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In patients with an isolated aortic arch aneurysm who

are asymptomatic and have low operative risk, open "
a

surgical replacement should be considered at an arch
70,172,899

diameter of >55 mm.

In patients with an aortic arch aneurysm who meet
criteria for intervention but have high surgical risk, a

hybrid or endovascular approach may be
470172
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Recommendations Class® Level®

In patients with unruptured DTA aneurysm (without

HTAD), elective repair is recommended if diameter
>55 mm, 2021002

In patients with unruptured degenerative TAAA,
elective repair is recommended when the diameter is

902,1002,1033
>60 mm.”" " :
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Aigue

Chronique

In patients with uncomplicated acute TBAD, TEVAR
in the subacute phase (between 14 and 90 days)
should be considered in selected patients with
high-risk features® to prevent aortic

complications.1 219,1226,1295,1297,1298,1308,1309

In patients with chronic TBAD and a descending
thoracic aortic diameter >60 mm, treatment is
recommended in patients at reasonable surgical
rigk 130213151334

In patients with chronic TBAD and a descending
thoracic aortic diameter >55 mm, an indication for
intervention should be considered in patients with

low procedural risk.'?%%131¢
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( Infrarenal AAA ’

Elective repair is recommended if AAA diameter is
10641067

>55 mm in men or >50 mm in women.
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HAS

HAUTE AUTORITE DE SANTE

EVALUER

LES TECHNOLOGIES DE SANTE

ARGUMENTAIRE Endoprothéses
aortiques
abdominales
utilisées pour le
traitement des
anévrismes de
’aorte abdominale
sous-rénale non
rompus

Validé par la CNEDIMTS le 17 novembre 2020

5. Propositions de recommandations
actualisées

L’évaluation du résultat des endoprothéses aortiques abdominales en 2009 avait conduit la HAS a
supprimer la restriction de traitement aux patients a haut risque chirurgical posée en 2001. « Le
traitement par voie endovasculaire peut étre proposé aux patients a risque chirurgical standard avec
des critéres anatomiques favorables au méme titre que le traitement chirurgical et apres l'information
des bénéfices et des risques inhérents aux deux méthodes. »

La suppression de cette restriction s’accompagnait d’'une mesure obligatoire de surveillance du patient
a long terme, de la définition de I'environnement préopératoire et de la nécessité de la mise en place
d’un suivi post-inscription.

Compte tenu des données disponibles et notamment des résultats a long terme des études EVAR 1,
DREAM, ACE, OVER et EVAR2 ainsi que des recommandations, les évolutions suivantes des recom-
mandations publiées en 2009 sont proposées.

5.1. Indications du traitement des AAA

Le traitement d’un anévrisme de 'aorte abdominale (AAA) sous-rénale asymptomatique doit étre en-
visagé lorsque le plus grand diamétre est supérieur a 5,5 cm chez 'homme et 5 cm chez la femme ou
si le diamétre augmente de 1 cm en 1 an (pour un anévrisme dont le diamétre est supérieur a 4 cm.)

Un AAA symptomatique est traité quelle que soit sa taille.






AAA indications actuelles
le diametre

Recommendation 22 Changed
E U RO P E A N Men with an abdominal aortic aneurysm = 55 mm should be

considered for elective repair.

Class Level References ToE

S 5 5 mm S u rve il Ia n ce Ila ;)illzfg(-)vglgfr?zsoitsc;&gzo19),117
> 55 mm traitement chirurgical/endo F——

Women with an abdominal aortic aneurysm = 50 mm may be
considered for elective repair.

Class Level References ToE

b | [ Bown et al. (2013),"°

SVS

< 50 mm surveillance

Alternatively, young, healthy
patients, particularly women, with an AAA between 5.0

> 50 mm traitement ChirurgicaVENdO and 54 cm or those with rapid expansion of small

fusiform AAAs may benefit from early repair.”*’>#%1252
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N Engl ] Med, Vol. 346, No. 19

LONG-TERM OUTCOMES OF SMALL ABDOMINAL AORTIC ANEURYSMS

LONG-TERM OUTCOMES OF IMMEDIATE REPAIR COMPARED WITH
SURVEILLANCE OF SMALL ABDOMINAL AORTIC ANEURYSMS

1-00+

THE UNITED KINGDOM SMALL ANEURYSM TRIAL PARTICIPANTS*®
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La Survie était Meilleur chez les Opéreés
Précoces

Suivi moyen 8 ans

Proportion de patients survivants

0'4 1 1 1 || | 1 1 1 1
0 1 2 3 4 5 6 7 8 9

Années apres randomisation
No. AT Risk

Surveillance group 527 497 468 437 394 363 316 173 97 41
Early-surgery group 563 513 489 465 429 402 371 253 154 66

Figure 3. Kaplan—Meier Estimates of Overall Survival According to Treatment-Group Assignment.
P=0.05 by the log-rank test. I bars represent the 95 percent confidence intervals for the point estimates.



Final 12-year follow-up of Surgery versus Surveillance in the UK
Small Aneurysm Trial

IR A 3 . od. 17
UK Small Aneurysm Trial participants British ] ournal ﬂf Sui ger) 2007; 94: 702708
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Safety of Men With Small and Medium

Abdominal Aortic Aneurysms Under
Surveillance in the NAAASP

- Entre 50 & 54 mm => un écho doppler tous les 3 mois
- Si Taille > 55mm => avis chirurgien vasculaire rapide

ness, rapid aneurysm growth, or other finding. Of men Men with small or medium AAAs are offered surveil-
0]

th‘e aortalmeasufed 25h5 CT'd94-9 /;,V‘r’]e,re rﬁfe”ed lance: annually for small AAAs, and every 3 months for

10 WG WESCUIET SERTice MU0 WIEq &5 Ui [oee medium AAAs. This schedule is based on evidence from

gram standard. Of the 21 men who were not referred,
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Endovascular Repair of Abdominal Aortic Aneurysm does not Improve Early
‘Survival versus Open Repair in Patients Younger than 60 Years™ " [Si3

PK. Gupta? B. Ramanan?, T.G. Lynch ™€, H. Gupta9, X. Fang€¢, M. Balters?, ].M. Johanning >,
G.M. Longo ™€, J.N. MacTaggart ¢, LI Pipinos >¢*

European Journal of Vascular and Endovascular Surgery 43 (2012) 506—512
* Analyse des patients agé de moins de 60 ans issus du NSQIP
e Période d’étude 2007 — 2009

Open Repair

N=282

Mortalité a 30 jours
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La Chirurgie

Chirurgie classique
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Les Progres de la Chirurgie

JAMA Surgery | Original Investigation
Combined Epidural-General Anesthesia vs General Anesthesia
Alone for Elective Abdominal Aortic Aneurysm Repair

Amit Bardia, MBBS; Akshay Sood, MD; Feroze Mahmood, MD; Vwaire Orhurhu, MD, MPH; Ariel Mueller, MA; Mario Montealegre-Gallegos, MD;
Marc R. Shnider, MD; Klaas H. J. Ultee; Marc L. Schermerhorn, MD; Robina Matyal, MD

Survie apres chirurgie pour anévrysme aortique

m Overall survival

100+

80+

60+

Patients Alive, %

40+

Anesthésie Générale

204
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Evolution de la prise en charge
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Endoprotheses fenétrées
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Les Faits: Meta analyse 2012 AAA sous rénal
Chirurgie vs endovasculaire

6 essais randomisés
Patients a risque chirurgical normal
Mortalité péri opératoire

1%vs 3,3 % p=0.0006
Taux de ré intervention Global

10% vs 8% p=0.02




Endovascular versus open repair of abdominal aortic aneurysm

in 15-years’ follow-up of the UK endovascular aneurysm repair 2016
trial 1 (EVAR trial 1): a randomised controlled trial

Mortalité liée a I'anévrysme p=0,29

100
TT——————— LCHR
80—
= 60+ Survie Globale p=0,49
2
A 404
od T Endovascular-repair aneurysm-related survival 83-0% (95% Cl 76-2-88-0) CHIR
—— Open-repair aneurysm-related survival 87-9% (95% Cl 76-4-94-0)
—— Endovascular-repair survival from any cause 14-8% (95% C1 10-3-19-9) ENDO
—— Open-repair survival from any cause 23-8% (95% Cl 19-4-28-4)
0 1 1 1 1 I 1 I I ] 1 I 1 1 1 1
0 2 4 6 8 10 12 14

Number at risk ime since randomisation (years)

Endovascular repair 626 543 474 409 339 263 135 41
Open repair 626 534 464 399 333 257 143 50

Volume 388, Issue 10058, 12-18 November 2016, Pages 2366-2374



Les Procédures Secondaires liées a
'anévrysme, EVAR-1, Suivi 15 ans

. . A
Endovascular repair (n=626) Open repair (n=626) 100 D S -
— Open repair
n/N (%) Rate per 100 n/N (%) Rate per 100 &
person-years person-years s =
Any re-intervention £ 60
All patients 164/626 (26%)t 41 74/626 (12%) 17 £
2 404
0-6 months 67/626 (11%) 237 36/626 (6%) 12-5 5 Log-rank p<0-0001
g Endovascular-repair any re-intervention 15-year surviva
>6 monthsto 4 years 56/536 (10%) 35 9/559 (2%) 0-5 a FRRLECISLTON . .
pen-repair any re-intervention -year survival
>4-8 years 21/381 (6%) 16 16/436 (4%) 11 S pewewanzesy
0 2 4 6 8 10 12 14
>8 years 20/264 (8%) 23 13/282 (5%) 13 Number at risk
Endovascular repair 626 469 381 323 264 192 90 28
Open repair 626 506 436 357 282 214 112 35

ENDO CHIR

Procédure

(0] (0)
Secondaire 26% 12%
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ORIGINAL ARTICLE

Long-Term Outcomes of Abdominal Aortic
Aneurysm in the Medicare Population

Marc L. Schermerhorn, M.D., Dominique B. Buck, M.D.,
A. James O’Malley, Ph.D., Thomas Curran, M.D., John C. McCallum, M.D.,
Jeremy Darling, B.A., and Bruce E. Landon, M.D., M.B.A.

» 39 966 patients, suivi 8 ans
» Taux de Re-intervention 18.8%
» Rupture d’anévrysme 5.4%

> Survie a 8 ans= 50%

Survival (%)
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Endovascular repair
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New England, 2015
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National Institute for Health and Care

=xaellanes SPECIAL ARTICLE | VOLUME 72, ISSUE 6, P2145-2148,
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A new randomized controlled trial on abdominal aortic
aneurysm repair is needed

Abdominal aortic
aneurysm: diagnosis and
management

Evidence review K: Effectiveness of
endovascular aneurysm repair, open surgical
repair and non-surgical management of
unruptured abdominal aortic aneurysms

Konstantinos Spanos, MD, MSc, PhD,*" Christian-Alexander Behrendt, MD,”
George Kouvelos, MD, MSc, PhD,” Athanasios D. Giannoukas, MD, MSc, PhD, FEBVS,” and
Tilo Kblbel, MD, PhD,” Larissa, Greece: and Hamburg, Germany

NICE guideline <number>
Evidence reviews

May 2018

477 Recommendations Cardiovasc Intervent Radiol (2020) 43:169-171
https://doi.org/10.1007/s00270-019-02361-z

478 K1. For people with unruptured AAAs meeting criteria in 1.5.1, offer open surgical repair
479 unless there are anaesthetic or medical contraindications. EDITORIAL

480 K2. Do not offer EVAR to people with an unruptured infrarenal AAA if open surgical repair is
481 suitable.

482 K3. Do not offer EVAR to people with an unruptured infrarenal AAA if open surgical repair is IS ThiS the End fOI' EVAR‘)
483 unsuitable because of their anaesthetic and medical condition *

Raman Uberoi!® - Michael Jenkins?

L Abandon totale des endoprothéses sous rénales en électif
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ORIGINAL ARTICLE

Open versus Endovascular Repair
of Abdominal Aortic Aneurysm

Déces ou procédure secondaire

Cumulative Probability of Death or Secondary
Therapeutic Procedure

No. at Risk
Open repair
Endovascular repair
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P=0.47
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Guidance w v About v

Abdominal aortic aneurysm: diagnosis and management
NICE guideline [NG156] Published: 19 March 2020

Open surgical repair, standard endovascular aneurysm repair or
conservative management

1.5.3  Offer open surgical repair for people with unruptured AAAs meeting the criteria in
recommendation 1.5.1, unless it is contraindicated because of their abdominal copathology,
anaesthetic risks, and/or medical comorbidities.

1.5.4  Consider endovascular aneurysm repair (EVAR) for people with unruptured AAAs who meet the
criteria in recommendation 1.5.1 and who have abdominal copathology, such as a hostile
abdomen, horseshoe kidney or a stoma, or other considerations, specific to and discussed with
the person, that may make EVAR the preferred option.

1.5.5  Consider EVAR or conservative management for people with unruptured AAAs meeting the
criteria in recommendation 1.5.1 who have anaesthetic risks and/or medical comorbidities that
would contraindicate open surgical repair.



Eur J Vasc Endovasc Surg (2019) 57, 8—93

Editor’s Choice — European Society for Vascular Surgery (ESVS) 2019 Clinical
Practice Guidelines on the Management of Abdominal Aorto-iliac Artery

Aneurysms

Recommendation 60

In most patients with suitable anatomy and reasonable life
expectancy, endovascular abdominal aortic aneurysm repair
should be considered as the preferred treatment modality

Class Level References

Recommendation 61

[7,22,341,293,352,52,53,359,
23,357,343,28,345,11,361,29,
344,30,342,360,350,203,
204,351]

Ila

In patients with long life expectancy, open abdominal aortic
aneurysm repair should be considered as the preferred
treatment modality

Class Level References

ITa [21,22,341,23,343,28,345,
29,344,30,342]

Espérance de vie raisonnable

et anatomie compatible

Espérance de vie longue

Recommendation 62

In patients with limited life expectancy, elective abdominal
aortic aneurysm repair is not recommended

Class Level References

[ S (52.53,203,204]




Feuin: Pararenal aortic aneurysm repair using

Surgery

fenestrated endografts

Matteus A. M. Linsen, MD.,* Vincent Jongkind, MD,* Denise Nio, MD,® Arjan W. J. Hoksbergen, MD,*
and Willem Wisselink, MD.* Amsterdam and Hoofddorp, The Netherlands

JVS, 2012

Période: 2006 — 2011
O études, 629 patients, 1622 vaisseaux cibles

Suivi moyen:15 a 25 mois



Principaux Résultats (1)

30-day mortality (%)

Study Name M

Semmens (2008) 2/58
O'Neill (2006) 1/119
Scurr (2007 1/45

Verhoeven (2010) 1100 et

Amiot (2010) 3134 .

Tambyraja (2011) or29 B

Overall ‘— 2.1% (95% Cl:1.2 to 3.79%)
1 " 4 & | M
Qo ] 10 15 20 25

Fig 3. Forest plot shows 30-day mortality for all studies. CI, Confidence interval.



Principaux Résultats (2)

Branch vessel patency (%)

Study Name |

Semmens (2008) 106116 =
CrMeill (2006) 2797302 —
Scurr [(2007)

Ziegler {2007

Kristmundson (.

Greenberg (2

Verhoaven (2010) _i-_

Amiot (2010) 304/403 —

Tambyraja {2011) BETS — ;

Cverall + 83.2 % (95% C1: 90.4 to

70 ao a0 100



Long-term follow-up of fenestrated endovascular repair

for juxtarenal aortic aneurysm Suivi moyen 34 mois

. 7 L4 \ ’ 7 o
: : - Mortalité i I’'anérvsyme 0%
I. N. Roy"*®, A. M. Millen!, S. M. Jones!, S. R. Vallabhaneni'?, J. R. H. Scurr!, R. G. McWilliams?, ortalite liee a 'anervsy
J. A. Brennan' and R. K. Fisher! Procédure secondaire 20%
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0 1 2 3 0 1 2 3
Time after surgery (years) Time after surgery (years)
No. at risk No. at risk
<3 83 66 55 44 <3 83 58 46 37
34 90 45 28 15 34 90 45 27 13
Fig. 3 Freedom from type I or Il endoleak following fenestrated Fig. 4 Freedom from secondary interven.tic?n fol}owing
endovascular aneurysm repair in a single UK centre in relation to fenestrated endovascular aneurysm repair in a single UK centre

in relation to number of fenestrations in stent-graft. P=0-508

number of fenestrations in stent-graft. P < 0-001 (log rank test)
(log rank test)



W) Check for updates

Long-term outcomes after fenestrated endovascular aortic repair
for juxtarenal aortic aneurysms

Magnus Sveinsson, MD,*° Bjorn Sonesson, MD, PhD,” Thorarinn Kristmundsson, MD, PhD,”<
Nuno Dias, MD, PhD,” and Timothy Resch, MD, PhD,” Helsingborg and Malmé, Sweden; and Ca

Denmark

Re-intervention free survival
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Fig 2. Kaplan-Meier estimate of reintervention-free sur-

vival for 94 patients. Cum, Cumulative.
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Fig 3. All-cause mortality for 94 patients with median
follow-up of 89 months (range, 0-152 months). Cum,
Cumulative.

94 patients suivi moyen 7 ans

Perméabilité II= 97,5% a 5ans
Réintervention =40% des patients
Mortalité liée a I'anévrisme 3%

1 rupture

2 infections
Augmentation de taille 9%

- Take Home Message: The long-term outcomes after
treatment of juxtarenal abdominal aortic aneurysms
with fenestrated endovascular aneurysm repair
remain good, and the treatment is safe and effective,
although the need for reintervention remained high.

Journal of Vascular Surgery
Volume 75, Number 4
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Eur J Vasc Endovasc Surg (2016) 51, 380—385

Editor’s Choice — Subsequent Results for Arch Aneurysm Repair with Inner
Branched Endografts,*

R. Spear 2, S. Haulon ®°, T. Ohki °, N. Tsilimparis ¢, Y. Kanaoka °, C.P.E. Milne 2, S. Debus ¢, R. Takizawa °, T. Kélbel €

4 Aortic Centre, CHRU Lille, France

bVascuIar Surgery, Jikei University, Tokyo, Japan Table 3. Comparative analysis (median [Q1—Q3] or n [%)]).

“German Aortic Center, University Heart Center Hamburg, Germany Group L Group 2 P
(n = 38) (n = 27)

Procedure
Length (min) 250 (210—330) 295 (232—360) .35
X-ray time (min) 46 (32—84) 39.3 (34—61) .07
Volume of contrast 150 (95—207) 183 (120—290) .03

(mL)
° 74 ° Early post-operative
Tous les patients étaient S dGse% 311N 08
. d . , . I Secondary procedures 4 (10.5%) 4 (14.8%) .61
Cerebrovascular 6 (15.8%) 3 (11.1%) .60
contre in iques a la et
° . ° Systemic 17 (44.7%) 13 (43.3%) .79
chirurgie conventionnelle "
olfow up (n =

Endoleaks 3 (9.1%) 2 (7.4%) .82
Secondary procedures 3 (9.1%) 2 (7.4%) .82
Mortality 4 (12.1%) 1 (3.7%) 24
Overall mortality 9 (23.6%) 1 (3.7%) .02

Group 1: early experience study.”
Group 2: current study.



Methods

Faisabilité des endoprothése de la crosse
Aorte ascendante de diameter < 38mm
Si ce diametre et supérieur

- remplacement du segment 1

- wrapping ou banding de |'aorte ascendante




6 > 36mm)







Le segment 1

Patient contre indiqué
pour la chirurgie
cardiaque




La Dissection de type A

J ENDOVASC THER
2000;7:506-512

w06 R e Eur J Vasc Endovasc Surg (2011) 42, 442—447

+ CASE REPORT .

Transseptal Guidewire Stabilization Facilitates
Stent-Graft Deployment for Persistent
Proximal Ascending Aortic Dissection

Gerald Dorros, MD; Ari M. Dorros, MD; Sara Planton, RN;

Daniel O’Hair, MD; and Mahmoud Zayed, MD

The William Dorros-Isadore Feuer Interventional Cardiovascular Disease
Foundation and St. Luke’s Medical Center, Milwaukee, Wisconsin, USA

Endovascular Approaches to Acute Aortic Type
A Dissection: A CT-Based Feasibility Study

J. Sobocinski?, N. O’Brien 2, B. Maurel®, M. Bartoli ¢, Y. Goueffic 9,
T. Sassard ¢, M. Midulla®, M. Koussa?, A. Vincentelli 2, S. Haulon *




Journal of Vascular Surgery
January 2018

A systematic review of primary endovascular repair of the
ascending aorta

Corbin E. Muetterties, MD,® Rohan Menon, BS,” and Grayson H. Wheatley Ill, MD.° Philadeiphia, Pa:
Washington, D.C.: and Nashville, Tenn

Les séries:

2007 Chang N=7 7 dissections
2014 Preventza N=7 0 dissections
2014 Bernardes N=7 2 dissections
2015 Roselli N=21 9 dissections
2016 Tsilimparis N=10 5 dissections
2017 Li N=15 15 dissections

38 dissections type A

Aintélusion
46

CONCLUSIONS

Despite the absence of a dedicated stent graft for the
ascending aorta, at present, patients with a range of
ascending aortic diseases are being successfully treated
by endovascular technologies. Surgeons are currently

CARDIOLOGY

2018 Li et al:Mid-term Outcomes from A Multicenter
Study: Is TEVAR Safe for Ascending
Aortic Dissection?

N=56 dissertions de type A
Aigue et subaigue N=37 (65%)
Mortalité a 30 jours 7,1%
Suivi moyen 40 mois

Conclusions: TEVAR could be an effective

alternative for high-risk patients. However,
issues resulted from postoperative
complications still call for attention.




Patiente 84 ans, insuffisante respiratoire




CLINICAL CASE: FIRST IN HUMAN

First-in-Human Endo-Bentall Procedure mn
for Simultaneous Treatment of the B
Ascending Aorta and Aortic Valve

Diego Felipe Gaia, MD, PuD,” Oscar Bernal, MD," Edilberto Castilho, MD,” Carolina Baeta Neves Duarte Ferreira, MD,*
Danny Dvir, MD,“ Matheus Simonato, MD," José Honorio Palma, MD, PuD*

FIGURE 2 Endo-Bentall Prosthesis Concept Illustrated
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2014 ESC Guidelines on the diagnosis and @ Eurcpen Hear oura (014) 3526732926
treatment of aortic diseases

SOCIETY OF
CARBIOLOGY

Recommendations for treatment of aortic dissection

Recommendations Class®* | Level® Ref.c
In all patients with AD,
° medical therapy including
MEdlcaI thera py » pain relief and blood
pressure control is
recommended.

In uncomplicated Type B

. AD, medical therapy should
Type B u n com pl IcatEd » always be recommended.

In uncomplicated Type B
AD, TEVAR should be

considered.

218,219




Acquired Cardiovascular Disease Hofferberth et al

Stent-Assisted Balloon-Induced Intimal Disruption and Relamination
in Aortic Dissection Repair: The STABILISE concept

Sophie C. Hofferberth, MBBS, BSc,” Ian K. Nixon, MBBS, FRACS," Raymond C. Boston, PhD,"
Craig S. McLachlan, PhD, MPH,® and Peter J. Mossop, MBBS, FRACR%®




INTERET DU STENT NON COUVERT A LONG TERME ?

Stent-Assisted Balloon-Induced Intimal Disruption and Relamination
in Aortic Dissection Repair: The STABILISE concept  J7C52014
















A 2 ans




Littérature

Mid-term Outcomes of Stent Assisted Balloon Induced Intimal Disruption
and Relamination in Aortic Dissection Repair (STABILISE) in Acute Type B
Aortic Dissection

Elsa M. Faure ™', Salma El Batti >, Marwan Abou Rieili °, Pierre Julia °, Jean-Marc Alsac ® Eur J Vasc Endovasc Surg (2018) 1

Satisfactory short-term outcomes of the STABILISE
technique for type B aortic dissection

Germano Melissano, MD,® Luca Bertoglio, MD,? Enrico Rinaldi, MD,” Daniele Mascia, MD,?
Andrea Kahlberg, MD,” Diletta Loschi, MD,” Monica De Luca, MD,” Fabrizio Monaco, MD,” and

Roberto Chiesa, MD,® Milan, Italy (3 Vasc Surg 2018

Stent-Assisted Balloon-Induced Intimal Disruption and Relamination
in Aortic Dissection Repair: The STABILISE concept

Sophie C. Hofferberth, MBBS, BSc,” Ian K. Nixon, MBBS, FRACS,* Raymond C. Boston, PhD,"

. C d,€
Craig S. McLachlan, PhD, MPH,® and Peter J. Mossop, MBBS, FRACR I Thorac Cardiovase Surg 2014

Stent-assisted balloon-induced intimal disruption and relamination of aortic dissection
in patients with Marfan syndrome: Mid-Term Outcomes and aortic remodeling

Elsa Madeleine Faure, MD, Salma El Batti, MD, PhD, Marwan Abou Rjeili, MD, lannis
Ben Abdallah, MD, Pierre Julia, MD, PhD, Jean-Marc Alsac, MD, PhD
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STABILISE for Complicated Type B Dissection after
15 Months' Follow Up: A Word of Caution

Raphael Soler 1, Michel A Bartoli 2, Philippe Amabile ', Gabrielle Sarlon-Bartoli 1,
Pierre-Edouard Magnan '

Affiliations + expand
PMID: 33781679 DOI: 10.1016/j.ejvs.2021.02.025
Free article

Patients
P |
—— 2%
—— 3
—e— 4
—— 5F
—a— 6
— 7
—— 8

Total aortic volume at the bare stent level - ecm3

o

12 24
Time after first post-operative CT scan — mo

o

Figure 1. Aortic volume at the level of the bare stent in patients
treated by the STABILISE technique at different surveillance time
points by computed tomography (CT) scan. Arrows indicate sec-
ondary procedures performed in patients 2 and 4. The asterisks
indicate patients with connective tissue disorder.
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Conclusion

* Les indications chirurgicales de l'aorte thoraciques sont plus
agressives selon I'ESC,

* Les indications de traitement des anévrysmes doivent se baser en
plus du diametre aussi sur I'état général du patient et son espérance

* La technologie endovasculaire est toujours en progression avec
désormais une maturité de la technologie sous rénale et fenétrée

* il faut toujours garder du recul vis a vis des nouveautés en effet par
définition ce sont des techniques pour lesquels on ne dispose par de
Sulivi
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