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Several interventions developed to spare ARAs, 
including fenestrated or chimney endografts



Guidelines for the 
management of ARA



• 686 EVAR available for analysis

2006-2020

• 273 (77%) with no  ARA    

356 pt with ARA assessment

• 64 with 1
• 19 with >1

83 (23%) with ARA

ARF: 1%

ARF: 1.2%

ARF: 11%11% (9/83) ARA occlusion during EVAR
(Only 1 developed ARF as LRA occlusion 
occurred too)

Our Experience

Post- EVAR





AIM
Systematic review and meta-analysis to assess the impact of ARA <4mm coverage on renal function 
in terms of

Acute kidney injury 

Renal infarcts

Chronic renal failure 

Mortality 

In patients undergoing standard EVAR or endovascular repair of complex aneurysms 



Methods



Study details 
and 
characteristics

Ø 1014 patients included
v 302 ARA coverage 
                    vs 
v 712 preservation or no ARA

o ARA diameter 2.7 – 3.4



Preoperative 
status, contrast 
volume and 
renal function 
classification



Meta-analysis of AKI 
incidence between 
groups 1 and 2 for 
standard EVAR and 
complex 
endovascular 
aneurysm repair

In the standard EVAR subgroup, the risk of AKI was 
similar between the two groups (OR, 0.72; 95% CI, 0.21-
2.51; I2 =0%) 
In the complex aneurysm repair subgroup, the risk of AKI 
was also similar between groups 1 and 2 (OR, 1.85; 95% 
CI, 0.61-5.64; I2 =42%) 

Early periodEarly period



Meta-analysis of 
renal infarction rate 
between groups 1 
and 2 for standard 
EVAR and complex 
endovascular 
aneurysm repair

The risk of renal infarction in standard EVAR subgroup 
was higher in group 1 than in group 2 (OR, 93.3; 95% CI, 
1.48-5869; I2 =92%)

The risk of renal infarction in complex aneurysm 
subgroup was higher in group 1 than in group 2 (OR, 8.58; 
95% CI, 4.59-16.04; I2 =0%)

Early periodEarly period



Meta-analysis of 
chronic renal failure  
incidence between 
groups 1 and 2 for 
standard EVAR and 
complex 
endovascular 
aneurysm repair

In the complex aneurysm subgroup, the risk of CRF was similar 
between groups 1 and 2 (OR, 1.64; 95% CI, 0.88- 3.07; I2 =not 
applicable) 

In the standard EVAR subgroup, the risk of CRF was similar 
between the groups 1 and 2 (OR, 4.44; 95% CI, 0.46-42.61; 
I2=87%) 

Follow up periodFollow up period



Meta-analysis of 
mortality rate 
between groups 1 
and group 2 for 
standard EVAR and 
complex endo- 
vascular aneurysm 
repair

The mortality rate in the standard EVAR subgroup was 
also similar between groups 1 and 2 (OR, 0.91; 95% CI, 
0.36-2.31; I2 =0%) 

The mortality rate in the complex aneurysm subgroup 
was also similar between groups 1 and 2 (OR, 3.63; 95% 
CI, 0.14-96.29; I2 =56%)

Follow up periodFollow up period



Conclusion

• ARA (<4 mm) coverage in patients undergoing standard EVAR or 
endovascular repair of complex aneurysms is associated with only an 
increased risk of renal infarction 

• No impact of ARA (<4 mm) coverage was demonstrated on renal function 
and mortality in the early postoperative and follow-up period. 



Thank you


