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 71, Male 

 Smoker

 Hypertensive

 Diabetic

 Sarcoidosis

 Descending thorocic anaeurysm

 Post TEVAR (DEC 2015),at outside hospital



 Developed 102 grade fever post TEVAR and was put on 
broad spectrum parenteral antibiotics but did not 
respond 

 After 2 months patient developed recurrent 
hematemesis ,repeat CT was done which showed 

 Type I endoleak at proximal edge of stent graft

 Stent graft actually placed within aneurysm proximally 
not covering the neck  

 Gas filled cavities around stent graft 

 aorto-oesophageaL fistula



 Patient was admitted at IAH on 12th may 2015 

 PET CT revealed active infection around the stent graft 
and mediastinum and AOF

 Upper GI endoscopy revealed AOF at 30 cm of incisor 
teeth . Revealing the stent graft and struts clearly 
visible through AOF 





GASGAS

GAS



GAS

GAS





 Patient was put on four drug ATT and broad spectrum 
antibiotics

 Percutaneous Feeding jejunostomy  on 17-05-16

 Patient referred for removal aortic stent graft, repair of 
AOF and aortic interposition graft surgical refusal 
five most popular CVTS surgeons of country of India 
and also by famous aortic surgeons of the 
world(discuss in how to do session during APVIC 8 in 
June 2016) 

 Discharged with advice to continue ATT and feeding 
through jejunostomy 





 On follow up patient gained weight and became 
apyrexic but hematemesis continued 

 Was readmitted for revision TEVAR on 14-11-16

 Blood cultures and sputum cultures were negative and 
TLC normal

 Repeat PET CT showed decreased metabolic activity in 
mediastinum and periaortic tissue 













 TEVAR procedure challenges 

 Large angulation at aortic arch

 Mismatch between aortic arch and stent graft 

 Short neck and dominant left subclavian

Successful TEVAR plus chimney (C-TEVAR) procedure 
was done 23-11-16 (ICE endovascular course)

Hematemesis stopped and patient was discharged after a 
week 





 Patient readmitted on 17-12-16 with swelling in arms –
Pseudo aneurysm









 Procedure - Percutaneous Thrombin with balloon 
occlusion of brachial artery 



Surgery for brachial 
pseudoanurysm
was done on 25-01-17



Surgery for brachial
pseudoanurysm was
done on 25-01-17



Patient fed up with feeding 
jejunostomy for 6 months 
 Plan for endoscopic clipping /banding (13-01-17 and 21-

01-17)



 Patient was very happy and recuperating 





 Suddenly developed acute abdominal because of 
volvulus ,because of intestinal twisting around 
indwelling feeding jejunostomy tube 



 Emergency laparotomy was done on 13.02-17.

 But succumbed on 16-02-17 



TEVAR : 15-12-15

ADMISSION : 12-05-16 (MEDIASTINITIS + AOF)

SURGICAL TURNDOWN : 15-06-17

READMISSION : 17-05-16 (FEEDING JEJUNOSTOMY)

CHIMNEY + TEVAR : 23-11-16

PTI : 17-12-16

SURGERY FOR PSEUDOANEURYSM : 25-12-16

ENDOSCOPIC CLIPPING : 13-01-17

ENDOSCOPIC BANDING : 21-01-17

ACUTE ABDOMEN WITH GANGRENE : 13-02-17

DEATH : 16-02-17



THANK YOU


