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Abstract

Key words

Objective: To analyze the relationship between the anatomic features of the iliac arteries in Chinese patients with
abdominal aortic aneurysms (AAA) involving the iliac arteries and the applicability of iliac branch devices (IBDs)
through a single-center clinical investigation.

Methods: The clinical data of 58 patients with AAA involving bilateral or unilateral iliac arteries admitted in the
Department of Vascular Surgery of Affiliated Zhongshan Hospital, Fudan University from July 2015 to March
2017 were reviewed. The imaging data of the patients were analyzed using a three-dimensional workstation, and
the relevant variables were measured. According to the instructions for use based on anatomic distinctions, the
applicability of two types of IBDs (Cook IBD, Gore IBE) among these patients and their restricting factors were
analyzed.

Results: Of 58 AAA patients, bilateral common iliac arteries were affected in 49 cases and unilateral common iliac
artery was affected in 9 cases. The mean length of affected common iliac artery was (57.9£18.1) mm for the left common
iliacartery and (56.7£17.4) mm for the right common iliac artery, with the mean diameter of (17.7+£7.2) mm for the left
common iliac artery and (25.1£9.4) mm for the right common iliac artery, respectively. Based on the instructions
for use of the two types of IBDs, the ratio of applicability in the affected iliac arteries was 26.1% (28/107) for
Cook IBD and 20.6% (22/107) for Gore IBE. The main restricting factor for Cook IBD was the diameter of the
internal iliac artery <6 or >9 mm (50/107, 46.7%), and the most common reason for exclusion from Gore IBE
was the diameter of the common iliac artery <25 mm (67/107, 62.6%).

Conclusion: The applicability of anatomic criteria-based IBDs in Chinese patients with AAA aneurysms involving
the iliac arteries is relatively low. The unconformities in the diameters of the common iliac artery and internal iliac
artery are the main restricting factors for their use.

Aortic Aneurysm, Abdominal; Iliac Aneurysm; Anatomy; Endovascular Procedures; Stents
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RIGIT R £k (abdominal aortic aneurysms,
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FA W 2l IOk 1 fige F0) 5 R 0T 1] 0L U o 1EL 122 B R X K
SR A R AR AT — e R, N AN IF Y R IE
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Table 1 Anatomic exclusion criteria for the two types of stents

Cook IBD HEBRATHE Gore IBE HEBA7E
RSN <50 mm BBk IR E AR <17 mm
BRI E <20 mm R ki HA% <14 mm
FRIMSNPKALSE <20 mm DI EAE <25 mm
ISR EAR <8 mm ISP E <10 mm
BN <10 mm HONNIKEAZ <6.5 % >25 mm

BEABIIKELAE <6 mm 2 >9 mm BB <10 mm
WENBIIKPZEIAE >509%  BEINSIBK EAR <6.5 B >13.5 mm
A 3k i DX BN <40 mm

1.3 HiE4bE

bR SR+ ARifE2E (xxs) 5P
(g (GER) (M (JERD) 128, T80 b 0 5
(HAE) [n (%) 1w

2 & R

2.1 BEAXRERREXEE

AT S8R AR B s B Eh K S T RIAAA R
A, B5100, L7l FEFER (73.5£7.7) %,
Forp B WM g S s k4o, of, B
ok BB107% ., AAABIKEHY K E N
(103.3 £32.3) mm; A48 SR EAML, 55
A (57.9+18.1) mmHl (56.7£17.4) mm, R
M, SAMESSIKER (17.7+7.2) mmif L,
g Sk AR K (25.1£9.4) mm. Pifll
[F] Bof 32 95 78 58 B 1) BB R N L R A B KK B R
AL (£2) .
2.2 EHMRRIEZSH

AW FE 1107 329 48 % 2 kO P Rl B D 32 48
(36 FHPEZE L3, Xt T Cook IBDH £ Z IR
HI BN KER>9 mmiiFEH <6 mm (1=50,
46.7% ) , VI XHE B Z K EH£<20 mm (n=36,
33.6% ) ; Gore IBEf 3= % (% B2 il J& 4% N 3h Ik &
%#>13.5 mmE{#FH<6.5 mm (n=29, 27.1% ) , LA
Ko Mk HA2<25 mm (n=67, 62.6% ) . 4t
T &5 5 3 B W9 B 32 28 00 i 0058 R 00 00 26.1%
(28/107, Cook IBD) H120.6% (22/107, Gore
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IBE ) o i —F N8I 42.9% (46/107 )
PAAN 5] PR 2R 32 BRI JC % FH Cook IBDSCHE; 3T
1/4RRE S M 23.5% (25/107 ) 52 9 A i i) R &
R . XS F Gore IBEZ B — FT: 55 9 B i ) R 22
PR 1 LE AR 22 B K, 43 3 i 58.8% (163/107 ) Fil
16.9% (18/107) (%4) .

&2 AAA RRBEFNBKEYME KRR EFEIRESH (mm)
Table 2 Relevant anatomic measurements and data analysis of

AAA involving the iliac arteries (mm)

TS b xxs M ()
AAA TRK B 103.3+323 98 (55~220.5)
GBSk CE shifikoT

A ) 131.2+27.6 132 (75.5~226)
ZEAMEE B s bk e KA 17.7+72 16 (7~45.8)
Fr N B s ko kR 25.1+94 22 (8~66)
e N B ke KA 85+54 8 (4~35.1)
A P Bl ik kAR 89+6.2 8 (5~41)
Je AN i S bk 57.9 £ 18.1 59 (28~110)
Fr N BBk 567174 56 (22~102)
ZEAMIEE P Bl kA 44.6 £ 16.5 44 (33~58)
AN N kA 472 +192 46 (35~64)
JEMEE S s bk KAz 98+23 9.8 (3.6~20.6)
F RSN Bl ik kAR 100+14 10 (6.9~14)
e Mg s s ik 170.8 +22.6 167 (123~223)
ARSIk 177.7+23.1 180 ( 129~237)

R3 FHXRE07 ZHFEEMEFWERME [ (%) ]
Table 3 Applicability of the two types of stents in thel07

diseased vessels [ (%)]

- HEBR A ‘
HEBRHRIE T =T St
Cook IBD
WENFIIKITR <638 >9mm  26(53.1) 24(413) 50(46.7)
RN S Z I B A XA 2(41) 1(17) 3(28)
BHNIIKEAR <8 mm 2(41) 3(52) 5(47)
BB E <50 mm 16(326) 15(259) 31(289)
FIMNIKE <20 mm 0(00) 0(00) 0(00)
BRI EAE <20 mm 27(55.1) 9 (155) 36(336)

BN Sk ZESORAE >50%
B <10 mm

Gore IBE
S SIIGEYEEAR <17 mm 12(24.5) 14(31.1) 26(243)
HENFNIKEAR <6.5 3% >13.5mm 15(30.6) 14(24.1) 29(27.1)

2(41) 3(52) 5(47)
2(41) 3(52) 5(47)

B EBIIKE <40 mm 9 (184) 9(155) 18(168)
RS EAR <25 mm 37(755) 30(51.7) 67(626)

WA FGE AR <14mm 9 (184) 9 (155) 18(16.8)
BHNBIIKEAR <655 >25mm 2 (41) 3(52) 5(47)
MBI <10 mm 2(41) 3(52) 5(47)
HRIMSIBKE <10 mm 0(00) 0(00) 0(00)
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Table 4 The anatomic restricting factors for the two types of
stents [n (%)]

HEBR R 2= B0 Cook IBD Gore IBE
0 28 (26.1) 22 (20.6)
1 46 (42.9) 63 (58.8)
2 25 (235) 18 (16.9)
3 8(75) 4(3.7)
4 0(0.0) 0(0.0)
5 0 (0.0) 0(0.0)
3 i it

FRUE R EV AR T AR 5 2 I 08 114 32 i F11 30T i 585 8
X, MAAA S KA SO SN ik, 294 1/3
(1% £ 3 PRl A XA 5 2 (] B3 97 B sl ko 8
% 2 TR 1 BT IR T — 7 T AR A B g 9 2 Ik Y i
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B, AT RE I A™ R S5 I K E AL FE LR I B
17 (28%~42%) , MHIZE (17%~24% ) , 45lHhk
I (3.4% ) FCEfEEIM (0.1%~0.3% ) "', ff
FEUR R, BN AE PN Bl Tk P ZE R i il B AT R
H28%(198/706) 5 XU #5 PN Bl fik P € 78 5 ikt 1l B
T HN42% (43/102) o 20094, VerzinidE'"
XfCook IBDSZ AR B #% 9 sl Bk F X 45 e 427w . AH
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BAR AR R BRARA S5 I ZIENLR, WHEIMEF
R EETFAR. =WHEE AR . #5030 k-5 N 3 ik
i P9 T AR DL B B e S R 20 200148
24, 2T JUAERNE R, IBDEARR) 2 1 12
TR R I A S R I AR IS B U 8 E S R (1

© WA )T i [ & F I F 2P H

S W T AN RO RE ) 22 5,
ARAEAS [R5 0 v 1138 FH 1

HH s bk OV LR E R sh koo X ab, Al
T ARE (183.6+28.3) mm, HEEHE
(131.2+27.6) mm¥EHRE, 7 A8 H T EA
TE 14 1 289 B e AR AR 20270 oo A8 B Bl Ik Y i
FRE ST BB IKZE MK EES57.9 mm, A7
K EES6.7 mm, 52T H AR Ttoga S5 I AE (1)
AAA B RN BB BE56.5 mmARE; H/Z
S TV B SR RS KK 70.8~72 mm's
WP RS ZEM (17.7+7.2) mmAH I, A0
MEKER (25.1£9.4) mmZ ZY 5K T B,
EAT /N T 26 [ R 3 A MK A e R #2271 mm; £
W% MR K EAR31.7 mm"", P24 . HAEH
L K A YR AIF 58 6 T 95 i 1B D ik w51 BR 1 44 1 %o 1 o
TR AS LT L. K A 3h bk B AR BRI TB DAL
) % 2 —, Gore IBERHER L E }62.6%
(67/107 ) . MiX; T Cook IBDEE N 3h Ik A4 AY B 42
WO f 2 A BRI R 3R, AR KR S HE R EE R
46.7% (50/107 ) o AR E/R, WELEL
A7 8 N Bl KRB A1 B kR He g, HE B AR R B
FRARLAY o T % 20 ko A2 58 25 R0 PG 5 BB A A i
2 EHEEREESR, RGN0 E B Sk
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Gore IBEZE R LS Bk AL ok - 1 H4£>17 mm
PIE T 39 58 44T IF, Cook IBDIU B A B i %
B G i 1R B N sh IO Al XL AR I
SR WG Bl K 53 S SR AE T A7 BR % o E DR A
Cook IBD #% PN 3 ik BLA2 A9 i ) 22K JE6~9 mm, HE
BR T 46.7% 1)K 722 M4 . X — B FETE20 144E TF 4R 1Y
FRA Cook IBDIAE 15 5] T — 2Lk, XA
KA FE6~10 mm Y ZE KM 18 37 B LE 28 I 46.7 % BEAIX
#38.5%", MiXf T Gore IBERE N 3 Ik £ 4 1 fi 1
BORE A RIS 6.5~13.5 mm, AR
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Figure 1 Exclusion percentages of different IBD restricting features in the three studies.
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