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20%20%

ComplicationsComplications

62%62%

+
Bad outcome: 40%



TAAA - COS

Maximally invasiveMaximally invasive

Good results only in few centers 

• High volume

• Limited ressources

• Highly selected patients
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Complete EVAR

Prohibitive X-ray exposition

• Patient & physician
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Hybride Procedure (1998)
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HYBRID (TAAA)

Debranching Stentgraft



General Challenges of „Debranching“

• Ischemia-reperfusion of all abdominal organs

Multiple anastomosis (up to 15, mean  6 to 8)Multiple anastomosis (up to 15, mean  6 to 8)

• Homeostasis generally disturbed

• Temperature often below 34 to 35° C

• Coagulation often disturbed

• Fluid balance mostly highly positive

• …

Long lasting interventionsLong lasting interventions

• Negative selection, since regarded less invasive

Polymorbid patientsPolymorbid patients
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LRA

RRA

Anatomical remodelling

Difficult access

Scar tissue

Challenges in Aortic Branches Surgery



TOOL TO FACILITATE DEBRANCHING



TOOL TO FACILITATE DEBRANCHING

STAT TECHNIQUE

Sutureless Telescoping  Anastomotic 

Technique



VORTEC

Viabahn Open Rebranching TEChnique



VORTEC/STAT - Material
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1 cm







1,5 - 2 cm





End-to-Side Anastomosis to native artery



End-to-End Anastomosis to inflow graft



End-to-Side Anastomosis to Inflow graft



Stitches to prevent stent-graft migration

Aortic branch is ligated at origin



Ischemia time during 

proximal anastomosis

Tool to perform challenging 

branch anastomosis



STAT- Sutureless Telescoping

Anastomotic Technique 



STAT

Sutureless Telescoping Anastomotic Technique

Proximal anastomosis
of the inflow graft



Small transverse incision is closed
temporarily with a Prolene running
suture



1 cm









Inflow graft







<1‘ ischemia time

STAT

Sutureless Telescoping Anastomotic Technique



How to choose diameter of stent-graft?

Viabahn

(2.5cm-5cm-10cm-15cm)

Target vessel

5mm 4.0mm - 4.7mm

6mm 4.8mm – 5.5mm

7mm 5.6mm – 6.5mm

8mm 6.6mm – 7.5mm
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How to choose diameter of inflow graft?
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Inflow (Interposition) graft 
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SMA













RCCA dissection

















Open TAA repair





Stepwise Open Debranching

Visceral arteries Renal arteries Stentgraft

Step 1 Step 2 Step 3



1. Open surgery 2. Endovascular procedure

Hybrid Open +Endo-Debranching



VORTEC

Periscope

VORTEC





Gore Hybrid Vascular Graft (6mm-9mm)



VORTEC (CT)

GHG (SMA)

Full midline laparotomy





Follow-up



HR in January 2005 (88 years old)



Follow-up (autopsy)





Limitations – severe/diffuse disease



„Transsection technique“



Limitations – diameter < 3.8mm 



Limitations



76

Limitations

two-in-one plasty



• Standardized technique (98% success rate)

• Minimal Vessel Dissection

• No Vessel Clamping

• Primary patency rate at 4 years > 85%

VORTEC / STAT

Advantages



• Level 1

– Reduces technical difficulties

– Reduces ischemia time

– No anastomotic bleeding

• Level 2

– Reduces invasiveness of aortic surgery

• Allows performing anastomosis where sutured 

anastomosis is not possible

• Level 3

– No learning curve for endovascular surgeons

VORTEC / STAT

Levels of benefit



Try to do this or 

you are welcome in Zurich

zoran.rancic@usz.ch


