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Challenging Procedures

* Proximal and Distal Sealing
* Narrow true lumen

» Target vessels perfused by
false lumen

* Dissected target vessels
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TWO-STEP ENDOVASCULAR REPAIR

Step one

TEVAR

+

Embolization of Polar
Renal and gastric
arteries

Step two

Embolization of IMA and

Lumbar arteries
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RESULTS
ABDOMINAL FLO in type 2 TAAA
(data analysis not finalized)

23 patients
* One SCI, no paraplegia
* No Aortic growth above FLO, 48% shrinking at one year

* Distal relining in 4
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Evaluation of false lumen occluders implanted in the abdominal
aorta false lumen

Mickael Palmier, MD,? Justine Mougin, MD,” Jeremy Bendavid, MD,? Dominique Fabre, MD, PhD,?
Tilo Koélbel, MD, PhD,” and Stéphan Haulon, MD, PhD,? Le Plessis Robinson and Nantes, France;
and Hamburg, Germany

ABSTRACT

Objective: Management of postdissection thoracoabdominal aneurysms with a fenestrated and/or branched endograft
(F/BEVAR) is associated with favorable outcomes. Treatment should include both true lumen endografting and false
lumen occlusion (FLO). Favorable results have recently been reported for FLO in the false lumen of the thoracic aorta. The
purpose of this study is to analyze the results of FLO of the abdominal aorta in patients treated for post dissection
thoracoabdominal aneurysm.

Methods: A multi-center retrospective analysis of prospective data of consecutive patients managed for post dissection
thoracoabdominal aortic aneurysm from April 2019 to December 2022 with F/BEVAR associated with FLO in the
abdominal false lumen was conducted. The STrengthening the Reporting of OBservational studies in Epidemiology
(STROBE) was followed. Baseline demographics, operative details, and early outcomes (mortality, length of stay) were
recorded. Primary endpoints were technical and clinical success. FLO technical success was defined as complete oc-
clusion of false lumen backflow above the FLO on completion angiogram.

Results: During the 3-year study, 23 patients were treated for post dissection thoracoabdominal aneurysm with F/BEVAR
and the use of abdominal FLO. Twenty-one patients (91.3%) had received prior endovascular treatment. The technical and
clinical success was 95.7%. The abdominal FLO had a technical success rate of 78.3%. The median diameter of the FLO
was 34 mm. No patient died during the perioperative period, and one patient had spinal cord ischemia (4.3%) with partial
recovery. Six patients (26.1%) required early reintervention. The median duration of hospitalization in the intensive care
unit and overall was 1 day (interquartile range, 0-3 days) and 7.5 days (interquartile range, 2-22 days), respectively. During
the mean follow-up of 9.9 + 9.0 months, no patient died. False lumen occlusion was complete or partial in nine (39.1%)
and nine (39.1%) patients, respectively. No aortic rupture occurred during follow-up. Maximum aortic diameter decreased
in 48% and remained stable in 39% of cases.

Conclusions: Abdominal aorta FLO during endovascular treatment of post dissection thoracic abdominal aortic aneu-
rysm is associated with favorable outcomes. It offers an additional staging therapeutic option before extensive aorto-bi-
iliac coverage, associated with low spinal cord ischemia rates. FLO also provides high rates of false lumen occlusion and
false lumen remodeling during follow-up. Longer follow-up and larger cohorts are required to confirm these very
promising early findings. (J Vasc Surg 2023;m:1-7.)

Keywords: Aortic dissection; Aortic False lumen; F/BEVAR; Thoracoabdominal aortic aneurysm
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Specific designs

34 mm 34 or 38 mm

202 mm

Off-the-shelf 4Br
Patient specific 3-5 Fen-Br
Low profile (18-20 Fr)

Preloaded guidewire system
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Supplementary Table (online only). Contributing centers and number of cases contributed

From the Society for Vascular Surgery

Multicenter trans-Atlantic experience with fenestrated-branched
endovascular aortic repair of chronic post-dissection
thoracoabdominal aortic aneurysms

Mohamed A. Abdelhalim, MBChB, MRCS,? Emanuel R. Tenorio, MD, PhD,” Gustavo S. Oderich, MD, FACS,”
Stephan Haulon, MD, PhD,“ Gasper Warren, MD,” Donald Adam, MBChB, MD, FRCS.©

Martin Claridge, MBBS, MD, FRCS © Talha Butt, MD, PhD,"® Said Abisi, MD, FRCS,” Nuno V. Dias, MD, PhD,"®
Tilo Kélbel, MD, PhD,' Enrico Gallitto, MD, PhD; Mauro Gargiulo, MD, PhD, Panos Gkoutzios, MD, FRCR,"
Giuseppe Panuccio, MD, PhD," Marek Kuzniar, MD,' Kevin Mani, MD, PhD, FEBVS,

Barend M. Mees, MD, PhD, FEBVS,™ Geert W. Schurink, MD, PhD,™ Bjérn Sonesson, MD, PhD,"®

Paolo Spath, MD] Anders Wanhainen, MD, PhD,' Andres Schanzer, MD, FACS,” Adam W. Beck, MD, FACS.°
Darren B. Schneider, MD,” Carlos H. Timaran, MD,” Matthew Eagleton, MD," Mark A. Farber, MD, FACS,® and
Bijan Modarai, PhD, MBBS, FRCS,” on behalf of the Multicenter International Aortic Research Group, London,
United Kingdom; Houston and Dallas, TX: Paris, France; San Francisco, CA; Birmingham, United Kingdom; Malmé,
Sweden; Hamburg, Germany: Bologna, Italy: Uppsala, Sweden; Maastricht, The Netherlands; Worcester and Boston, MA;
Birmingham, AL; Philadelphia, PA; and Chapel Hill, NC

ABSTRACT

Objective: This multicenter international study aimed to describe outcomes of fenestrated-branched endovascular aortic
repairs (FB-EVAR) in a cohort of patients treated for chronic post-dissection thoracoabdominal aortic aneurysms
(PD-TAAAS).

Clinical Heart and Vascular Center, University of Texas Southwestern, Dallas, USA 17

Texas

USA 15

Division of Vascular Surgery, Department of Surgery, University of North
Carolina, Chapel Hill, North Carolina

Division of Vascular and Endovascular Surgery, Massachusetts General USA 6

Hospital, Boston, Massachusetts

Department of Surgery, University of California, San Francisco, San Francisco,
California

USA 21

University Hospitals Birmingham NHS Foundation Trust UK s
Section of Vascular Surgery, Department of Surgical Sciences, Uppsala Sweden
University, Uppsala

University Heart & Vascular Center, Hamburg Germany

Department of Vascular Surgery, Maastricht University Medical Center, Netherlands 13

Maastricht
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From the Society for Vascular Surgery

Comparison of single- and multistage strategies during
fenestrated-branched endovascular aortic repair of
thoracoabdominal aortic aneurysms

Marina Dias-Neto, MD,® Emanuel R. Tenorio, MD,? Ying Huang, MD,® Tomasz Jakimowicz, MD,”

Bernardo C. Mendes, MD° Tilo Kélbel, MD,” Jonathan Sobocinski, MD,° Luca Bertoglio, MD,"

Barend Mees, MD.Y Mauro Gargiulo, MD,” Nuno Dias, MD," Andres Schanzer, MD,) Warren Gasper, MD,*
Adam W. Beck, MD,' Mark A. Farber, MD,™ Kevin Mani, MD," Carlos Timaran, MD.° Darren B. Schneider, MD,”
Luis Mendes Pedro, MD,“ Nikolaos Tsilimparis, MD,” Stéphan Haulon, MD,° Matt Sweet, MD,"

Emilia Ferreira, MD," Matthew Eagleton, MD,” Kak Khee Yeung, MD,"” Manar Khashram, MD,*

Andrea Varcica, MD,? Guilherme B. Lima, MD,? Aidin Baghbani-Oskouei, MD,? Katarzyna Jama, MD,”
Giuseppe Panuccio, MD.“ Fiona Rohlffs, MD,? Roberto Chiesa, MD," Geert Willem Schurink, MD,2

Charlotte Lemmens, MD,? Enrico Gallitto, MD,” Gianluca Faggioli, MD,” Angelos Karelis, MD,’

Ezequiel Parodi, MD,™ Vivian Gomes, MD," Anders Wanhainen, MD," Anastasia Dean, MD,"

Jesus Porras Colon, MD,° Felipe Pavarino, MD,° Ryan Gouveia e Melo, MD,”" Sean Crawford, MD,*

Rita Garcia, MD," Tiago Ribeiro, MD," Kaj Olav Kappe, MD," Samira Elize Mariko van Knippenberg, MD,"
Bich Lan Tran, MD,” Sinead Gormley, MD,* and Gustavo S. Oderich, MD,” On behalf of the International
Aortic Research Consortium, Houston, TX: Warszawa, Poland: Rochester, MN: Hamburg, Germany: Lille, France; Milan,
Italy: Maastricht, The Netherlands; Bologna, Italy: Malmé, Sweden; Worcester, MA; San Francisco, CA; Birmingham, AL;
Chapel Hill, NC; Uppsala, Sweden; Dallas, TX: Philadelphia, PA; Lisbon, Portugal; Munich; Germany: Paris, France; Seattle,
WA:; Boston, MA; Amsterdam, The Netherlands; and Auckland, New Zealand

Table IV. Thirty-day outcomes after elective fenestrated-branched endovascular aortic repair (FB-EVAR) using single- or
multi-stage approaches

MAE 1478 189 (29.5) 165 (19.7) 354 (24.0) <.001
Myocardial infarction 1594 24 (3.4) 18 (2.0) 42 (2.6) .099
AKI 1473 94 (14.8) 84 (10.0) 178 (12.1) .005
Major stroke 1597 24 (3.4) 19 (27) 43 (2.7) 135

Any SCI 1597 108 (15.1) 92 (10.4) 200 (12.5) .004
Permanent paraplegia 1500 56 (8.3) 25 (3.0) 81 (5.4) <.001
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Spinal cord ischemia rates and prophylactic spinal drainage in
patients treated with fenestrated/branched endovascular repair for
thoracoabdominal aneurysms

Federica Locatelli, MD, Petroula Nana, PhD, Thomas Le Houérou, MD, Avit Guirimand, MD,
Marwan Nader, MD, Antoine Gaudin, MD, Céme Bosse, MD, Dominique Fabre, MD, and
Stéphan Haulon, MD, PhD, Paris, France

ABSTRACT

Objective: Spinal cord ischemia (SCI) is a devastating complication after thoracoabdominal aortic aneurysm (TAAA)
repair. The benefit of prophylactic cerebrospinal fluid drainage (pCSFD) to prevent SCl is still under investigation. The aim
of this study was to evaluate the SCI rate and the impact of pCSFD following complex endovascular repair (fenestrated or
branched endovascular repair [F/BEVAR]) for type | to IV TAAA,

Methods: The STrengthening the Reporting of OBservational studies in Epidemiology (STROBE) statement was followed.
A single-center retrospective study was conducted, including all consecutive patients, managed for TAAA type | to IV
using F/BEVAR, between January 1, 2018, and November 1, 2022, for degenerative and post-dissection aneurysms. Patients
with juxta- or pararenal aneurysms were excluded, as well as cases managed urgently for aortic rupture or acute
dissection. After 2020, pCSFD in type | to Ill TAAAs was abandoned and replaced by therapeutic CSFD (tCSFD), performed
only in patients presenting SCI. The primary outcome was the perioperative SCI rate for the entire cohort and the role of
pCSFD for type | to lll TAAAs.

Results: In total, 198 patients were included (mean age, 71.1+3.4 years; 81.8% males), including 50.5% with type | to lll
TAAA. The primary technical success was 94.9%. The perioperative mortality was 2.5%. and the major adverse cardio-
vascular event (MACE) rate was 10.6%; 4.5% presented SCI of any type (2.5% paraplegia). When comparing the SCI group
with the remaining cohort, patients with SCI presented higher MACE (66.7% vs 7.2%; P < .001) rate and longer intensive
care unit stay (3.5 vs 1 day; P = .002). Following type | to Il repair, similar SCI and paraplegia rates and paraplegia with no
recovery rates were reported in the pCSFD and tCSFD groups (7.3% vs 5.1%; P = .66; 4.8% vs 3.3%; P=.72; and 2% vs 0%;
P = 37).

Conclusions: The incidence of SCI after TAAA | to IV endovascular repair was low. SCl was associated with significantly
increased MACE and intensive care unit stay. The prophylactic use of CSFD in type | to Il TAAAs was not associated with
lower SCI rates and may not be justified routinely. (J Vasc Surg 2023;m:1-9.)

Keywords: Aneurysm; Cerebrospinal fluid drainage; Mortality; Prevention; Spinal cord ischemia; Thoracoabdominal

Table lll. Postoperative complications and comparative analysis regarding the evolution of spinal cord ischemia (SC/) in
patients treated with fenestrated and branched endovascular aortic repair (F/BEVAR) for type | to IV thoracoabdominal

aneurysms (TAAASs)

Postoperative complications
MACE
Cardiac adverse events
Kidney adverse events
Respiratory adverse events
Bowel ischemia
Hemorrhagic adverse events
Vascular access adverse events
Acute limb ischemia
Stroke of any severity

Major stroke

Minor stroke and TIA

Length of ICU stay, days

Length of hospital stay, days
Endoleak at discharge CTA

Absence of endoleak

Type |

Type la

Type Ib

Type Ic

Type Il

Type I
Discharge status

Home

Swing bed

Other hospital

Rehabilitation center
30-day reintervention
30-day mortality

76/198 (38.4)
21/198 (10.6)
9/198 (4.5)
2/198 (1.5)
17/198 (8.6)
2/198 (1.0)
15/198 (7.6)
18/198 (91)
4/198 (2.0)

2/198 (1.0)
5/198 (2.5)
1M
7 (IQR 4)

184/198 (92.9)
8/198 (4.0)
0/198 (0)
1/198 (0.4)
7/198 (35)
5/198 (2.5)
1/198 (0.4)

159/198 (803)
1/198 (0.5)
12/198 (61)
18/198 (91)
23/198 (11.6)
5/198 (2.5)

67/189 (35.4)
15/189 (7.9)
8/189 (4.2)
20189 (11)
13/189 (6.9)
1/189 (05)
14/189 (7.4)
18/189 (9.5)
40189 (2.1)

17189 (0.5)
5/189 (2.6)
1(2)

7 (IQR 4)

176/189 (93.1)
8/189 (4.3)

1/189 (0.5)
7/189 (3.8)
4189 (2.1)
1/189 (0.5)

156/189 (82.5)
1189 (0.5)
10/189 (53)
15/189 (7.9)
22/189 (11.6)
40189 (2.1)

9/9 (100)
6/9 (66.7)
1/9 (1)
1/ (1)
4/9 (44.4)
1/ (1)
1/9 (1)
0/9 (0.0)
0/9 (0.0)

1/9 (1.1)
0/9 (0.0}
3.0 (105)
9 (IQR 18)

8/9 (88.9)
0/9 (0.0)
0/9 (0.0}
0/9 (0.0)
1/9 (11.1)

0/9 (0.0}

3/9 (333)
0/9 (0.0)
2/9 (22.2)
3/9 (333)
1/ (1)

1/ (11.0)

.03
<.001
36
.02
.001
.003

57
.92

.003
.87
.003
30

.92
78

1.0
.81

1.0

75
.07
.03
.96

CTA Computed tomography angiography: ICU. intensive care unit; MACE, major adverse cardiovascular events: TIA, transient ischemic attack.

Data are presented as numbetr/total (%) or median (interquartile range).
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Table IV. Baseline, intraoperative, and postoperative comparative findings between patients managed with prophylactic
(pCSFD) and therapeutic (tCSFD) spinal fluid drainage

Age, years 676 = 84 672 £ 61 63

Genetically triggered aortic disease 6/41 (14.6) 4/59 (6.8) 25

Prior endovascular aortic repair 22/41 (53.6) 30/59 (50.8) 88

Type | 5/41 (12.2) 21/59 (35.6) 04

Type Il 16/41 (39.0) 8/59 (13.6) .02

Degenerative 22/41 (53.6) 27/59 (45.8) .65

1A occlusion 4/4] (9.8) 4/59 (6.8) 62

Spinal drainage 41/41 (100.0) 4/59 (6.8) <.001

Postoperative complications 21/41 (51.2) 26/59 (44.1) 67

SClI 3/41 (7.3) 3/59 (5.1) .66

Paraplegia with no recovery 1/41 (2.0) 0/59 (0.0) 37

Length of hospital stay, days 9 (6) 7 (5) .01
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Management of the False Lumen in Post & The Author 4 2028

Avrticle reuse guidelines

Type A Aortic Dissection Arch Aneurysims  ssrommpoumnspmisons

DOI: 10.1177/15266028221148912

Treated W ith Branched Endografts gg‘z‘gg

Jd Mougin, MD (5, A. Schwein, MD?2, T. J Postiglione, MD 3,
Jd Guihaire, MD, PhD', D. Fabre, MD, PhD, and S. Haulon, MD, PhD*

Abstract

Introduction: The treatment of chronic postdissection aneurysms of the aortic arch is a chadlenge. This study aims
to describe false lumen management after aprtic arch endovascular repair of post-type A dissection aneuryans treated
with a branched endograft. Methods: In this snge-center retrospective observationa study, dl consecutive patients
undergoing endovascular treatment of aneurysmal degeneration of chronic type A aortic dissections following open
repar were enrolled. The primary endpoint was maximal aortic dameter evolution measured on computed tomography
angog aphy (CTA) performed duringfollow-up. Secondary endpointsincluded procedura success, aortic re intervention,
and remodeling during follow-up. Results: Between .bnuary 2017 and Line 2020, 22 patients underwent endovascular
branched arch repair for post type A dissection aneurysms. Technica success was 100% Thirteen patients (59%) had
dissection involverment of at least 1 supra-aortic vessel. Midterm follow-up CTA was performed for 20 patients, 23.1
(z 13.3) months ater the procedure. Maximal aortic diameter a the level of the repair was decreasing in 13 (65%)
patients, increasing in 2 (10%) palients, and no change was observed in 5 (25%) patients. During follow-up, 7 patients
(35%) required aortic reintervention. Thoracic candy plugs were implanted for dida fase lumen occlusionin 15 paients
and associaled with a high rate of complete remodeling (6/15 patients, 40%). Conclusion: Arch branch endogatingof
aneurysmd evolution of a post type A dissection aortic arch is a safe and feasible option in experienced hands. Candy
plug use in favorable anatomies seems to be associaed with acceleraled remodding of the aorta

Clinical Impact

There are currently no recommenddtions on dissected aupra- aortic vessels management and the use of thoracic
aorta fase lumen occludon devices during endovascular repar of chronic pod dissection aneuryam of the aortic
arch with branched endogats. Based on our clinica experience reported in the current manuscript, we propose a
treatment agorithm for the management of the false lumen in this setting
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Staging Strategies for
Chronic Dissections

« TEVAR / Open Repair

* Embolization

* False lumen occluders (Thoracic & Abdominal)
« FBEVAR / bifurcated and branched iliac
*|<5% SCI for Type IT TAA{
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