MEDICAL
UNIVERSITY
OF WARSAW

WHICH STENT FOR W

COVERED STENT I

Brodno
BBBBB

Piotr CIOSTEK

d Clinic of General and Vascular Surgery
‘aculty Medical University of Warszaw

Me1



CLOSURES

inancial Support: None.
, _Conﬂict of Interest: None



S thé difference between bare
and covered stent?

Bare stent Covered stent






on of covered and bare
stents

COVERED STENT

1. Expensive, special destiny
2. Closes collaterals

3. Stops intimal hyperplasia
' restenosis

4. small risk of releasing of
embolic materials

5. Needs bigger access size
for implantation



1ology to be treated

BARE STENT
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aortoiliac occlusions

reatment ? Yes!!

oives good results

ing number of papers confirms good
of endovascular aortoiliac stenting and
ority of covered over bare stents in this

All endovascular procedures on aorta are executed against TASC II
- recomendations
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COVERED STENT IS BETTER?

ases of aortoiliac

2 level of aorta’s
rcation and iliac arteries can
reated with both: bare and
covered stents




3% to 8.5% of
patients with
aortoiliac occlusive
disease.

Juxtarenal aortoiliac
occlusion




SOVERED STENT IS BETTER?

e juxtarenal aortic
lusion use of stentgrafts is the
7 sensible solution because of
e risk of aortic rupture or
sing distal emboli during the
' procedure.




=ndovascular treatment of the juxta-renal
J0TIOsl1ac occlusions during the years
2012-2014
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Polished nitinol
support

Ultra-thin wall
ePFTE tube

Unique, durable
bonding film
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Postdilatation
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18.2 months in average



RESULTS

Patency post-op 100%
3-34 months

Technical success 100%
Myocardial infarction 1/14 (7,1%)
Cerebral accident 0

Pumonary insufficiency 0

Major amputation 0

Graft infection 0

DEATH 1/14 (7,1%)



iinor Complications

Groin haematoma requaring surgical intervention 1/14 (7,1%)

Erectile dysfunction agravation. 1/14 (7,1%)

Renal microembolism with trancient renal dysfunction and 1/14 (7,1%)
recovery in one month






onclusions

tentgrafting for occlusive

a technically feasible and
114% ion for treatment of

iliac occlusive 1se and demonstrates
ood midterm patency.

ethod is particularly useful in high-risk
patients who are otherwise unfit for major
surgical reconstruction.




nclusion

are the best and unavoidable
in restoring blood tlow
ta-renal aorta and iliac



Conclusion

are the best and unavoidable
1 in restoring blood flow






