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Case

• 64M with 48mm Extent IV Thoraco. 
• Underwent ascending repair at 62 y/o

• Multiple complications post op – stroke (resolved), prolonged intubation, 
respiratory complications. 

• Known 48mm TAAA undergoing surveillance. 
• Back at work >1 year later. 

• Presents with chest pain/back pain.  
• No relief with anti-impulse control.





Operative plan: TEVAR/TBRANCH/EVAR
Small TII endoleak
No intraop complications



Post-op
• Back pain resolves.
• No SCI. 
• MAP maintained >85
• Develops progressive thrombocytopenia -->30s.

• HIT assay neg.  
• Often self limited. 
• Heme suggested against transfusion unless bleeding. 



Thrombocytopenia is common after endovascular 
repair of TAAA and AD

Combination of consumption from sac thrombosis + immunogenic response
Associated with negative outcomes in multiple studies 



POD 6 – decreased LOC + right 
arm weakness. 





Clinical course contd. 
• Transferred to neurosurgery
• Reduced BP to manage ICH
• New onset paraplegia on POD 8

• No lumber drain inserted due to active SAH
• No indication for EVD

• Multitude of complications:
• PEG TUBE
• Sacral ulcer
• Pneumonia, UTI, LGIB
• Transfer to LTC – full care required…
• Died 8 months post op. 



Complications with FBEVAR is a broad topic
• Planning errors. 
• Intraoperative complications
• Perioperative complications
• Long term complications



Intraoperative problems
• Graft malalignment
• Target vessel occlusion/dissection/rupture
• Inability to cannulate
• Access complications



Perioperative complications



5 high-volume sites. 
All doing >50 open juxta-renal and >50 FEVAR / Year
Prospective database with propensity matching
>800 cases total 
After propensity 145 cases matched per group 



4.1% 30-day mortality
2.1% SCI
2.1% Limb ischemia
2.8% major hemorrhage 
24.8% AKI – 2.1% HD

NO DIFFERENCE IN MORTALITY
LESS MINOR RENAL COMPLICATIONS
NO DIFFERNCE IN ESRD

NO SCI IN OPEN GROUP





3% Mortality
4% SCI
1.7% Stroke
6% AKI – 1.3% Dialysis

8.4% Cardiorespiratory complications

~10% life ending or life-altering complications



FBEVAR for post-dissection TAAA

246 patients 
Multiple high-volume programs in USA and Europe
Prospectively collected database



Perioperative outcomes:
• Mortality 3%
• SCI: 7%

• 3% paraparesis
• 4% paraplegia – 2% permanent

• Other Major complications: 
26%

• 8% severe Kidney injury
• 1% dialysis
• 1% stroke Average procedure time: 

6.05 Hours
Air Kerma (Gy) 3
Fluro time 91 minutes



Mid/Long Term

• Endoleaks
• Bridging stent instability
• In-stent stenosis
• Target vessel stenosis

A substantial % of patients 
will require re-intervention. 



Late aortic related mortality is 4x higher in FEVAR. 
24% patients needed a re-intervention. 
21/145 = Type I/III endoleak
6/145 Renal stent stenosis/thrombosis.

3/145 SMA stenosis/thrombosis. 



Similar outcomes except MUCH
higher endoleak rate in the 
dissection group
42% TAAA
76% dissection TAAA

Type I/III = 8%
Type II:  43% dissection

24% TAAA



• Minimal aortic related 
mortality.  

• High reintervention rates: 
• 129 reinterventions in 94 

patients (38%). 
• Minor= 64 patients
• Major= 30 patients

Post Dissection: Mid-term outcomes:

246 patients 
Multiple high-volume programs in USA and Europe
Prospectively collected database



What about PMEG? 

LOW Profile fabric: 23% Type I/III Endoleaks
NON-Low Profile 13% Type I/III Endoleaks





Plan

• Left subclavian to 
carotid bypass

• Zone 0 TEVAR with 
in-situ fenestration 
for LSA and IA



Post op CT

• Initially Type III from IA 
fenestration. 

• Stopped 1 week later with 
aneurysm regression. 

• If it had NOT stopped – zero endo 
options for rescue. 





The intraoperative problem will haunt you

• Main body malalignment: 
• Rotated in FEVAR – stent kink/stenosis
• Too high/rotated in BEVAR – stent instability, Type I/III 

endoleaks, occlusion

• Target vessel rupture/dissection:
• Stenosis/occlusion

• Main body over-sizing:
• Retrograde dissection



Case II

• 69M
• BMI 38, COPD, CAD, EF 40%
• Prior EVAR
• Progressive enlargement of pararenal saccular aneurysm above 

EVAR
• Not candidate for open repair. 
• Reviewed at rounds:

• Advanced for 4-fen FEVAR cuff. 





Intra-op: Right Renal Artery Rupture AND in-
stent stenosis

BeFlared Stent
Sized 1:1 with RA



Stent extended with 
BeGraft Peripheral (still 
sized 1:1)



@#$%!!!!!



Extend with viaban. Doesn’t look great – size mismatch.  Essential given sizes available.  
In-sent stenosis better



No early post-op CTA due to AKI

@ 6 weeks eGFR 46
CTA showed two issues:
Stenosis at bend of RRA
Stenosis in Viabahn. 

Ask our friendly IR to angioplasty









POST plasty/ 
TPA

RRA occlusion

eGFR now in high 20’s low 30’s.



Mid/long-term outcomes of target vessels

• Data  regarding technical completion at index OR demonstrates 
high rate of technical success. 

• This case would be considered technically successful. 

• All studies have high reintervention rate after F/BEVAR for target 
vessel stenosis/instability. 

• Almost no data regarding post-intervention outcomes for patients 
with target vessel reintervention. 

• Technically stent is open = assisted 1ary patency. 
• Realty: poor outcome. 



Summary:

• FBEVAR for ALL aortic pathology has a high rate of perioperative 
complications. 

• 6-10% rate of life ending and life altering complications. 



Summary cont’d

• Juxtarenal/Pararenal: 
• no propensity matched studies show mortality benefit over open. 
• No risk of SCI with open
• All studies show 20-30% rate of reintervention. 
• $$$
• Should be reserved for patients with high cardiorespiratory and renal 

comorbidities.  

• Endovascular TAAA repair has a lower morbidity and mortality profile 
vs. open. 

• High rate of complications. 
• High rate of reintervention. 



• Complications can occur at every step of the 
treatment process.

• Even if the case goes well, the patient may not 
do well.  

• Intra-operative complications often translate to 
long term problems. 



Thank you 

Cwinn@ualberta.ca


