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Comparative outcomes of endovascular aortic repair for post-dissection
and degenerative thoracoabdominal aortic aneurysms

QU Jin, ZENG Zhaoxiang, HE Mengwei, HUO Weixue, ZHANG Heng, LU Ye, TIAN Wen, FENG Rui
( Department of Vascular Surgery, Shanghai General Hospital, Shanghai 201600, China)

Abstract: Objective To evaluate the feasibility and safety of endovascular aortic repair for post-dissection and degen-
erative thoracoabdominal aortic aneurysms by comparing their therapeutic effects. Methods We retrospectively collect-
ed the clinical data (including baseline data, surgical data, perioperative indicators, and follow-up indicators) from 34
patients with post-dissection thoracoabdominal aortic aneurysms and 25 patients with degenerative thoracoabdominal aor-
tic aneurysms who underwent endovascular aortic repair in Shanghai General Hospital from December 2021 to February
2024. Results The success rate of endovascular aortic repair in both the post-dissection thoracoabdominal aortic aneu-
rysm group and the degenerative thoracoabdominal aortic aneurysm group was 100%. The perioperative mortality rate in
the post-dissection aneurysm group was 0, with cerebral infarction in 1 case (2.94%), type III leakage in 1 case
(2.94%) , and post-graft implantation syndrome in 3 cases (8.82%); while in the degenerative aneurysm group,
2 patients(8.00% ) died and 1 case (4.00%) experienced acute kidney injury. During the follow-up period, 1 case
(2.94% ) died, 2 cases (5.88% ) had aneurysm progressions, 1 case (2.94% ) had type III internal leakage, 3 cases
(8.82% ) had branch vessel restenosis or occlusion, and 5 cases (14.71% ) were re-intervened in the post-dissection an-
eurysm group; while in the degenerative aneurysm group, O cases died, 1 case (4.00% ) had aneurysm progression,
1 case (4.00%) had type I endoleak, 1 case (4.00% ) had type III endoleak, 2 cases (8.00% ) had branch vessel
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restenosis or occlusion, and 3 cases (12.00% ) experienced re-intervention. There was no significant difference in perio-

perative and follow-up outcomes between the two groups ( P>0.05). Conclusion Endovascular aortic repair for post-

dissection and degenerative thoracoabdominal aortic aneurysms has similar technical success rates and early and mid-term

outcomes. However, the results of this study need to be verified with more cases and longer follow-up time to further

investigate the safety and efficacy of endovascular aortic repair for thoracoabdominal aortic aneurysms, especially the

mid-term and long-term efficacy.

Key words: Post-dissection thoracoabdominal aortic aneurysms; Degenerative thoracoabdominal aortic aneurysms;

Endovascular aortic repair; Mid-term results; Re-intervention
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Table 1 Baseline information of patients

R-EL

B (n=59)

Je 2K (n=34)

BT (n=25)

P

Al =cq

AR/ % 61.20+13.08 55.26+11.62 69.28+10.47 0.001

Hk 53(89.83) 32(94.12) 21(84.00) 0.404

W2 SO s 14(23.73) 8(23.53) 6(24.00) >0.999

1R I 48(81.36) 28(82.35) 20(80.00) >0.999

BEIR GG 4(6.78) 1(2.94) 3(12.00) 0.399

B (IRENA = 1(1.69) 1(2.94) 0(0.00) >0.999

S 6(10.17) 3(8.82) 3(12.00) >0.999

B DI REAN 2 4(6.78) 2(5.88) 2(8.00) >0.999

fiki#EFE 1(1.69) 0(0.00) 1(4.00) 0.424

B FLEEAAE 1(1.69) 1(2.94) 0(0.00) >0.999

BEAE E Sk F A 36(61.02) 26(76.47) 10(40.00) 0.005

TEVAR 25(42.37) 21(61.76) 4(16.00) 0.001

EVAR 11(18.64) 4(11.76) 7(28.00) 0.213

FEEFFHTFA 6(10.17) 6(17.65) 0(0.00) 0.075

TAAA 4371 0.211
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Vi 3(5.08) 1(2.94) 2(8.00)
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I8 PR B K H A2/ mm 52.33(46.00, 66.58) 50.20(41.86, 57.32) 56.64(50.00, 73.80) 0.016
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Table 2 Surgical-related data of patients
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JReBh ok + 22 A Ase 30 ik 1(1.69) 1(2.94) 0(0.00)
5 LA A]/ min 51.50(36.12, 89.51) 48.28(33.48, 86.25) 60.58(42.80, 106.75) 0.360
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Table 3 Perioperative conditions
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Figurel Curves of survival rate after surgery for patients in
the post-dissection aneurysm group and degenerative
aneurysm group
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Table 4 follow-up outcomes

A S (n=59) FZ kIR (n=34) BRI (n=25) P

S N JBE Afi e 1(1.69) 1(2.94) 0(0.00) >0.999
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I B I 1(1.69) 0(0.00) 1(4.00) 0.424
1759 74 Y 2(3.39) 1(2.94) 1(4.00) 0.731
G 3 INAE PP AS B A 2E 5(8.47) 3(8.82) 2(8.00) >0.999
1 8(13.56) 5(14.71) 3(12.00) >0.999
BT 1(1.69) 1(2.94) 0(0.00) >0.999

| = KBENR - B

1.00-»-m=rl_nﬂ

0.75F

0.50F

RIF S T T %

0.25F
P=091

0O 3 6 9 12 15 18 21 24

il
B2 JeZshbkEd SR TS AR EARE =T BT
ESEE
Figure 2 Curves of re-intervention-free rate after surgery for

patients in the post-dissection aneurysm group and
degenerative aneurysm group
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