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Risk factors and management for iliac branch occlusion

after endovascular abdominal aortic aneurysm repair

WANG Zheyu, XU Yi, ZHAO Changbo, YANG Shuofei, NI Qihong, CHEN Jiaquan,

WANG Weilun, LI Yinan, GUO Xiangjiang, YE Meng, ZHANG Lan, XUE Guanhua
(Department of Vascular Surgery, Renji Hospital, Shanghai Jiaotong University School of Medicine, Shanghai 200127, China)

Abstract: Objective To analyze the risk factors of iliac branch occlusion after endovascular aneurysm repair (EVAR)
for abdominal aortic aneurysm and the countermeasures. Methods Clinical data of 191 patients with abdominal aortic
aneurysm undergoing EVAR admitted to Renji Hospital, Shanghai Jiaotong University School of Medicine between Jan-
uary 2021 and May 2023 were collected. Using a case-control matched design, the cases with and without iliac branch
occlusion were matched in a 1:2 ratio according to gender, age and commercial type of stent used, as the case group
(n=26) and control group (n=>52). Univariate and conditional Logistic regression analysis was conducted to analyze
the risk factors of iliac branch occlusion in the case group compared with the control group. Iliac branch occlusion was
treated with thrombolysis, balloon dilatation or stent implantation. Results Iliac branch occlusion occurred in 13.61%
(26/191) of the patients after EVAR, and the corresponding treatment was carried out. Among them, 1 patient had

another limb occlusion in the contralateral side after 1 month, and 2 patients were given continuation of thrombolysis
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after thrombus aspiration for 1 day and then balloon dilatation was performed. All patients recovered blood flow from ili-

ac artery after operation. Conditional Logistic regression analysis showed that abdominal aortic bifurcation diameter
<20 mm (OR=4.544, 95%CI. 1.397-14.779) , preoperative severe distortion of iliac artery before operation ( OR =
5.971, 95%CI; 1.528-23.336) and calcification of common iliac artery >50% ( OR=4.165, 95%CI; 1.189-14.587)

were associated with iliac branch occlusion. Conclusion Abdominal aorta diameter <20 mm, severe preoperative dis-

tortion of common iliac artery, and calcification of common iliac artery >50% may be independent risk factors for iliac

branch occlusion after EVAR. It can be improved obviously after embolectomy, balloon dilatation or stent implantation.
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Table 1 Basic information of the patients in case group and control group/n( %)

AR i SR (n=26) KB (n=52)
B 19(73) 38(73)
VRS % 74.04£6.72 73.50+6.50
SRR
Medtronic 9(35) 18(35)
ik 7(27) 14(27)
el 4(15) 8(15)
Cordis 2(8) 4(8)
Sefdt 2(8) 4(8)
Gore 2(8) 4(8)
JERIN ] 4(15) 12(23)
1R ML 10(38) 17(33)
WE R 1(4) 7(13)
A by 1(4) 8(15)
B/ MR TT
g 20(77) 43(83)
WAL 1(4) 3(6)
A 5(19) 6(12)
F2 B fik B g Sl K BB i A4 10(38) 12(23)
BB > 50% 17(65) 17(33)
O BE B0 ok ™ E A 23(88) 20(38)
A oA 1 S e A e e 12(46) 16(31)
M6 3= Sl hkdE B/ B4R/ mm 17.03x1.77 22.38+2.92
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Table 2 Univariate Logistic regression analysis of the correlation between exposure factors and iliac branch occlusion

Ap i %L * RGN A/ ] OR(95%CI) P

RN 0.985(0.131~7.412) 0.989
H 16 34(42)
T 62 51(69)

T L 1.712(0.372~7.878) 0.490
H 27 48(53)
g 51 50(67)

BRI 0.149(0.002~9.461) 0.369
H 8 56(4)
T 70 48(59)

A i s 0.166(0.011~2.405) 0.188
H 9 50(33)
G 69 48(70)

JW6E = 20 ok s % 20 Ik BB 1 A 0.682(0.114~4.086) 0.674
[ 22 47(57)
T 56 50(66)

i/ MRIGTT 0.359(0.025~5.105) 0.450
f 67 52(164)
G 11 24(32)
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Table 3 Conditional multivariate Logistic regression analysis of the correlation between exposure factors and iliac branch occlusion
A B SE OR(95% CI) P
JiE £ ko X EAR 2.864 1.038 4.544(1.397~14.779) 0.012
B LBl o™ s AL 2.745 1.045 5.971(1.528~23.336) 0.010
BB K5 >50% 1.912 0.819 4.165(1.189~14.587) 0.026
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R 15C~25 T, e. AT R2MFENSEQER . BN S RALLH S 1, Flan.36°~42°18", f.
P 2290 Bl - 24005 How 25 R AR RIS Pl DL RS 1 R, IF R Bl 36 B g 41, B 3L R RA 75 T4
TREEZ 5, BN, (15.2+0.2) mm, FoRHd U ER A 35U 220, 7T LV B(27+2) % , ] LLE 8 27 % +
2% MADE B 27+2%
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