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100% endo?




UHZ RAAA experience 1997-2013
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4 KEY POINTS

* Time
* Imaging
* Devices and techniques

* Endoleaks






“no- treatment” in rAAA patients considered unfit (56)
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Time interval from admission to death (hours)

3%/hour mortality rate during first 6 hours after admission!!!

Lloyd GM et al, J Vasc Surg 2004;39,788-791



Hypotensive hemostasis

— permissive hypovolemia

* No or little infusions

— controled hypotension

* MAP - >50 mmHg
+ SBP - 70mmHg shock <50
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Imaging




Preoperative CTA

- confirm diagnosis
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lmaging type

Abbildung 15: 30-Tage-Mortalitat aufgeteilt nach Bildgebungsverfahren
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Bildgebungsverfahren Observations Events (Tod in 30 Tagen)
Ultrasonography 44 18 (40%)
CT angiography 60 14 (23%)

Cacilia E Mader, Thesis 2006, RCOS 1997-2002



Type of AAA




Good anatomy 4 (r)EVAR




Anatomical Limitations

Juxtarenal Suprarenal Abschnitt IV



CHIMPS

Abschnitt IV



Anatomical Limitations

Infrarenal Juxtarenal Suprarenal Abschnitt IV
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Preopreative planing




Sizing issue

Aortic endograft sizing in trauma paticnts with
hemodynamic instability

Frederik H. W. Jonker, MD,* Hence J. M. Verhagen, MD, PAD.* Hamid Mogibian, MD,*
Kimberly A. Davis, MD.* Frans L. Moll, MD, PAD,* sodd Bart E. Mubs, MD, FhD.* New Jaron, Conn
and Rosrordame and Uirecle, The Norbheriand:

(bwetrrer o mvesspon Chanpes 0 200K SLamene (0 hemmoadyRamally Gostsdie of 3ums Pann and the ETpiaanons

for of thorack endovinculer sonk repalr (11

Mottt We reuronpeciively evalussed ol wasma pas o

provare <95 mm My and & pubse =100 besnn/m

abdoemen Dok s admmmaon st s anodher momwn

and 2000, The CT cxsminasions were reviewed Ing - ¥

bevels by 3 candlovasculsr radiologine. Difference it =

and the comerol CTy ware compared using the pain !

Revnits Forry ihres pacsenm wore bdernifiad, inciadl .

i 26 2 5 e mean pudne 30 Dhood (v ovaare wen g e e
£

Glamcter wat myont comubeent s e kevel of the mid
of she Infrarenal sorm (4 1265, P = 004),
Condiurionc The sork dlamovar docremes dramania .
sorvic Sameer could theoresically lead w0 Inacy = . roe
hemodynamically unsable TTAL padena oy PR
001k dlamerery 1 Individual @t —r- = g -
WIS 44.) e “o w0 =0 wo 100

+4.2% +12.8%

+12.6%

+6.6%

+12.6%

Fig 2. Mcan increasc in aortic diameter in paticnts with a pulse
=130/min. The mean increasc in aortic diamcter was most con-
sistent at the level of the mid descending thoracic aorta (P = .003),
and at the level of the infrarcnal aorta (P = .004), the mcan
increasc in aortic diameter failed to reach statistical significance at
the remaining levels.



Devices and techniques




Endovascular material

e Standard endovascular material

 Endoclamp

— Reliant or E-xpand balloon
— 12 Fr 45 cm long sheath

* Appropriate devices

— Standard (off-the-shelf) devices
 Abdominal : 36mm-30mm-26mm-22mm (n=1, short)
e lliac : 24-18-13 (n=2)
* Coils
* CHIMPS

— Peripheral stentgrafts und BMS (relining)
— Thoracic: 44mm-40mm (n=1, short)
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Device selection

Infrarenal fixation

B Neck 8-15mm

Suprarenal fixation

B Neck 4mm-7mm

Hybrid devices

B Challenging anatomy for 1 device type













Challenging neck

Infrarenal neck IRF TRF Chimney

+
<3mm

* Chimney

— snorkel
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SECS

Viabahn Target vessel
(scm-10cm)
smm 4L.0mm - 4£.7mm
6mm 4.8mm —5.5mm
7mm 5.6mm —-6.5mm
amm 6.6mm —7.5mm




SIZING AORTIC SG

MEDTRONIC

MAD + 1/2 PG diameter GORE

JOTEC

24mm+[(7mm+6mm):2]= 30.5mm COOK

MAD : Mean Aortic Diameter




Limitations (Chimney)

 Diseased arch and SA branches




TRANSFEMORAL LIFT TECHNIQUE




CHIMPS for rAAA 2008-2013
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Management of ELs

1
Freedom from Endoleaks e
|
Lil
£
o
Ll
0.8 £
O
=]
Q@
th’ —Type |/||| EL
All EL
0.6
0 3) 12 18 24 30 36

Patients at risk: 100 76 64 50 36 22 15






UHZ rAAA experience 1997-2013

30-day mortality

58%
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; » 39); 30-day mortality for EVAR-ONLY was 2405
(17 0f 70). Total cohort mortality (including medically tregteq patients) for
EVARIOPEN was 32.8% (131 of 400 compared with 27.4% (20 of 73) for
EVAR-ONLY (P = 0376), During EVAR/OPEN, 10% (39 of 400) of pa-
tients were treated medically compared with 4% (3 of 73) of patients during
EVA)_{-(_)NLY. In EVAR/OPEN, open repair showed a statistically significant
association with 30-day tortality (adjusted odds ratio [OR] = 3.3; 95% con-
fidence interval 1), 1475, p = 0.004). For patients with no abdominal
decompression, there was a higher mortality with open repair than EVAR
(adjusted OR = 5.6; 95% Cl, 1.9-16.7). In patients with abdominal decom-
pression by laparotomy, there was no difference in mortality (adjusted OR =
1.1;95% C1,0.3-3.7).
Conclusions: The “EVAR-ONLY™ approach has allowed EVAR treat-
ment of nearly all incoming RAAA with low mortality and tundown
rates. Although the observed association of a higher EVAR mortality
with abdominal decompression needs further study, our resuls support
superiority and more wicespread adoption of EVAR for the treatment
of RAAA,
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METHODS
Study Design

We Tetrospectively analyzed combi;
data on 473 consecutive RAAA patients mnch, 295; %f:,higz
Fig. 1) from January 1, 1998, to December 31, 2011, These paticnts
Were treated by an intention-to-treat “EVAR-whenever-possible”
approach'™-" unil April 2009, and after that by an intention-to-treat,
“100% EVAR” approach. Exclusion criteria were ruptured thoracoab-
dominal aortic ancurysms, Crawford type [-IV, and. suprarenal RAAA,
Hemodynamic instability was not considered to be a selection crite-
tion for preferential open surgery. No patients were excluded from
this analysis because of hypotension, circulatory collapse, or cardia
arrest after presentation to the hospitels, The Tetrospective analysis
was approved by the regional ethical review board, and patients gave
informed conseat whenever possible. Data from both centers were
‘merged into on¢ single database (see the “Definitions™ section).

Institutional Settings o
The University Hospital of Zurich is a tertiary referral center
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available within 5 to 15 minutes as the scanner is part
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Overall 2C cohort 1998-2011
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Open repair
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Medical treatment
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56%

35%

9%




EVAR 30-day mortality over time periods




EVAR 30-day mortality over time periods
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EVAR 30-day mortality over time periods

45 Open repair




Conclusion: Structured approach

Symptomatic cases with good anatomy
Stable ruptured cases with good anatomy
Implement strategies for unstable cases

— Stable with permissive hypotension
— Endoclamping

Implement strategies for challenging necks
— Symptomatic
— Stable ruptured cases

Implement strategies for challenging access(es)



100% endo - good bye open!
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