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Outcomes of carotid-subclavian bypass performed in the
setting of thoracic endovascular aortic repair

Soraya L. Voigt, MD;" Muath Bishawi, MD;* David Ranney. MD;" Babatunde Yerokun, MD;
Richard L McCann. MD.” and G. Chad Hughes, MD" Durham, N¢

Cook a-Branch
Proximal diameter (mm) 34 -46
Distal diameter (mm) 34 -46
LCGAbrarch . |Complications CA-SCA Bypass]
) ) Complications CA-SCA Bypass
LCCA branch diameter 8-10 o Coho 112 patlents T

LSA branch diameter 8-12
. o Any phrenic nerve injury (n=107) 27 (25%)
Other features Pre-loaded cath o Conduit: 8 mm PTFE (964) e e

e Long-term potency is excellent Cadlryneveply 2%
Neck hematoma 1(1%)

e 97% @5 yrs Late (n=106)
Anastomotic pseudo aneurysm 2(21%)

Omphcatlons may be Underrep Graft ultrafiltrate syndrome 1(1%)
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RETROGRADE BRANCH. .. ) ] ) )
ROBLEM? Ascending Aortic ConS|dera:c|ons

Diameter (>38 mm) —>Increased risk of TAAD
Length for sealing >25 —> Prior asc repair often too short
Hx of dissection without repair —>Increased risk of

ean Flow Calcifications —>Stroke Risks
= |

s - Prior coronary bypass—>Limits length to great vessels

Cook a-
Anatomic Criteria Branch
Length STJ-IA >50
Asc diameter (mm) <38
Courtesy of William Yoon, MD Prox seal length (mm)  >40 mm
Access (Fr) 22-24

a3 1220 135
() I N Mechanical valve replacement—>Device delivery
0003 o
values are based on paired analysis (Wilcoxon signed- ) )
Suitable Great Vessel landing zones




Double and Triple Branch Devices

PROS
* No cervical debranching

* Antegrade branches for innominate/ L carotid (retro also)

« Potential for total percutaneous technique

CONS o
. . . COOK
» Sequential arch manipulation b 4

« Less forgiven to ascending graft kinks
* Wound complications with cervical incisions

Multicenter global early feasibility study to
evaluate total endovascular arch repair using 7%
three-vessel branch stent-grafts for aneurysm * ’
and dissections

4
Emanuel R. Tenorio, Gustavo S. Oderich, Tilo Kélbel, Nuno V. ‘
Dias, Mark A. Farber, Carlos H. Timaran, Nikolaos Tsilimparis,

Thomasz Jakimowicz and Stéphan Haulon

Multicenter global feasibility study in eight academic centers
(2016-2019)

3-vessel inner branch arch devices
with retrograde LSA branch

39 patients (mean age, 70)

Secondary intervention
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Five access complications o
Six endoleaks 60110 %

One stent kink

Secondary intervention

Patients at risk

Clinical Determinates of Device
Selection

and L SCA

Device selection is often determined by clinical and anatomic factors

Position of the Wire in the Ventricle

« Wire perforation is a serious complication

* Wire should NOT be located under papillary muscle

chordae | \

« Wire should be coiled but avoid inserting too deep
into the ventricle

« Contusion of ventricular muscle

« Tracks thru ventricular wall—>perforation/rupture
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Deployment Force

Avoiding St

Limited manipulations Carbon DiideFusing Techlque co

ral Arterial Air Embolism
and Stroke During TEVAR

« Force to deploy graft are significantly greater in the arch

« Greater migration forces from cardiac output X A
9 5 Meticulous technique

* Need RVP
« Can only RVP for a short time
« If repeated sometimes it is not tolerated AN / o « Carotid control and flushing of debris

Air embolism minimization (CO2 flushing)

* Right vs. Left Ventricular Pacing

=<
Comparison of left ventricular with right ventricular raid
pacing on tamponade during TAVI

Anesthetic Considerations Conclusions

Anesthetic Considerations for 3-Branch Endovascular - . o .
Total Aortic Arch Aneurysm Repair « Significant anatomic and case planning details

. . are critical in obtaining optimal outcomes for
Megan D. Henley, MD™*, Harendra Arora, MD, FASA, MBA', N . .
Mark A. Farber, MD', Thomas G. Caranasos, MD"', patients with Arch disease
Emily G. Teeter, MD, FASE', Priya A. Kumar, MD, FASA'** 7

« Multi-specialty approach is often necessary

« Ascending and arch endovascular repair is
expanding to more centers in the US

Henley MD, Arora H, Farber MA, Caranasos TG, Teeter EG, Kumar PA. Anesthetic Considerations for 3-
Branch Endovascular Total Aortic Arch Aneurysm Repair. J Cardiothorac Vasc Anesth. 2018 Nov 30.




