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Clinical Analysis of TEVAR in Blunt Thoracic Aortic Injury
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Department of Thoracic and Cardiovascular Surgery,
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Purpose: Thoracic aortic injury is a life-threatening injury that has been traditionally treated by using surgical man-
agement. Recently, thoracic endovascular aortic repair (TEVAR) has been conducted pervasively as a better alternative
treatment method. Therefore, this study will focus on analyzing the outcome of TEVAR in patients suffering from a
blunt thoracic aortic injury.

Methods: Of the blunt thoracic aortic injury patients admitted to Eulji University Hospital, this research focused on
the 11 patients who had received TEVAR during the period from January 2008 to April 2014.

Results: Seven of the 11 patients were male. At the time of admission, the mean systolic pressure was 105.64 +24.60
mm Hg, and the mean heart rate was 103.64 +20.02 per minute. The median interval from arrival to repair was 7 (4, 47)
hours. The mean stay in the ICU was 21.82+16.37 hours. In three patients, a chimney graft technique was also per-
formed to save the left subclavian artery. In one patient, a debranching of the aortic arch vessels was performed. In two
patients, the left subclavian artery was totally covered. In one patient whose proximal aortic neck length was insufficient,
the landing zone was extended by using a prophylactic left subclavian artery to left common carotid artery bypass before
TEVAR. There were no operative mortalities, but a patient who was covered of left subclavian artery died from ischemic
brain injury. Complications such as migration, endovascular leakage, collapse, infection and thrombus did not occur.

Conclusion: Our short-term outcomes of TEVAR for blunt thoracic aorta injury was feasible. Left subclavian artery
may be sacrificed if the proximal landing zone is short, but several methods to continue the perfusion should be consid-
ered. [ J Trauma Inj 2015; 28: 232-240 |
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Fig. 1. TEVAR with Subclavian carotid bypass for a patient with traumatic aortic injury: (A) Postoperative computed tomography
scanning shows TEVAR and Lt. subclavian artery bypass to Lt. common carotid artery (3-demensiona reconstructions). (B)

Complete schematic view of subclavian carotid bypass.
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Fig. 3. Surgical procedure : The ascending aortic branches are dissected. A prostheses is anastomosed end-to-end at the ascending
aorta to brachiocephalic artery. Left carotid artery is anastomosed end-to-end at the prosthetic brachiocephalic artery. Left
subclavian artery is transposed to left carotid artery. (A) Postoperative computed tomography scanning shows TEVAR and
debranching (3-demensional reconstructions). (B) Cartoon showing the surgical anastomosis to ascending aorta.
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