PMEGs and OTS devices are both
options for urgent/emergent
treatment of ruptured complex
AAA
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OFF-THE-SHELF STENT DESIGNS

* Widely available in Europe,
Canada, South America,
Australia
Cook t-Branch®
Cook p-Branch®
Gore TAMBE®

* TAMBE FDA approved 2024

* “One-size-fits-most” designs
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BRANCHED OTS DEVICES

Standardization
Immediate availability
Flexible implantation

Durable sealing

* Renal occlusion
* Aortic coverage

* Upgoing vessels
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PREDICTABLE RENAL-MESENTERIC ANATOMY

Anatomic feasibility of off-the-shelf fenestrated
stent grafts to treat juxtarenal and pararenal
abdominal aortic

* 520 patients had CTA analyzed to
map the renal-mesenteric arteries

Mendes et al. J Vasc Surg 2014

CONCERNS WITH OTS DEVICES

Anatomic feasibility

* Variant visceral anatomy

« Narrow paravisceral aortic lumen

* Upgoing targets

Length of supraceliac coverage
Concerns with renal branch patency
Profile

**Need for brachial access
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. 520 patients

‘ Upgoing renal arteries
Unilateral: 118 (23%)
Bilateral: 13 (3%)

PMEGs

* Urgent/emergent presentation
* Rapid expansion, very large
aneurysms
* Unsuitable for off-the-shelf devices
* Anatomic constraints

* Not meeting clinical trial criteria

* No access to
manufactured grafts

CONCERNS WITH PMEGs

* Quality control

- Measurement accuracy

- Breach in sterility

- Integrity issues
* Cost & reimbursement
* Regulatory issues (PS-IDE)
* Team efficiency (2-2 hours)
* Long-term durability?
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AORTIC COVERAGE...
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Early outcomes of t-Branch off-the-shelf multibranched stent graft
in urgent and emergent repair of thoracoabdominal aortic
aneurysms

Ahmed Eleshra, MD. Mohamed Hatm, MBECh, Konstantinos Spanos, MD, MSc. PO,
Giuseppe Panuccio, MD, PAD, Fiona Rohifs, MD, PhD. E. Sebastian Debus, MD. PhD, Christian-A Behrendt, MD,
Nikolaos Tsiimparis, MD, Ph, and Tilo Kalbel, MO, PO,

* 100 patients treated with T-Branch
* 70 urgent/emergent

* 372/400 (93%) target vessels cannulated
* 95-98% technical success
* Mortality 16% (urgent), 24%(emergent)

* SCl10% (urgent), 38% (emergent) MAYO
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Early outcomes from the pivotal trial of a four-branch off-the shelf
solution to treat complex abdominal and type IV
thoracoabdominal aortic aneurysms
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PRINCIPLES FOR URGENT PMEGS

. Do what you and your team are familiar with — urgency/emergency not
the best time to do it first’
. Appropriate patient selection is fundamental —fit the stent to the patient!
. You are as good as your team
. Communication is absolute key
Simultaneous modification/access/pre-cannulation saves time

It is OK to compromise for complex anatomy
. Planning is not the time to rush...

. ...but move fast on the easy standard steps Moo,
10. Postoperative care is the same as for open RAAA —don't relax! G’\LW
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Multicenter Study on Physician-Modified
Endografts for Thoracoabdominal and Complex
Abdominal Aortic Aneurysm Repair
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* Largest PMEG experience to date
* 1274 patients
* 35% symptomatic or ruptured
* Technical success 94%
* Early mortality 5.8%; MAE 25%

Tsilimparis N et al Circulation 2024

CONCLUSION

* OTS devices are preferred when available

* Anatomic feasibility limits its application

* In cases of complex AAA, supraceliac
coverage might be excessive

* PMEGs require significant
physician/team training for planning,
modification and implantation

* Team expertise is critical for both
modalities of treatment



