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 Aortic intervention undertaken - balance of risks 

 

 Natural history thoracic aortic disease – limited knowledge 

 

 Evidence base on TEVR outcomes improving 

 

 Risk stratification – aid patient selection 

 

 

 

 

 

 

Risk Stratification TEVR 
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 Stratification 30-d outcomes mortality / stroke(TAA) 

 

 

 Estimation of long term mortality (TAA) 

 

 

 Pathology specific outcomes 

 

 

 

 

 

 

 

 

Risk Stratification TEVR 
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 Registry of > 1000 TEVR 

 Prospective data collection 

 Risk modelling 

 Binary logistic regression 

 Cox proportional hazards 

 

 

 

 

 

 

Medtronic Thoracic Endovascular Registry (MOTHER)  
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Early Outcomes – 30-day 

 

 Non-Elective TAA (n- 38) Chronic (n-15) Acute (n-114) 

Death (%) 7 (18%) 2 (13%) 13 (11%) 

Stroke (%) 2 (5%) 1 (7%) 7 (6%) 

SCI – transient/ permanent  (%) 4 (11%) 0 (0%) 2 (2%) 

Elective TAA (n- 625) Chronic (n-180) Acute (n-0) 

Death (%) 33 (5%) 6 (3%) - 

Stroke (%) 34 (5%) 3 (2%) - 

SCI – transient/ permanent (%) 30 (5%) 6 (3%) - 
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Multiple Logistic Regression (30-day) - TAA 

 

 

 Death OR p 

Age 1.088 0.034 

MI 2.730 0.055 

Renal failure 2.074 0.174 

Access artery tortuosity 1.459 0.205 

Distal neck length 0.986 0.026 

Aneurysm length 0.995 0.183 
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TEVR – Non Aortic Related Mortality 
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Patterson et al Circ 2013; 127;24-32  

All Cause Mortality 

 

TAA – 8 per 100 p/y 

 

AAD - 4.9 per 100 p/y 

 

CAD – 3.2 per 100 p/y 
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 Long Term Mortality - TAA 

 

 

 

Variable Hazard Ratio 95% CI 

Age 1.035 1.016-1.54 

Renal insufficiency 1.664 1.208-2.288 

CVA 1.473 1.045-2.75 

Number of devices 1.183 1.067-1.311 

TAA max diameter 1.015 1.004-1.027 
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Time after TEVR (y) 
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Tertiles 

 Long Term Mortality - TAA 
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 Significantly higher all cause mortality TAA – non aortic 

 

 

 Implications for patient selection – diameter threshold for  

chronic TAD lower than for TAA 

 

 

 Able to stratify TAA cohorts – risk benefit analysis 

 

 

 

 

 

 

 

Long Term All Cause Mortality 
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Not Covered 

(n=537) 

Covered Not 

revascularised 

(n=322) 

Covered 

revascularised 

(n=143) 

P - value 

Death (%) 31 (5.8) 22 (6.8) 10 (7) 0.769 

Stroke (%) 12 (2.2) 29 (9) 7 (4.9) 0.000 

SCI (%) 7 (5) 13 (4) 2 (1.4) 0.155 

Analysis by management of LSA  

 

 

 

  

Patterson et al Circ 2013; 127;24-32  
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Effect of Management LSA – TAA and TAD 
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Covariate P-value OR Upper CI Lower CI 

Female gender 0.024 2.4 1.1 5.3 

Renal insufficiency 0.036 2.1 1.1 4 

Previous CVA 0.013 2.9 1.3 6.5 

Coverage of the LSA  

without revascularisation  
0.002 3.3 1.6 7.2 

Number of devices <0.001 1.2* 1.3 2.0 

Logistic regression – stroke (TAA) 
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 Aneurysm morphology influences outcomes of TAA repair 

 

 Pathology specific differences in long term survival 

 

 Implications for patient selection 

 

 Pathology defines stroke risk from LSA coverage 

 

 LSA coverage only modifiable risk factor in stroke after TAA 

 

 

 

 

 

 

Risk Stratification TEVR 

 

 


