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Clinical History

23 year old male presenting with recurrent
submassive and massive hemoptysis (sin

v PMH:
z Hypo ic left ventricle
= Dou tright ventricle
z Abs PA
= Hypoplastic left PA
@ IVC drains to right ventricle




Clinical History

w Previous care all superior
performed in the vena cava

UK

k& Remote left BT
shunt (left SC
LPA. Occlu
Not seen o
angio) ,
 Remote right Glenn
shunt (SVC to right
PA)

Surgical Procedure




Hemoptysis History

& Initiated in 2007 with no episodes from 20
& Episodes now of up to 700 cc once or twi

& Multiple tranexamic acid and transfusion
require or target Hegb > 180

v Baselin tions in low 70’s




CTPA on admission




Single ventri
Severely hy t pulmonary
arterial tree

No BT shunt i







nitial Angiogram




Initial Embolization
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Initial Embolization
Attempt




Initial Embolization
Attempt




Initial Embolization
Attempt

 No embolization performed
& Unable ccess to right bronchial artery
do to tin ous collaterals arising from

many intercostals




Clinical Course

& Recurrent Hemoptysis at one week

w Bronch 1 suggest diffuse bilateral
alveola hage
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Second Embolization
Attempt




Second Embolization
Attempt




Second Embolization
Attempt




Second Embolization
Attempt




Second Embolization
Attempt




Second Embolization
Attempt




Second Embolization
Attempt

w PVA embolization (700-1000 um) of 1
bro

v Co oximal intercostals
k& Coiled hypertrophied left gastric branches

& LIMA/thyrocervical trunk collaterals with
moderate upper lobe parenchymal blush
@ Collateralizing intefcostals
@ Not embolized




Considerations at this
point

& Again unable to obtain access to mai
bro rtery

R ? bolizing multiple right intercostals

w Bronchial artery collateralized from many
levels and likely to recruit more

& ? Risk to pulmonary function as
bronchials/intercostals predominantly
responsible for gasexchange in this patient




Ongoing Clinical Course

& Significantly decreased volume during
hemoptysis (200-300cc) but continued dail
occurren desaturations to 20’s during
episode




Thoracic Covered Graft
Placement?

& Discussed at rounds and with patient

& Nothing found in literature for cases
refractory hemoptysis

. Pati itially declined due to stated risk of
pa nd cardiovascular collapse due to

0CC of collaterals

k& Recurrent large volume hemoptysis occurred
requiring transfer to ICU

& Patient decided to proeeed with thoracic
endograft




Thoracic Covered Graft
Placement

w Distal graft deployed first
 Immediate transient episode of hypotensio

2 Respond essor treatment after 5-10
minutes

. Proximal gratt deployed without incident




Post Operative Course

& 4 hours post op in ICU had significa

cardi ular decompensation with SPB of 50
for
w Ass d loss of movement in legs and

decreasing LOC
v Lumbar drain inserted




Post Operative Course

& Neuro exam (POD #4): Upper Limbs

& Lower limbs: Power 0/5, absent pin p
T4/

w Do g Babinski and brisk LL reflexes
v Abdominal and anal reflexes absent

& Urinary catheter remained in situ and had
required manual fecal disimpaction




MRI Spine
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Central T2 hyperintensity from C7-T11
? Cord ischemia related to prolonged hypotension




Long term follow up

v Large bilateral DVT’s post op

& Rivaroxiban anticoagulation

v No furth moptysis

2 Readmi rehab with pneumonia

w PEA arr and passed away 11 months
post op




TEVAR related Spinal
Cord Ischemia

v Overall incidence: 3-4%

k& Increased risk with length of graft/n
graf loyed/coverage of left SCA

w Pr AA repair increases risk to 12-14%

r SC 10N pressure =
spinal collateral network pressure — CSF pressure




TEVAR related Spinal
Cord Ischemia-

Preventative MeaSL‘

& Augmentation of collateral network p
@ 6ive management of peri and post op

sion

w CSF drainage

@ No consensus regarding routine use




Points to discuss

& Transplant

& More aggressive initial embolization?

 Staged ting?

& Prop lumbar drain? (High risk for SCI
due t e hypoxia)

k& Steroidsfor spinal cord protection
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