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'Descending thoracic aortic aneurysm

Indicated criteria for EVS
Landing zone (proximal and distal) 220 mm
Non—tortuous aorta and iliac artery
No stenosis of iliac artery

No/

Ditficult case for open surgery
previous thoracotomy
Lower ADL (high risk patient)
Multiple trauma case
l No
Open surgery |

Figure 10 Treatment strategy for descending thoracic aortic an-
eurysm.

Table 100 Risk factors in TEVAR patients

Hypertension 38 (73.1)
COPD 15 (28.8)
Hyperlipidemia 13 (25.0)
Rupture 13 (25.0)
Octogenarian 8 (15.4)
Cancer 5(9.6)
Ischemic heart disease 4(7.7)
Diabetes 4(7.7)
Liver failure 2(3.8)
Hemaodialysis 1(1.9)
Cerebrovascular disease 1(1.9)

COPD: chronic obstructive pulmonary disease
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Table 200 Initial success rate and failure of TEVAR

Rupture Elective p
n=13 n=239
Initial success 9 (69.2) 36 (92.3) 0.01
Failure 4 (30.8) 2(5.2) 0.01
Iliac access trouble 2 (15.4) 1(2.6)

Guide wire not passed
Delivery sheath not passed

Iliac artery rupture

SG migration 1(7.7) 1(2.6)
Graft kinking Migrated to celiac artery
Bleeding 1(7.7) —

The initial success rate in elective cases was significantly superior to that in rupture cases. There
were six cases of failure: three of iliac problems, two of stent graft migration, and one of severe
bleeding.
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Figure 20 Aneurysm diameter after TEVAR.

A: Aneurysm regression rate after TEVAR in the 30 cases

followed for at least 6 months. “Decrease” was defined as

more than a 5 mm decrease in diameter. “Increase” was

more than a 5 mm increase, and “stable” was within a 4

mm decrease or increase. In 25 (83.3%) of 30 TEVAR

cases, aneurysm diameter was decreased or stable and was

increased in 5 (16.7%) cases.

B: Rate of decrease in aneurysm diameter after TEVAR
s according to the type of aneurysm: saccular, fusiform, or

e ____,_./' Fusiform Saccular Dissection  dissected.
Table 30 Endoleak in TEVAR cases
Rupture Elective p
n=13 n=39
Endoleak 2(15.40) 6 (15.40) 1.00
(Z stent: 7 cases)
(MKstent: 1 case)
Type | 2(15.40) 2(5.20)
TAR with ET Kinked stent graft - TEVAR
Traumatic rupture — Open surgery  Migration — Open surgery
Type Il — 2(5.20)
TAR with ET - Embolization of intercostal arteries
Saccular aneurysm
Type 11 — 2(5.20)

TAR with ET (kink) — Residual rupture
Kinked stent graft - TEVAR

There were 8 (15.4%) endoleak cases (7 Z stents and 1 MK stent). Z stents tend to be kinked in the long term

after TEVAR.

TAR: total arch replacement, ET: elephant trunk technique
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Table 40 Mortality of TEVAR patients

Mortality Rupture Elective p
n=13 n=39
TEVAR-related 4(30.80) 2(5.10) 0.09
30 day 2(15.40) 1(2.60) 0.09
Mesenteric ischemia Mesenteric ischemia
severe bleeding
Late 2(15.40) 1(2.60) 0.09
Graft infection: 2 cases Residual aneurysm rupture
TEVAR-unrelated 1(7.70) 2 (5.10) 0.73
Multiple trauma Aging, pneumonia

There were six (3 early and 3 late) deaths related to TEVAR: two of mesenteric ischemia, two
graft infections, one case of uncontrollable bleeding, and one residual aneurysm rupture. There
was no significant difference in mortality between elective and rupture cases.

SG-related survival (p=0013) ‘ )
Al’l(‘!lll'yS]Tl event-free Slll'\-’]\"ﬂl (p=0.026)

— clective
%) 4 97 4% 97.4% s puplure ) 100+
10+
86.5% .
90) 1 g 90 1 elective
s0d ) 50 4 . i
66,15 20 ] rupture
70 wenedlebiiersnndand E
60 60 4 51.3%
504 509 %y Ak
ol 401 % 3039
304 3] R
204 20 4
104 104
0 v ] T - v - - v - J
0 10 20 30 40 A0 (i) 70 20 90 1] 10 20 0 40 S0 1] 70 8l L)

(Month) {Month)

Figure3

A: Stent graft-related survival by Kaplan-Meyer analysis. The survival rate of TEVAR in elective cases was superior to Al B
that in rupture cases according to statistical analysis.

B: Aneurysm event-free survival by Kaplan-Meyer analysis. The survival rate of TEVAR in elective cases was also

superior to that in rupture cases according to statistical analysis.

Table 500 Morbidity of TEVAR patients

Morbidity Rupture Elective

n=13 n=39
Iliac access trouble 2(15.40) 1(2.60) 0.09

(all female 140-150 cm height)
SG migration 1(7.70) 1(2.600) 0.41
Neurological 1(7.70) 1(2.60) 0.41
Paraplegia Paraparesis

Neo-dissection 0 1(2.6) —

There were eight (15.4%) complications: 3 iliac problems, 2 stent graft migrations, 2 neurological
deficits, and one type-A retrograde dissection. All cases of iliac problems occurred in female
patients of short stature (140-150 cm).
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Indication and Mid-term Results of TEVAR for
Descending Thoracic Aortic Aneurysms

Atsushi Kitagawa and Yutaka Okita

Department of Cardiovascular Surgery, Kobe University Graduate School of Medicine, Hyogo, Japan
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We evaluated endovascular surgery for descending thoracic aortic aneurysms (TEVAR) in our institution. There
were 52 cases, including 13 cases of rupture. Theindication of TEVAR was descending thoracic aortic aneurysms whose
proximal and distal landing zone was more than 20 mm in length and limited to high-risk patients such as those with
chronic obstructive pulmonary diseases. The initial success rate of TEVAR was 86.5%, and the morbidity rate was
34.6%, which was as follows: 8 endoleaks, 2 migrations, 3 iliac access trouble, 2 graft infections, one paraplegia, one
paraparesis, and one intraoperative retrograde type-A dissection.

TEVAR would be more common if the commercially available graft were approved by Japan’s Ministry of Health.
However, the results of TEVAR need to be followed over the long term because of the possibility of endoleak or migra-
tion. (J Jpn Coll Angiol, 2007, 47: 595-600)
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