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[Abstract] Abdominal aortic aneurysm (AAA) is an artery dilation disease commonly-seen in
surgical practice. Being of its advantages of small trauma.quick postoperative recovery,short hospital stay
and low perioperative mortality, endovascular aneurysm repair (EVAR) has been widely used in the
treatment of AAA. However, the long-term advantage of EVAR is gradually losing, mainly due to the
high rate of secondary intervention after initial surgery. Endoleak is the most common complication after
EVAR, which is the main cause of requiring postoperative secondary intervention. At present, there is still
controversial over the treatment methods for each type of internal leakage. Referring to the relevant
domestic and foreign literature, this paper expounds the causes, risk factors and treatment progress of
endoleak occurring after EVAR.
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