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Elwcaymyn

v' Me tov 0po avebPLGLOL YOPAKTTPICETOL (L0 LLOVILLT
EVIOTIGLEVT] OPTNPLOKT OLATACT] TOV OPEIALETON GE OOUIKES
OAAOLDGELSC TOV TOLYDLOTOC TOL Oy YELOV

v AVOAOYO. |LE TNV EVIOMLGT] TOLS GTHV QLOPTN ELVOL OLVATOV VO
tacivounBolv GE:

1) KotAoka (75%)
11) avevpLooTa Bmpakikne aoptne (20%)
111) Omp okokotAloka(5%) (BKA)
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ToCivopnon OKA




Emonmoioyia
Enittoon 10,4 / 100.000 / étoc (HITA)

EueaviCovtor oe peydiec nhkies ( péon nikio
Ta 65 gtn, 60-70)

Etwvon cuoyvotepa atovg avopess (2/1 — 4/1)

To 30% tov acbevov ne OKA napovcidovv
OVEVPVG LOLTOL KOt G€ AALES TTEPIOYES TOV
OMLOLTOG.




Pvokn eCEMEN TS VOGOV
EniPioon < 40%/Setia ov cuovTnpnTikd,
Bdvatog amrd pnEn
>8cm ®KA 80% pnén 6to £tog

AvEnon owopeTpov > lem / £10¢ = KivOLVOG
PNENS

AY, kdrnviopa, XAIL nlkio, g0Ao aviavet
Kivoovo pnEns (P blokers)




IlpooraOcorkol Tapayovreg

Kamrvicuo.

A10TPOON

XAIL ParProomaBetec
DoAo (appEV)

Y TEPTOON

Owoyevn Tpoowbeon (20% Tav cuyyevav)



MabodpuvoiLoAdoria

Avinuévm op o ploTTA EAAGTAGHG AY

Kamviopou

Abnpaokipovon

Aopritioo

AANNoiwon
apTNEIOKOU

TOIXWMATOG
Mikp ofroxkoi mwop cyovieg

OTO OLOPTIKO TOLY®LLOL
Avuryovikn) op don Tov Tp oteivav AAAP-40

T'ovidrakol wop cyovTeg




Avtioroyia

ExpuMcetikd (non specific) 0nme oty
KOTAIOLKT] 0P TH - APTNPLocKANpLVGN
DAeypovoon outia ( apnipitoa Takayasu)
Boakmnpokd ( LOKOTIKE 1] COPTAIOTKA)
Tpovpatika

["oviowakég oratopayes ( oovopoua Marfan-
Ehlers Danlos)




Klvikn sikova

AGOUTTOUOTIKA
2V UTTTO LOLTUKOL

2DVOPOLLO OVe KOIATC OAEP LG
Avceayio, Bpdyyos @mvig
Avcmvoia, Brya

ATUTTO. KOTAOKA, Omp ol dAy
Poyrociyio, oc@LaAyioL
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TLOP OTTA T Y10l

A1JLOTTTUGT], OLILOTENLEST)
Avcovpio

[Teprpepucec eufforec
ALOAELTOVGOL YOAOTI|TO.
AOPTIKT] OLVETOPKELD.

[Tieon otepovici®V apTNPLOV
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Avayvoon (1)

loTopiko
KAtvikn eucova

KAwikn ecetaon;

1) UNAQPN T 6OLLOVCA, LOLO.

11) GUGTOALKO PUGTLLOL

111) xepropoc De Bakey

111) EAEYYOC TLEPLPEPIKMDY GPVEEDV
1V )G LELD, ETUTAOKDV




Avayvoon (2)

[TapakAviKOoc EAEYYOC
1) I'evikn aiotoc ,00pmV, EAEYYOC TNKTIKOV
LUNYOVIGLLOV, GOKYOPO, ALTIOL0!
2) AKTIVOYPOpIoL B0 POKA-KOTATOG
3) HKT,

4) Y TepMyoKapO10YPOLPTLLOL
S)HUNOIOKT APAIPETIKT) OLYYEIOYPOPIOL
6) CT, MRI

7) Spiral CT, MRA

8) TLEAOYPOLDIO.







ETracBecTwoelg 01O TOiXWHA OKA

OWPEAKOKOIAIOKO aVEUPUC O OE aoOevh
ME ETTIYOOTPOAYIO




EAIKOEION AEOVIKI) AOPTOYPAPIO NE OKIOOTIKO
(Tp100. AvaocuoTtaon) (spiral CTA)

via Tov MNP X oxedl1aou6 o€ Bwp aKOKOIAIOKA aVEUp.
- 0WPAKOKOIAIOKO / TUTTOC
- TTo10 OTTAOXVIKA ayyeia 0a ermavaigaTwéouv

yia avaTtouikeg Tipouttofeceic yvia EVAR og OKA
-wveg oTNPIENG (UNKOG, d1duETPOC, oXNHA, Opoppog, adnpwua)
-OIdUETPOC, YWViwon, ddnpwudTwon ayyeEiwv e10aywync
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OWpPAKOKOIAIOKO
aveupuoua TutTou IV




Inclusion of SMA, CA Extent of TAAA to renals




DACRON GRAFT DACRON
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Emmiokeg

Pnén (tehikd 6to 75%0-80% av 0ev oV TIUET. )

®popfimon

[Teprpepiés epffores

| [ieon mopaxeipevov opyov v




Avtipetomion

A ENAEI=ZEEIYX :
-neye0og (>S cm)
-PpaOpog avarrToins (>lem/érocq)
-CUUTTTO LA TUKA

-PpaYEVTA (CUYKUAVUUEVT], EAEV0EPT)




TTapayovrec mou augavouv Tnv
m18avoTnTa pnNeénc

e MéyeOoc

e HAIkia

e 3YAO

e YnépTaon

e COPD - Bpoyxekraocieg

e Kanviopa

e PuBuoc auvénonc diapeTpou
e Emroxiakn erimtTwon
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A) KAALR D-KH ginclusion technique by Crawford)

1) ‘clamp and sew’ technmique

1) distal aortic perfusion+ sequential clamping

- gott shunt
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Renal
Preservation
Solution

= __Spinal Cord
~Eplidural Space

Catheter
Tip

& C Saline Infusion

Temperature Cable




T Common carotid a.

FIGURE 103-10 Thoracoabdominal incisions tailored for ancurysm
extent

FIGURE 10311 Previously the diaphragin wis divided (hefry, curron
ol the mescular portion of the daphragm b cut







BioMedicus
pump

FIGURE 103-12 Duistal aortic perfusion from the left pulmonary vein to
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PATENTA ANEYPYZMATA
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Amoteiéopota og yoypo OKA

= N R Thoracoabdominal Aortic Aneurysms /92 1317 |
__"horacoabdominal Aortic Aty

TABLE 92-4. OPERATIVE COMPLICATIONS IN MAJOR SERIES OF THORACOABDOMINAL AORTIC ANEURYSM REPAIR

PARAPLEGIA/
STUDY NO. OF OPERATIVE MORTALITY PARAPARESIS  RENAL FAILURE
YEAR INTERVAL PATIENTS  TECHNIQUE NO. (%) NO. (%) NO. (%)

1993 1960-91 1509 c/s (83%)|l 155 (10) 234 (16) 269 (18)
1999 1986-98 1220 /s (72%)|] 89 (7.3) 56 (4.6) 133 (11)
1996 1981-95 260 c/s 37 (14.2) 39 (15) 27 (1042
1998 1984-96 217+ c/s 21 9.7 17 (7.8) 4(38)%
1997 1991-96 343+ AFBP (67%) 43 (13) 33 (10) 99 (29)§
1992 1980-91 150 c/s 15 (10) 64 14 (9.3)
1986-97 210 c/s 17 (8) 15 (7.2) 22 (10.6)

3909 377 (9.8) 400 (10.8) 568 (14.7)
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Amotersonato oc paysvra OKA

Ruptured thoracoabdominal aortic aneurysm
treatment in the United States: 1988 to 1998

y 2003;38:319-22

m321 padYévca BOKA
m Méon nA 71

m63%aV 0 P Eg

- (51% 17
M T X)
m30 L VYOOMNpPot N Tt a d52%

m ON A 28%, O E M 18%,
TAPpATAN YA 3,4%




ATOTEAEGUOUTO GE CUUTTOUUTIKA KA
payévro OKA (0o KEvTpo ava@opac)
Emergency surgery for thoracoabdominal aortic

aneurysms with acute presentation

Scott A. LeMaire, MD, David C. Rice, MB, BCh, Zachary C. Schmittling, MD, and
Joseph S. Coselliy MD, Houston, Tex (J Vasc Surg 2002;35:1171-8.)

Rl2 oL uUunNTTWUAT L Kan

oarévoaOKA

m ONA25%, TV € OOV L Kég
ET L TTAO KEég 45%,
TOoOpAaATANn Yia 14%




VB OLO L KA
OMTOKAUTAO T AODN

AL Y6T EPESCETLTTAO Kég
X0 UNASGT EOO TOOCOOTH
Bvntéet nt dg-

TOPpOATAN Yidg

" ATOoOQPULYHOB WO AKOT O UTAS,
ESEWOWUAT L KAg

" EAGT TWON KAOLO L &K OO stress
GxL amroKA. Ao O T1g)




Xg1poupysio

lFSVLKﬁ&V&LGQUGf;

mMéon v-v AamraportTo

s [lapadoKELAXOPODT L KOO
OGKOUL VEDPPO L KOV 0P T.

KoL OTAUXXY L KOV
AOTNOLOV

mllpoetotl yaoia ooV B € T ng
Y-t p66 €Ecng







OLEYYELPNTIKES ALY YELOYPAPLES
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postoperative CT Schematic description of the
reconstruction procedure
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OWPEAKOKOIAIOKO aVEUPUOHO




Fenestrated and Branched Graft




Definition-Goal-advantage

o the untavorable proximal or distal
landing zone into tavorable

by incorporating to revascularize the included vessels

(renals, accessory renals, SMA, CA)

m the untavorable proximal (II, ITI,

IV TAAA) or distal (I,V TAAA) landing zone,

more proximally or more distally

by incorporating to revascularize the included

vessels.




Indications for F-EVAR

AAA with unfavorable infrarenal neck
(short < 10mm, conical)

Juxtarenal AAA { arise distal to the renal arteries but in very close
proximity to them.

Pararenal AAA { involve the origin of one or both renal arteries

encompass the visceral aortic segment containing the
superior mesenteric and celiac arteries, and
Suprar enal AAA specifically are termed type IV thoraco-abdominal

aneurysms if they extend upward to the crus of the
diaphragm.

PAA (Paraanastomotic)

Juxtarenal {very close to the origin of the renals or involving the
Pararenal renals always after a previous open AAA repair.

Suprarenal

Crawford ES, Beckett WC, Greer MS. Juxtarenal infrarenal abdominal aortic aneurysm: special diagnostic and
therapeutic considerations. Ann Surg 1986;203:661—70.




Basic Fenestrated technique Indications

(NAV/ WAV

*Scallop

covered stents
Small fen

Large fen




Side Branch technique  Indications

B AAA ath unfavorable infrarenal neck

6 hort < 10mm, conical)
® Juxtarenal AAA
m Pararenal AAA
® Suprarenal AAA

| PAA. (]m;mmnﬂl, Pararenal, Supta re nal Paraa nastomotic
Aneurysm)

O I IV V

Few cases covered stents




Hybrid technique Indications

® AAA wth unfavorable mfrarenal neck (short <
10mm, conscal)
® Juxtarenal AAA

m Pararenal AAA
m Suprarenal AAA

= PAA (Juxtarenal, Pararenal, Supra e nal Paraanastomotic Aneutysm)

| IV

7

£

I/

Fenestrations +
Less time branches

consuming
/ \ covered stents




Technique

m Heavy duty portable C-arm 12 inch
m Fully floating radiolucent table with attached side arm

m Contrast media injector

Both groins and left arm are prepared










6" month Post- op CTA

w;.m By, | PE ‘,‘:-. -
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Aneurysm exclusmn




6" month Post-op CTA

o

< :
Aneurysm exclusion

Patent renals, SMA, CA




Results so far
Results from F-EVAR for TAAA very

limited and mixed with unfavorable
AAA

Repair of thoracoabdominal aortic aneurysms with

fenestrated and branched endovascular stent grafts

John L. Anderson, FACS, FRACS,* Donald ]J. Adam, MD, FRCSEd,"” Michael Berce, FRACS,**
and David E. Hartley, FIR, FRANZCR (Hon),* Ashford and Adelaide, South Australia; Birmingham,

United Kingdom; and Perth, Western Australia
5. (J Vasc Surg 2005;42:600-7.)

B 4 patients, asymptomatic [AAA
B 12 month FU : 1 unrelated death, 100% target vessels patency rate




J ENDOVASC THER
2007;14:000-000

¢ CLINICAL INVESTIGATION

Fenestrated Endografting for Aortic Aneurysm Repair:
A 7-Year Experience

Peter Ziegler, MD?; Efthimios D. Avgerinos, MD, PhD2; Thomas Umscheid, MD3;
Theodosios Perdikides, MD?; and Wolf J. Stelter, MD, PhD"

"Department of Surgery, Stadtische Kliniken, Frankfurt a.M. Hochst, Germany.
2Department of Vascular Surgery, Hellenic Airforce Hospital, Athens, Greece.
*Department of Vascular Surgery, St Franziskus-Hospital, Miinster, Germany.

RETROSPECTIVE ANALYSIS

1 yeats
63 patients (59 AAA, , 3 DTAA wnth short distal landing zone)

180 fenestrations and branches

Mean FU 23 +_ 18 month

|

= 1 conversion

= 1rupture
Aneurysm related cumulative mortality 4.8 % dutring 77 months
14 cases with renal imp airment (6 permanent 1 dialysis)

Endoleak was 8% primary and 11 % secondary.




Mid-term results of endovascular aneurysm repair
with branched and fenestrated endografts

Bart E. Muhs, MD,*" Eric L. G. Verhoeven, MD, PhD,* Clark J. Zecbregts, MD‘: PhD*
Ignace F. J. Tiellin, MD,* Ted R. Prins, MD," Hence J. M.Verhagen, MD, PhD,” and
Jan J. A. M. van den Dungen, MD, PhD,* Groningen and Utrecht, The Netherlands IV/S 2006:44:;9-15

4 years

38 patients (30 AAA, )
87 fenestrations and branches
30 DAY MORTALITY 2.6%
Mean FU 26 + 13 month :

| and 92% cumulative 11 46 months

B Creatinine level preop-postop (INS)
m No aneurysm rupture




Beyond the aortic bifurcation: Branched
endovascular grafts for thoracoabdominal and
aortoiliac aneurysms

Roy K. Greenberg, MD, Karl West, BS, Kathryn Ptaff, BS, James Foster, BS, Davorin Skender, BS,
Stephan Haulon, M D, Jamie Sereika, RN, Leslie Geiger, RN, Sean P. Lyden, MD, Daniel Clair, MD,
Lars Svensson, MD, PhD, and Bruce Lytle, MD, Cleveland, Ohio

JVS 2006;43:879-86
50 patients (20 unfavorable AAA, 21 CIA)

37 fenestrations and branches
30 DAY MORTALITY 2 %
Mean FU 12 months :

m No aneurysm rupture no conversion
m 9 secondary interventions
|
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