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【Objective】

 Thoracic endovascular aortic repair (TEVAR) is becoming more 

widely used in aortic surgery due to its minimally invasive nature, 

which does not require thoracotomy.

 However, some patients require secondary open aortic repair for 

various reason, so the surgical strategy and the management of 

endoprosthesis in such situation are still controversial.

We report our experience of secondary open aortic repair after TEVAR 



【Patients and Methods】

Period : Jan 2012 – Dec 2022

Patient : 20 patients who received open aortic repair 

for the same or adjacent site after TEVAR

Age 65±11

Gender (Male : Female) 19 : 1

Etiology Degenerative 10 (50%)

Dissection 10 (40%)

Connective tissue disorder 2 (10%)

Previous history of aortic surgery (times) 2 (1-2)

Emergent 4 (20%)

Interval from TEVAR to open repair (months) 21 (3 - 60)

Maximum aortic diameter (mm) 60 (52-69)

Continuous data was expressed as mean ± standard deviation or median (interquatile range)

and categorial data as the number (%)
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Approach

median sternotomy 6 (30%)

left thoracotomy 9 (45%)

median + left thoracotomy 1 (5%)

thoracoabdominal 4 (20%)

Strategy of CPB

Partial CPB with beating heart 10 (45%)

Moderate HCA with ASCP 7 (40%)

Deep HCA with RCP 3 (15%)

Management of stentgraft

Complete explantation 9 (45%)

Partial preservation 4 (20%)

Full preservation 7 (35%)

Surgical strategy



〈58 y.o Male〉

Case 1. RTAD after TEVAR for TBAD

P.H: 51 y.o TEVAR for TBAD

Sudden chest & back pain 

→enhanced CT revealed RTAD

TEVAR

①cTAG 40mm

②cTAG 31mm

①

②

Entry

 Entry resection

 Adventitia inversion 

technique

 Stentgraft was preserved. 

 Partial arch replacement

Entry



〈68 y.o Male〉

Case 2. Stentgraft infection with aorto-esophageal fistula

2nd TEVAR

④ Navion 3434182

③ ZTA 30-108(1 fenestration)

+SMA branch(VBX7mm)

① cTAG 3434150

② cTAG 3737200

1st TEVAR

2nd TEVAR

⑤ ZTAP 38-167

Fistula

PH: TEVAR for impending rupture of DTA (67 y.o)

Re-TEVAR for typeIa and Ib EL (67y.o)

Drainage of abscess in the left pleural cavity  

Anemia and tarry stool AEF



Distal stentgraft with branch

could not be extracted

distal arch

 Explantation of infected stentgraft + DTA graft replacement

 Esophagectomy



〈72 y.o Male〉

Case 3. Aneurysmal enlargement due to persistent Type II EL

 The aneurysm expanded to 83mm

three years after TEVAR. 

 Type II EL from ICA and 

the thoracodorsal artery was persistent.

 Coil embolization failed.

 ICA suture ligation from inside of aneurysm

& Aneurysmorrhaphy

Orifice of ICA

SG

plication



【Results】
Early mortality 2 (10%)  Sepsis: SG infection with AEF

(Case 2 presented in the previous slide)

 Sudden arrhythmia

Morbidity

Stroke 2 (10%)
 In both cases, surgery was performed using 

DHCA to extract the stent graft.

SCI Paraplegia 2 (10%)
 Both cases resulted in extended total aortic 

replacement.

Paraparesis 2 (10%)

Reentry for bleeding 6 (30%)

Prolonged ventilation 4 (20%)

Tracheostomy 3 (15%)  All cases with infection with AEF

Length of ICU stay (days) 3 (1 - 4)

In-hospital day (days) 46 ± 25



【Discussion】

〈J Vasc Surg 2019〉

Comment

Incidence of open conversion 

after TEVAR 
2 - 8 %

Mortality rate : 0 - 30%

Endograft management at the time of open conversion

There is no need to remove the stent completely,

expect in limited cases such as infection



【Conclusion】

 Secondary open aortic repair after TEVAR may be required for 

various reasons and pathologies, however, the operative outcomes 

of this open conversion surgery seem to be acceptable, except for 

those in AEF. 

 Previous stent grafts may be available in some situations; therefore, 

it is necessary to consider the surgical strategy including how to 

manage the stentgraft according to each individual case.


