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:ENTRE CARDIO-THORACIQUE DE MOMACD

Quelle « evolution 2012 » parait la plus significative?

A. endoprothese en phase aigtlie des dissections thoraciques de type B
non compliquée,

B. utilisation des stents actifs en fémorale superficielle,
C. utilisation des ballons actifs a I'étage jambier,
D. abord percutané systéematique pour endoprothése aortique,

E. prépondeérance de I'angioplastie carotidienne sur I'endartériectomie.
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Traitement Endovasculaire des A. AO sous rénale

CCM: 3 annees — 140 procédures consécutives

Anévrismes sous senaux: 140

Endoprotheses; 134 (95.7%)
Endoprotheses Bifurquées: 129 (92.1%)

ACCES PERCUTANES/BIER99/25%0

1 abord chirurgical bilatéral pour préevention de micro-embolies

Open: 6 (4.3)
AUl: 5 (3.6)
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- Déperdition minimale % %

- Pas de modification volémique é

- Sécurité de I'abord percutané #  \.




Gestion des Boucles lliaques
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Gestion des Collets Obliques
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Gestion des Sténoses Calcifiées
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SUTURE ARTERIELLE PERCUTANEE

Prostar — Abbott Vascular




IE

Apres échec de fermeture artérielle femorale percutanée,
les déperditions sanguines les plus importantes sont liees :

A. échec de mise en place du Prostar,

B. utilisation d’'un seul Prostar pour des acces de gros calibre,
C. defaut de placement de la suture,

D. déchirure de la paroi artérielle fémorale,

E. dissection et occlusion de l'artere fémorale.



ACCES PERCUTANES
- résultats -

Prostar XL (3 ans): 365
Endoprotheses Aortiques(18F — 24F): 190

ACCES: 347 P1:329-P2:18

_ 7.
Chirurgie d’hémostase: 10 | e
=) Déchirure de paroi: 8 | £V

—> Malposition de suture / Obese: 2

Chirurgie / dissection: 3




Déperdition Sanguine Per Procedure
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Enadurant stent-grait system.

preliminary report on an innovative treatment
for challenging abdominal aortic aneurysm

H.J. M. VERHAGEN 1, G. TORSELLO2, J-P. P. M. DE VRIES 3, P. H. CUYPERS 4, J. A. VAN HERWAARDEN %,
H-J. FLOREKS, D. SCHEINERT 7, H-H. ECKSTEIN®, F. L. MOLL %

TARLE I.—Pretreatment risk factors in patients receiving the endu-
rant stent graft.

Number

Risk factors (N.=40)

patient will be followed for one year, with follow-up
visits at 30 days and six months. For analysis, the
patients will be divided into two subgroups based on
infrarenal angulation (angle between proximal md\
and aneurysm) <60° or infrarenal angulation 60° t
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The Endurant delivery sysiem

The stent-graft delivery system is made of an out-
er polymer-graft cover sheath with a hydrophilic coat-
ing (Figure 2). The crossing profile of the delivery
system has been reduced to enable accessing and
tracking small iliac vessels. The main body compo-
nents of the delivery system are available in 20 F and
18 F outside diameters, while the limb components are
available in 16 F and 14 F sizes. The disposable s

in the treatment of infrarenal aortic or aorto-iliac AAA
Here we provide preliminary baseline and peripro-
cedural data related to all 40 subjects.

The study subjects were predominantly male (95%)
and LJdul\ (mean age 74.1 years). Cardiovascular
risk factors were prevalent, with hypertension (7094,
tobacco use (60%) and previous 111\()<_.1rdm] infarc-
tion (35%), coronary artery disease (32.5%), and dia-
betes mellitus (15%) the most common (Table I). Only
10% of subjects were American Stroke Association
class I, while 65% were class IT and 25% were class I

Aneurysm-related characteristics were closely

ed. The mean maximum aneurysm diameter

2 mm (range 46 to 74 mm), the mean proxi-

mal n<_d~. diameter was 24.2+2.97 mm (range 18 to 30
mm), the mean aneurysm length was 119.8+23.53
mm (range 18 to 161 mm), and the mean proximal
k length was 28.9+13.85 mm (range 12 to 73 mm)
Six study patients had infrarenal angulation 60° to

r _
ponents. The aortic configuration of the delivery sys-
tem features a special tip-capture mechanism to ensure
the accurate controlled release of the suprarenal stent
with anchoring pins. Retraction of the graft cover
while the suprarenal stent is held in place by the tip
cap allows for accurate positioning of the entire stent-
graft

Preliminary clinical investigation
with the Endurant stent-graft system

JeCts, With fio Teported fype [T endoleaks; no 105s O
device integrity; no graft infections; thromboses or
occlusions; no conversions to open repair; and no
ruptured aneurysms. Three secondary endovascular
procedures were recorded, all related to access site
bleeding complications. No device-related death or
device-related serious adverse events were seen dur-
ing the first 30 days of follow-up. Careful review of the
adverse events during the clinical investigation
revealed an acceptable safety profile for endovascu-
lar abdominal aortic stent-grafting.

Final Results of the Prospective European Trial
of the Endurant Stent Graft for Endovascular
Abdominal Aortic Aneurysm Repair

b, J.-P.P.M. de Vries®, P, Cuypers?

E.V. Rouwet ?, G, Torsello A
f, R.J. Beuk®, H.-J. Florek",

J.A. van Herwaarden ¢, H.-H. Eckstein
R. Jentjens', H.J.M. Verhagen **

Table 4 Procedural details.

Parameter

Infrarenal angulation <60° (n = 71) Infrarenal angulation 60°—75° (n = 9)

Delivery success®
Deployment success®

100% (71/71)
100% (71/71)

100% (9/9)
100% (9/9)

Contrast used (n) 62 8

Contrast volume (mL)

115.0 & 63.78 (30—410) 103.1 & 29.99 (50—140)

Contrast usage unknown (n) 9 1
Anaesthesia

1.4% (1/71)

Blood transfusion required
Time in intensive care unit (hours)
Overall hospital stay (days)

33.3% (3/9)

33.3% (3/9)
12.0 + 21.46 (0—63)
11.2 £ 6.30 (5-23)

1.4% (1/71)
6.0 & 10.00 (0—37)
6.5 & 2.78 (3-20)

Data are presented as mean + SD (range) or percentage.

a
b

Successful vascular access and delivery of the device to the intended anatomical treatment site.
Successful deployment of the device in the intended site and the successful removal of the delivery system.




Transfusion Sanguine en France

« PMSI - 2011
— Mise a plat — Greffe sous Rénale: 19%
— Endoprotheses Aortiques: 10%
« CCM Monaco (2010-2011): 104
— Acces Percutaneés: 100%

— Aorte Sous Rénale + Thoracique:1/104 => 1%



Etude Reétrospective CCM
(2010-2011)

 Hb D(0,1,5) - Hte D(0,1,5)
 Transfusion:

Endoprothese Perte Moyenne: 2,54

Dissection AFC
Déchirure AFC

Hématome Rétropéritoneal 1120 ml




ACCES FEMORAL
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Prostar XL « preclose technlque »— ‘ Abbott Vascular



TUNNELISATION D'ACCES

CHIRURGIEIGPLIAE C: 1 3.7% e
DEFAUT D’HEMOSTASE: . 2,3%
PERTE SANGW ESTIMEE; 7%
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INTRODUCTEUR / VALVE ACTIVE

HQS » Alseal




PORT MULTI-ACCES







MALPOSITION DE LA SUTURE

A%
RE: 0.5%
MEE: 1120 cc

PERTE SANGUIN
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CONCLUSION

Al —
« Gestion de I'abord percutané pour limiter la transfusion
sanguine.

, * Problematique de la transfusion:

<+  _ Manque de donneurs
— Codt
— Risque transfusionnel

* Projet d'etude prospective sur la déperdition sanguine:

— Chirurgie d’abord direct
— Endoprothese aortique avec abord chirurgical
— Endoprothese aortique avec abord percutané
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