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Midterm outcomes of surgeon-modified fenestrated stent-graft for aortic arch pathologies
LI Gang, XU Xinyang, LIU Hong, LI Minghui, GU Jiaxi, NI Buqing’
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[Abstract] Objective: To investigate the midterm outcomes of thoracic endovascular aortic repair (TEVAR) combined with left
subclavian artery (LSA) fenestration for aortic arch diseases. Methods: We retrospectively analyzed the perioperative period and
midterm follow-up clinical data of 111 patients who underwent TEVAR combined with LSA fenestration in the First Affiliated Hospital
of Nanjing Medical University from January 2018 to December 2021. Results: Overall, the success rate of the surgery was 100%(111/
111D, the mortality rate within 30 days was 3.6% (4/111). The median postoperative follow-up time was 33.0 months, the all - cause
mortality was 6.3%(7/111), the aorta-related mortality was 2.7%(3/111). Among the main complications, there were 3 patients(2.7%)
of cerebrovascular accident, 2 patients (1.8% ) of paraplegia, 1 patient (0.9% ) of retrograde type A dissection (RTAD) , 2 patients
(1.8%) of endoleak, and 3 patients (2.7%) of distal stent-induced new entry (dSINE). Four patients (3.6% ) underwent the second
aortic intervention, of which 3 patients (2.7%) were performed endovascular surgery and 1 patient(0.9%) was performed thoracotomy
and artificial vascular replacement. Conclusion: The mid-term outcomes of TEVAR combined with LSA fenestration for aortic arch
diseases were within the acceptable range, however, further follow-up results are needed and long-term stability and durability needs to
be assessed. In addition, the technical process of fenestration needs to be standardized and unified, and related equipment needs to be
further developed.
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A : Location and size of fenestration relative to the stent-graft.
B : Location of the lesion before the stent was released. C: The laceration

was eliminated and the false lumen disappeared after releasing the stent.
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Figure 1 Stent-graft fenestration and intraoperative

angiography
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Table 1 Preoperative patient characteristics

Variable Data
Agelyears, M(Pas, Prs) ] 60.0(51.0,67.0)
Female[n(%)] 21(18.9)
Comorbidities[n(%) ]
Hypertension 95(85.6)
Coronary artery disease 25(22.5)
Diabetes mellitus 7(6.3)
Renal insufficiency 5(4.5)
Previous cerebrovascular disease 9(8.1D
Marfan syndrome 1€0.9)
Anatomical variation 6(5.4)
Smoking 25(22.5)
Symptom[n(%) ]
Chest or back pain 96(86.5)
Dyspnea 1(0.9
Abdominal pain 2(1.8)
Traumatism 504.5)
Asymptomatic 7(6.3)
Pathology diagnosis[n(%) ]
Aortic dissection 530477
Penetrating aortic ulcer 13C11.7
Aortic intramural hematoma 30027.0)
Thoracic aortic aneurysm 15(13.5

T o RIS it L P 8 T R AR 2 4 R Tk
5. 8H 10 B F AR PR OB IERE, 5
or A5 R I 3 B kI 2R I HAG RO T, 2 1) &
FWNIRBER, R A RN, AT 7€ 2 A b
U7 AT S AN 11 O T A B T B ik Ok R
(retrograde type A dissection, RTAD) 1] & 1 #l
(0.9%), F-AT I E 3 Ik N T B R H IS 28
F K8 4 5 a7 i 3 R A 1 3491 (2.7% ), 94T IR
TEVAR AR [Hk, B BKA R = IRTFARA 441
(3.6%), 1047 451 (3.6%0) ‘EEATAR LB T AR &2

3 iR

LSA 7F i (it 1fr DA B2 5 S A ofn 75 T 7 40 A 31 B4
Y, 2 500 50 LSA BOZ R ] g 848, fRFF LSA
I3 388 1 5 Tk /D AR g 3 B RORE DA R B R
AR AT B R B DGR VE . AR B U5 45 Rk
E > TEVAR BB AN 3 H R 51 38 LSA 7 2(7E ]
P52 W R P A L5 R A0 A DA B A AR
RIEAK, ER& R EXER T, EFER
TE RSN G 7 AR — Pl i 8.



5445557 1 B
20247 H

%m’ ’/f%‘[:‘lgax ilJ

T, 2 RSN B HARIE YT E K S R AR 0 TR AR L.
R ERR RS CH R R 2E R , 2024, 44(7): 966-971

* 969 -

Non-aortic operation | ——————

Secondary open surgery m—

Secondary endovascular treatment
Pulmonary infection E
Distal stent-induced new entry

Retrograde type A dissection

Endoleaks
Paraplegia E
Cerebrovascular accident

Vascular stenosis or occlusion

Aorta-related mortality
Overall mortality %

0

2 3 4 5 6 7

Incidents rate(%)

2 PHAREIEER

Figure 2 Midterm follow-up results
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