadna.

* Multidisciplinarni pfistup: centralizace v

komplexnich specializovanych centrech a
duraz na multioborové indikacni seminare

 Doklady kvality péce na podkladé dat —
registry, reporty, dokladani kvality péce ...

* hledani ,neprobadanych oblasti
evitéllence”— planovani prospektivnich
studii.

Pristup na zakladé charakteristik pacienta —
funkéni statut a perspektivy do/preziti.

Eur J Vasc Endovasc Surg (2026) 71, 172—270




ESVS 2026 / hrudni aorta

DISEKCE

Recommendation 49

Changed

Patients with chronic type B aortic dissection are
recommended for life long antihypertensive therapy, with
target blood pressure < 130/80 mmHg, and surveillance with
serial cross sectional imaging after six and 12 months and
thereafter individualised as appropriate.

TROMBUS V HRUDNI AORTE

Recommendation 76

New

Recommendation 111

Class Level Reference

[ GO ST

Recommendation 52 Unchanged

Patients with chronic type B aortic dissection and an aortic
diameter = 6.0cm should be considered for repair, taking
into account fitness, aneurysm anatomy, and patient
preferences.

Class

For patients without an increased bleeding risk, temporary
dual antiplatelet therapy may be considered after
endovascular thoraco-abdominal aortic aneurysm repair
with fenestrated or branched endografts to reduce
thrombotic complications and improve target vessel
patency.

Class

Level Reference

Escalation of antithrombotic therapy is not indicated for
asymptomatic mural thrombus in the descending thoracic
aorta.

Class Level Reference

(ma [ [Consensus

i [ comensus

Recommendation 135

Changed

JIE] C

Recommendation 53 Unchanged

Patients with an iliac artery aneurysm (common iliac artery,
internal iliac artery, and external iliac artery, or combination
thereof) should be considered for elective repair at a
diameter of = 40 mm.

Class

Level

References ToE

A lower aortic diameter threshold (=5.5cm) for repair may
be considered in selected patients with chronic type B aortic
dissection.

Class

ITb c

* Based on aortic size index or significant growth.

Ila Charisis et al (2021),
Laine et al (2017),""%
Krupski et al. (1998),'°5
Chaer et al. (2008),"""*
Steenberge et al. (20232),'"7
Huang et al. (2008),"""
Jalalzadeh et al. (2020),' %!
Fossaceca et al. (2015),""
Kasirajan et al. (1998)," "
Kobe et al. (2018)"7%

Recommendation 112

Antithrombotic therapy should be considered for
symptomatic thrombus or asymptomatic “floating”
thrombus in the descending aorta.

Class Reference

Level

i [ Consersus

Recommendation 113

Endovascular intervention may be considered for
symptomatic thrombus or asymptomatic “floating™
thrombus in the descending aorta when medical
management is unsuccessful.

Class Level Reference

i c




Periferni tepenneé
postizeni (PAD):

aortolicke léze
(AIOD)




Aorto-ilicka okluzivni nemoc / AIOD

Table 1: Surgical vs Endovascular Treatment of AOID

* (asympt.) - klaudikace (hyzdé, stehna) — kr QpEriByEEss | T e e ar
Treatment

* nad 70 let: 15% Weighted mean patient age 60.4 years 60.8 years

. 0 . M length of hospital st 13d 4d

* Lerichelv syndrom (Rene Leriche 1879-19-——" "1 5P 53¥ 3¥2 S

.., L, Complication rate 18.0% 13.4%

dysfunkce + chybejici femoralni pulzace v 13042y mortality > 6% 0.7%

« diferencialné diagnosticky: vendzni klaudi|Peoled primary patency - 1 year i 85il b

muskuloskeletélm’) Pooled primary patency - 3 years 86.0% 80.0%

Pooled primary patency - 5 years 82.7% 71.4%

Pooled secondary patency - 1 year 95.7% 90.0%

. _ Pooled secondary patency - 3 years 91.5% 86.5%

* Lécba: chirurgicka vs endovaskularni Pooled secondary patency - 5 years 91.0% 82.5%

All values are statistically significant

Adapted from: Indes JE, Pfaff MJ, Farrokhyar F, et al. Clinical outcomes of 5358 patients undergoing direct
open bypass or endovascular treatment for aortoiliac occlusive disease: a systematic review and meta-analysis. ]
Endovasc Ther. 2013:20(4):443-455. doi:10.1583/13-4242.1

Frederick M, et al. Leriche syndrome. J Gen Intern Med 2010; 25(10): 1102-4



TASC Il klasifikace (2007

endovaskularné chirurgicky

TASC A TASCEB TASCC TASCD

A AAY O A A
A AN ANAAD

Type A lesions 1. Single stenosis less than 3 cm of the ClA or EIA (unilateral/bilateral)

Type B lesions Unilateral EIA occlusion not involving origin of internal iliac artery or the CFA

2. Single stenosis 3-10 cm in length, not extending into the CFA

3. Total of 2 stenoses 3-10 cm long in the CIA and/or EIA and not extending into the CFA
4. Unilateral ClA occlusion

Type C lesions Unilateral EIA occlusion involving origin of internal iliac artery and/or the CFA

5. Bilateral 3-10 cm long stenoses of the CIA and/for EIA, not extending into the CFA
Unilateral ElA occlusion not extending into the CFA
Unilateral EIA stenosis extending into the CFA

6.
7.
8. Bilateral ClA occlusions
9.

Diffuse multiple unilateral stenoses involving the CIA, EIA, and CFA (usually more than 10 cm)
10. Unilateral occlusion involving both the CIA and EIA
11. Bilateral EIA occlusions
12. Diffuse disease involving the aorta and both iliac arteries
13. lliac stenoses in a patient with an abdominal aortic aneurysm or other lesion requiring aortic oriliac surgery

Type D lesions

Norgren L, Hiatt W, Dormandy J, et al.
Inter-Society Consensus for the Management of Peripheral Arterial Disease (TASC Il)
Journal of Vascular Surgery, 45, 2007, S5-S67



Aorto-ilické stendzy / okluze (AIOD)

Endovaskularni pristup
* first-line u vétsiny lézi (ESC trend)
* PTA, stenty - covered, bare-metal

* CERAB — lepsi anatomicka rekonstrukce:
stentgraft infrarenalné+2 stentgrafty do ilik

+ IVUS, intravaskularni lithotripse, aterektomie

Hybridni vykony

 kombinace:
» endovaskularni + chirurgické bypassy

Chirurgie
* aortobifemoralni bypass
 aortoilicky bypass, ilikofemoralni bp

 (aortoilicka endarterektomie)

Indikace:
* dlouhé TASC D léze
* selhani endovaskularni Iécby




Fra CERAB: Covered Endovascular
Reconstruction of the Aortic Bifurcation



COBEST trial = multicentricka studie

Durability of the balloon-expandable covered
versus bare-metal stents in the Covered versus
Balloon Expandable Stent Trial (COBEST) for

the treatment of aortoiliac occlusive disease

Bibombe I'. Mwipatayi, MMed (Surg), FCS (SA), FRACS,"" Surabhi Sharma, MBBS,"

Ali Daneshmand, MD,* Shannon D. Thomas, BMedSec, FRACS, Vikram Vijayan, MRCS, FRCS,*
Nishath Altaf, PhD, FRCS," Marek Garbowski, MB BS, FRACS," and Mark Jackson, MD, FRACS,® on
behalf of the COBEST co-investigators,” Perth, Sydncy, and Oueensland, Ausralia; and Singapore

Obsjective: The Covered vs Balloon Expandable Stent Trial (COBEST) is the first multicenter trial to investigate the patency
of covered stents (C8s) and bare-metal stents { BMSs) in the treatment of aortoiliac arterial discase. The short-term results
demonstrated that CSs were superior to BMSs in maintaining patency for TransAtlantic Inter-Society Consensus (TASC) C
and D lesions at 18 months and were equivalent to BMSs for TASC B lesions. The current study was conducted to determine
if the initial patency advantage of CSs over BMSs was sustained ar the 5-year follow-up.

Methods: A retrospective post hoc analysis of COBEST was performed. Originally, 125 patients with 168 iliac arteries were
prospectively enrolled and randomly assigned to receive a C8 or BMS. In this study, 77 of the 125 patients (61.6% 119
limbs) were assessed at 60 months for the primary and secondary end points, with particular attention paid to the
outcomes stratified according to TASC lesion severity. The primary end point was the rate of binary stenosis or freedom
from stent occlusion of the treated area, as determined by ultrasound imaging or quantitative visual angiography.
Results: The 5-vear results of the COBEST showed that the C$ had a significantly higher patency rate than the BMS at 18,
24, 48, and 60 months (95.1%, 82.1%, 79.9%, 74.7% for C§ vs 73.9%, 70.9%, 63% and 62.5% for BMS; log-rank test,
P = .01). On multivariate analysis, the type of stent used (hazard ratio [HR], 2.797; 95% confidence interval [CI], 1.471-
5.318; P = .002) and the Rutherford classification { HR, 2.019; 95% CIL, 1.278-3.191; P = .026) significantly affected
the adjusted primary patency. On subgroup analysis, the C5 showed significantly higher patency and a survival benefit
compared with the BMS in TASC C and D lesions ( HR, 8.639; 95% CI, 54.153-75.753; P = .003). Moreover, fewer
paticnts received target limb revascalarization in the C$ group than in the BMS group (odds ratio, 2.32; 95% CI, 1.47-
3.36; P = .02); however, there was no statistically significant difference in the rate of amputations between the groups.
Conclusions: The 5-year results of the COBEST demonstrated that the CS has an enduring patency advantage over the
BMS in both the short and long terms. Furthermore, the C8 showed acceptable patency rates for the treatment of more
severe TASC C and D lesions, and patients who received a CS required fewer revascularization procedures. However, the
choice of stent did not affect the rate of major limb amputations. (] Vase Surg 2016:64:83-94.)

e prichodnost Covered Stents a Bare Metal
Stents po 5 letech, TASC Il Iéze C/D

* CS - vysSi pruchodnost nez BMS
po 18, 24, 48 a 60 mes.:

CS: 95.1%, 82.1%, 79.9%, 74.7%
BMS: 73.9%, 70.9%, 63% a 62.5%
p=0.01



Porovnani stentu — studie DISCOVER

Editor's Choice - Two Year Results of the
Randomised DISCOVER Trial Comparing Covered

Versus Bare Metal Stents in the Common Iliac Artery Bare Metal Stents (BMS) versus covered Stents (CS):

Joost A Bekken 1, Dammis Vroegindeweij 2, Jan Albert Vos 3, Jean-Paul P M de Vries *,

Jan Willem H P Lardenoije 2, Bart-Jeroen Petri &, Maurice E N Pierie 7, Vincent van Weel &,

Joep AW Teijink 2, Bram Ficole 1©

Affiliations + expand

spolecné ilické tepny, |éze >3 cm, i , A" |éze

Free article

Abstzac 174 koncetin (2012-2019)

Objective: It has been suggested that covered stents (CS) may lower restenosis rates compared with
bare metal stents (BMS) after endovascular treatment of the common iliac artery. This trial aimed to
provide additional evidence on the efficacy of CS vs. BMS in the common iliac artery.

Methods: This multicentre, randomised, single blind controlled superiority trial compared balloon

expandable CS and balloon expandable BMS for advanced atherosclerotic lesions in the common iliac P 2 I h °
artery; this was defined as a stenosis > 3 cm in length or occlusion. The primary end point was o e e c °

freedom from binary restenosis after two years of follow up. The study was conducted according to

-trl:ieaIp:’:;nissif:s&lgfrFt{f;eg;e)ftlaration of Helsinki (version: October 2008) and registered with the Dutch ° b e Z re St e n OI Zy : 84’ 7 0/0 B M S a 8 9 ) 1 0/0 CS

Results: One hundred and seventy-four limbs were included between 2012 and 2019 with 87 limbs in

each group. Six patients crossed over from the BMS group to the CS group but were analysed ° b k I N 0 0

according to an intention to treat principle. Freedom from binary restenosis after two years of follow e Z O u Ze ° 9 5 /0 B M S a 8 7’ 4 /0 CS
up was 84.7% (95% CI 76.7 - 92.7%) in the BMS group and 89.1% (95% Cl 82.4 - 95.8%) in the CS

group (p = .40). Freedom from occlusion was 95.0% (95% C1 90.3 - 95.7%) in the BMS group and

96.4% (95% Cl 92.5 - 100%) in the CS group (p = .66). Freedom from target lesion revascularisation

was 91.1% (95% Cl 84.8 - 97.3%) and 95.2% (95% Cl 90.7 -99.7%), respectively (p = .31). Technical
success, complications, haemodynamic success, and clinical success were also comparable between

both groups. Per-protocol analysis did not affect the outcomes of the study. > bez rozd I’I u ( I e h EI’ p a C i e nti N ei Vv CO B EST)

Conclusion: No difference was found between balloon expandable CS and BMS for treating advanced
atherosclerotic lesions of the common iliac artery.

Keywords: Aortoiliac occlusive disease; Bare metal stents; Common iliac artery; Covered stents;
Peripheral artery disease; Randomised controlled trial.



Management of Extensive Aorto-Iliac Disease: A
Systematic Review and Meta-Analysis of 9319
Patients

Murtaza Salem 1, Mohammed Sayed Hosny 2 Federica Francia 2, Morad Sallam 2,
Athanasios Saratzis #, Prakash Saha 2, Sanjay Patel 2, Said Abisi 2, Hany Zayed 2

Affiliations + expand
PMID: 34279686 DOI: 10.1007/s00270-021-02785-6 (A4

Abstract

Purpose: Despite advances in endovascular management of acrto-iliac occlusive disease (AIOD)
including covered endovascular reconstruction of aortic bifurcation (CERAB) techniques, guidelines for
management of symptomatic Trans-Atlantic Inter-Society Consensus (TASC Il) type C/D lesions favour
open surgical revascularisation. This meta-analysis investigates outcomes in patients with TASC Il C/D
lesions treated with open bypass procedures (OS), standard endovascular treatments (SEV) or CERAB.

Methods: Multiple databases (MEDLINE, EMBASE and the Cochrane database) were searched to
identify studies reporting endovascular and open treatment of extensive AIOD. Studies were
independently assessed. Outcomes reported included 30-day morbidity/mortality and patency rates.

Results: A total of 9319 patients undergoing intervention for extensive AIOD were identified from 66
studies. Median patient age was 64 years (n = 3204) for SEV, 58 years (n = 240) for CERAB and 59
years for OS (n = 5875). Pooled meta-analysis for 30-day morbidity in patients undergoing SEV,
CERAB and OS was 9, 10 and 15%, respectively. Thirty-day mortality rate was 0.79, 0 and 3% in the
SEV, CERAB and OS groups, respectively. In these groups, one-year primary and secondary patency
was 90, 88, 96 and 96, 97, and 97% whilst three-year primary and secondary patency was 78, 82, 93
and 93, 97, 97% respectively. Five-year primary and secondary patency was 71 and 89% for SEV and
88 and 95% for OS, respectively. CERAB data were only available to 3 years.

Conclusions: This meta-analysis shows that thirty-day morbidity and mortality favours endovascular
techniques. Primary patency remains better with OS in both early and midterms;; however, secondary
patency is comparable in all groups. These findings suggest that SEV/CERAB may be considered as an
alternative to OS in higher-risk patients.

Keywords: Aorto-iliac disease; CERAB; Open bypass surgery; TASC C and D.
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Abstract

Purpose: The treatment of aortoiliac occlusive disease (AIOD) has largely shifted to endovascular
techniques, with primary stenting constituting the preferred treatment approach. The goal of the
current study was to summarize available literature and to determine whether covered stents are
superior to bare metal stents for the treatment of AIOD, in terms of both periprocedural and long-
term outcomes.

Methods: A meta-analysis of 47 studies was conducted with the use of random effects modeling. The
incidence of adverse events during follow up among the individual included studies was synthesized.

Results: Most of the lesions were located at the common iliac arteries and were chronic total
occlusions. The procedure was technically successful in almost all cases in both groups, with a low rate
of periprocedural complications observed in both groups. The reported primary patency rates for the
non-covered and covered stent group during an average follow up of 24.3 months among the
individual studies, were 84% and 92% respectively, while surgical or endovascular re-intervention was
required in 10% of non-covered stent cases and in 6% of covered stent cases. Eight studies comparing
covered vs non-covered stents in terms of patency demonstrated superiority of covered stents (OR:
2.47;95% CI: 1.01-6.01; p = 0.047 Combining TASC C/D lesions together 12 studies reported 92%
(95%C1:89%-95%) primary patency in the covered stent group, while 7 studies reported 75% (95%Cl:
60%-88%) primary patency for cases treated with non-covered stents.

Conclusion: This study demonstrated that covered stents are safe and effective when utilized for the
treatment of AIOD. Covered stents were associated with a statistically significant higher odds of
primary patency in both the overall cohort and in more complex TASC C/D lesions. However,
additional high-quality comparative analyses between covered vs bare metal stents and between
several types of covered stents are needed to determine the most optimal treatment modality for
AIOD.

47 studii, vetsina lézi v AIC a Slo o okluze

Stanoveni superiority potahovanych stentu
(CS)

Technicky uspéch procedury vysoky v obou
skupinach, mala cetnost komplikaci

Primérna doba sledovani 24 mésicu
Primarni pruchodnost — BMS: 84%, CS 92%
Reintervence — BMS 10% a CS 6%

8 studii porovnavajicich BMS vs
potahované stenty prokazalo superioritu CS

(OR: 2.47; 95% CI: 1.01-6.01; p = 0.047)
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Purpose: To analyze the safety and effectiveness of covered balloon-expandable (CBE) stent grafts for
treatment of acrtoiliac occlusive disease (AIOD) from publications between 2000 and 2024.

Materials and methods: A PubMed systematic literature review search was conducted to expand a
previous review (2000-2019) and include publications between 2020 and 2024, Terms included
balloon-expandable/expanding, iliac, and specific stent graft names. Study eligibility criteria included
=5 patients with AIOD treated with CBE stents and reports of patency or freedom from target lesion
revascularization (fTLR). Primary, primary-assisted, and secondary patency and fTLR rates at 1, 6, 9, 12,
24, 36, 48, and 60 months were analyzed.

Results: The search identified 252 records; 25 studies (29 publications) met eligibility, resulting in
1,983 patients included in the meta-analysis. The stent grafts included Advanta W12 Balloon
Expandable Covered Stent/iCast Covered Stent System (Advanta V12/iCast; Getinge Maquet, Rastatt,
Germany), GORE VIABAHN VBX Balloon Expandable Endoprosthesis (WVBX Stent Graft; W. L. Gore &
Assaociates, Inc. Flagstaff, Arizona), BeGraft Peripheral Stent Graft System and/or BeGraft Peripheral
Plus Stent Graft (Bentley InnoMed GmbH, Hechingen, Germany), LifeStream Balloon Expandable
Vascular Covered Stent (Becton Dickenson, Tempe, Arizona), iCover Stent Graft (iVascular, Barcelona,
Spain), and mixed-device cohorts. Pooled stent graft primary patency rates at 12, 24, 36, 48, and 60
months were 91%, 85%, 81%, 79%, and 80%, respectively, and fTLR rates were 94%, 91%, 87%, 84%,
and 85%, respectively. Primary patency was higher (P = .05) for VBX Stent Graft than that for W12/iCast
Stent Graft at 6 months (odds ratio [OR], 3.1), 12 months (OR, 2.2), and 24 months (OR, 2.8). The fTLR
was also higher for VBX Stent Graft at 24 months (OR, 1.8; P = .042).

Conclusions: This updated systematic review and meta-analysis and findings, although observational
and not confirmatory, add to the body of evidence supporting the clinical utility of CBE stents in
managing AIOD.

25 studii...... 1 983 pacientl

ADVANTA syst., GORE VIABAHN, BeGraft
syst., LifeStream syst.

Prichodnost: 12 — 24 — 36 — 48 — 60 més.
91% 85% 81% 79% 80%



Soucasné moznosti lecby AIOD

Endovaskularni lé€ba dominuje:
 CERAB — komplexni léze

 Stentgrafty pro okluze, dlouhé léze, tézkeé kalcifikace,
restenozy, bifurkacni léze

» Kovové balon expandibilni stenty pro ostialni
stenozy AIC, kratké rigidni

Chirurgie — aortobifemoralni bypass: nejlepsi

dlouhodoba prichodnost, ale...




