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Progresses of ultrasonography in diagnosis of endoleak
after endovascular aneurysm repair
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[ Abstract |

increase the size of the aneurysm and eventually lead to the rupture of aneurysm. The abdominal aorta and stent in patients

Endoleak is the most common complication after endovascular aneurysm repair (EVAR). Endoleak can

after EVAR need to be regularly followed up. CTA has been widely used to detect endoleak after EVAR at present. In
recent years, the role of ultrasound in detection and classification of endoleak after EVAR has been more and more
recognized. The progresses of ultrasonography in diagnosis of endoleak after EVAR were reviewed in this article.
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2.1 4 # 75 (two-dimensionnal ultrasonography,
2DUS) I sl ki e K A2 A 2430 IE S HE 3 Bl ko
FLAR 5 B A M A B8 T R0 37 A O, T 2DUS A AR R
A ARG I 3 B Bk R B K AR 9 A8 k. Patel 255 i
2DUS 2 784 il EVAR (& R 7 A 3 35 kg i
T K AR 757 3 kORE 5 K A% It et [ A5 Ak A 2ph s A 5, LA
I 24 i B0 Dk IRa i AR AN A K B R I 1 — A U 3 ik
S SUME 2 R[] . Nyheim 250730k 2DUS W i 1) 8
TSk e K AR5 CT I 25 5 A0 L5 {H Han 55 090
i CT W] AE i Al B W7 [0 22 (6, 2DUS (4 I 4 i 7T fig 8
NUER . 2DUS X 32 3h bR die KAz 19 I 1R FT RE 2
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2.2 £ B A (color Doppler ultrasound,
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J5 I & N R ) AU R S B RUE R SR R CTA | s
I35 100 % ,95. 8 %6 Al 86. 7 % » H AR & F Hofth 42
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RFEBFFEH CDUS 2 W EVAR AKJ5 3 & 3 1
BOR B 2% BB OR, — T Meta 4» #7519 45 1 B8R,
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AELLRT CDUS 2 W EVAR AR5 I & N 86 i S50 % 5
T 2006 4 Bz LAJG o J5 PR AE TR s 37 2 Jo dk 1) SOk i
8RR A T

Karthikesalingam 251" 3 #f CDUS 7 EVAR
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(contrast enhanced cone beam CT, ceCBCT) #i
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