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Critical Steps to Prevent Postop 
Complications after eTAAA Repair 

• Patient Selection 

• Patient Workup/Optimization 

• Stentgraft Planning 

• Critical Procedural Steps 

• Postoperative Management 



Patient Selection 

• Aneurysm Size 

• Previous Aortic Surgery 

– Spinal ischemia 

• Cardiovascular Status 

• Renal Function 

• Pulmonary function 

 

 



Patient Workup/Optimization 
 

• Cardiac Workup 

– Stress testing is not predictive of myocardial 
ischemia/infarction (MI) or death in most pts 

– Lee Cardiac Index 

• High risk Surgery, IHD, CHF, CVD, IDDM, RF, HT, >75y 

– > 3 risk factors  or active cardiac disease             

• Undergo stress testing if VS can be delayed 

 

Bauer S. J Vasc Surg. 2010 Jan;51(1):242-51 



Patient Workup/Optimization 
 

• Medication 

– Betablockers > 30d preop (SBP ≤120mmHg) 

– Statins > 30d preop 

• decreases MI, stroke, and death perioperatively and 
long-term postoperatively. 

– Platetet inhibitor 

• Coronary stents 

Bauer S. J Vasc Surg. 2010 Jan;51(1):242-51 



Stentgraft Planning 
 



• Preoperative 3D 

Imaging is critical 

• Properly timed 

contrast bolus 

• High-resolution 

reconstruction 
– Z-plane resolution 

• Understanding of 

device deployment 



Access Evaluation 

• Evaluate Access Preoperatively 

–CTA, MRA 

• Choose Appropriate Device 

• Plan for adjunctive steps 
 



Faciliatated Access 

• Stiff Wires 

• Dilatators 

• PTA 

• Through wires 

• Crack and Pave 

• Iliac conduit 

 



Graft planning 

• When use fen/branch? 
– Proximal landing zone 

– Distal landing zone 

– Ability to incorporate 

branches 

– Adequate access vessels 

– Anatomy of Target vessels 

 



Branch Design 



Branches Versus Fenestrations 
Clearly Branch 

Clearly Fenestration 

Clearly In-between 



Branch – Aortic Geometric Interface 
Crainocaudal 

 

Ant-Post 

Type IV TAA 

Type II/III TAA 









Critical Procedural Steps 
 

• Stage the Procedure 

– Extraanatomic bypasses 

– Endograft procedure 

• Revascularize spinal cord collaterals 

– LSA, Hypogastrics 

 



Porcine Model 

Gris modell (Dr Etz) 



EUROSTAR 2007 

Buth el al JVS 2007; 46:1103-11 



Multivariate Analysis: Paraplegia Risk 
   Aortic 

Morphology 

 

SR (n=372) ER (n=352) 

OR 95% CI OR 95% CI 

I vs. 0 26.5 2.9-242.1 20 2.2-181.3 

II vs. 0 38.8 4.8-317.4 14.1 1.1-188.6 

III vs. 0 14.3 1.5-133.6 2.6 0.1-54.8 

IV vs. 0 1.8 0.1-32.5 2.6 0.2-35.8 

Chronic Dissection  1.3 0.5-3.7 0.0009 * 

Tid Proximalt Proc 0.8 0.3-2.1 1 0.2-5.3 

Tid Distal Proc/IIA 

Occlusion 
1.8 0.6-5.6 3 0.8-1.2 

Greenberg, Lu  et al.  Contemporary Analysis for Thoracic and Thoracoabdominal  

Aneurysm Repair Circulation 2008 

Hypogastric flow is more important for spinal perfusion 
when ic are not reimplanted 



Critical Procedural Steps 
 

• Check Your ancillaries!! 

– Backup stents/graft/wires 

• Put in a Spinal Drain 

• Talk to your Anesthesiologist/ICU 

• Check Your Graft! 

 

 



Critical Procedural Steps 
 

• Keep Patient well Heparinized (ACT>300) 

• Place ALL Endografts first then close the groins 

– Avoid LE reperfusion issues 

– With long (3hours) fenestrated cases consider LE 
shunt 

– Make sure your groin closure works! 

• Avoid percutaneous procedures 

 



Critical Procedural Steps 
 

• Reinforce and transition mating stents 
appropriately 

– SE stents 

– BE stents 

– Final DynaCT excellent to determine stent 
configuration 

 



Postoperative Management 
 

• Maintain MAP > 80 

– Spinal perfusion pressure 

• Early wake up test 

• If Spinal Drain fails – place another 

• Caution during dialysis 

 



Summary 

• Choose the right patient 

• Prepare the patient correctly 

• Get good imaging 

• Choose and plan the correct SG 

• Stick to the plan 

 

 




