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How | do PEVAR

Zoran Rancic, MD, PhD
on behalf of Vascular Specialists @ UHZ
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PEVAR Technique @ UHZ

e |ldentify potential troubles on CTA
— Calcifications, atherome, stenosis

e US aided puncture

* High access site
— 2 cm above Bifurcation




Technique @ UHZ

* Hospitalised patient
— < 14 Fr: 1x Proglide
— > 14Fr — 24 Fr: 2x Proglide
— Kompressing dressing, no bed rest

e Out-patient
— < 14 Fr: 2x Proglide
— 2> 14Fr — 24 Fr: 3x Proglide (2+1)
— Kompressing dressing, no bed rest



Technique @ UHZ

 Three Proglide Technique

— Preclosing 10h-14h ‘




Sheath removal




Technique @ UHZ

 Three Proglide Technique

— Preclosing 10h-14h ‘
— Additional ProGlide 12h .




Accessing a surgical graft

Predilatation with PTA balloon




Slight traction on sutures




Relax traction




Right side OK




GW removed- access sealed




Residual bleeding




Knot tightening




Again some traction for 2-5’




Relax traction — access sealed




Cutting the sutures




Looks good ©
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: Cross knotti

Bail out T&T 1




Bail out T&T 2: Sealing stitch




Sealing stitch




Sealing stitch




Pulse control




Stich removed on 1. POD




Postoperative CTA










False aneurysm




After Thrombin injection/compression




Value of high femoral access
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duvascular Aortic Aneurysm Repair
Experiefce in 100 Consecutive Patients

Mario Louis Lachat, MD,® Felice Pecoraro, MD,§ Dieter Mayver, MD," Carole Guillet, MD," Michael Glenck, MD,{
Zoran Rancic, PhD, MD,* Christian Alexander Schmidt, PhD, MD " Gilbert Puippe, MD,
Frank Junior Veith, MD,*§ Jacques Bleyn, MD, || and Dominigue Bettex, MDY

Objectives: To present the safety, feasability, costs. and
outpatient endovascular aneurysm repor (EVAR |

Background: Our expencnce i more than 1000 pats
techmcully uncomphested EVAR procedures. the only
tien was for access vessel complications (bleeding or
secondary procedures. These compheations could abamy

93% LA
8890 PEVAR [t i s s i o

Huction, endovoscular ancurysm repair (EVAR ) has
less mvasive and offering significant perwoperatve
rtality advantages over imditional open repair.! In

b cases indicated thot m technically umcomplicated
ks the only need for postoperative hospitalization

the first 3 hours afier EVAR. (Proclllde) Fies , ; i

: o sel complications (bleeding or occlusion) requiring
oiebic g P mnadyni of pirspe res, These latter complications could always be
on. 100 conscoulive clective outpaticnt EVAR cascs (O dhe first 3 hours after EVAR. We also noted that the

critera for Outpt EVAR were as follows: asymptomatic d g
consent, irovel time 1o the hosprizl if reodmission w J

60 minutes. adult observer assistance for the frst 24 b
mplicated EVAR procedure. EVAR was mostly
heesia und with percutancous access. Paticnts were
 hours of ehservuhion end checked the next mo
perative day in the outpatient chimc.

mil were excloded from further analysis, Four pa
| complicatinns required addiional procedures an
nght. The 30-day rendnussion rate was 2% (4). a
&) ists {2} or false ancurysm (2). There was no 3
stpatients who completed Outpt EVAR, 93 (97%)
EVAR agun and would recommend it to others, Cost
42 matched contemporury patients trested wath just o s{
costs were sipnificantly lower in 21 Chitpt EVAR patients than m 21 inpaticnt
EVAR.

Conclusions: Elective Outpt EVAR can be performed safely, provided certnin
eriera are fullilled und specific precautions are teken. In this senes, Ouipt
EVAR morbidaty was smmmal, especidly delirium commonin elderfy patients
recovering from mpatient vascular surgery and nosocomial infections did not
occur. Fially, patient satisfacton was high and costs were less than with
standard impaticnt EVAR.

Keywords: ambulant, day, endovescubar ancurvsm repoar. EVAR. fast-truck,
outpatient, SUrgery

{Amn Surp 2013258 754-759)

;l panents compluned after thewr EVAR procedure
i of staving i the hospital and expressed the wish
oon ns possib f these facts a

oral commum
of EVAR perfqg
nque to our 4
cc in & 100 outpaticn

- gxpenence with 100 consecutive Cutpt EVAL

felares Hospital, Antwerp (Deume), Belgiom and
o October 2012 and 77 patients were treated at the
LRy nu:ﬁlﬂﬂ] .ZI.IE'L'EJ'.L. Switzerland. All chinical and cost date
have been collected prospectively and reviewed and analyzed retro-
spectively in December 2012, Clinecal data, laberatory test, and costs
were anahvred exclusively in the more recent experience in Zurich.
The study has been approved by the respective ethical commitiees:

Patient's Selection

The decimion to perform open repair, EVAR, or hvbnd repair
wits based on aortic and thac anatomy, the patient’s fitness and/or
preference and agreement between an mierventional vascular sur-
geon, ancsthesiologist, and radiologist. All EVAR candidates were
then screened for the feasibility of ther being done solely as an Outpdt
EVAR.

-mber 1999 1o April 2002, 23 paticms were freat o il W




Conclusions

PEVAR (ProGlide) possible and safe in most patients (>90%), but

selection (CTA) and successful access (US) are key points

— Secondary bleeding has not been observed in our experience

e >200 transfemoral accesses

Most sealing issues in PEVAR (ProGlide) can be managed without
surgical cut-down

— Proximal femoral access allows relining to cover femoral tear (loose

ProGlide)

— Cross-knotting and/or sealing stitch can generally achieve bleeding

control



n® W i D mpwm oEss

= b " : | | vort 1 11| _ i o
¥ : EEE W _- . n—ru—-:l'.‘ﬁl_llil"
Wi I i 0¥ eI sEcs " & k AR 22223RANGER
; L II_I% WREE B & ! - P 5 mml-g.‘-—
L

¥ sEEs
'y _j_" I




