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It is at this stage that the inner margin of the most proximal stent is in its best position, relating to apposition with the inner
curve of the arch

With three stents ( and more) deployed, it angles away from its parallel apposition to the aorta on its inner curve, and
when released is unlikely to expand with good contact in this region



It is at this stage that the inner margin of the most proximal stent is in its best position, relating to apposition with the inner
curve of the arch

Consideration could be given to releasing the proximal attachment when two stents are deployed, so that it will expand in
good apposition to the inner curve
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Orientation of the first Stent

0 Risk for aortic wall erosion
0 Type 1 endoleak
0 Stent-graft collapse (

Insufficient SG-conformity to the ‘
anatomy of the arch







Precurved Stent-Gralft

Ann Thorac Surg 2008;86:780—6
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Blunt Thoracic Aortic Injury: An Early Experience

Masato Yamaguchi, MD, Koji Sugimoto, MD, Takuro Tsukube, MD, Takeki Mori, MD,
Toshihiro Kawahira, MD, Taro Havashi, MD, Masahiko Nakamura, MD,
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Bowden cable

o A suture on the inner curve of the
stent-graft to shorten the graft

o0 Self-locking knot

o Cable-housing that enables
transmission of a pulling force from
the groin










65 year old man, 7cm thoracic aneurysm

Tapered 38 — 34 mm
Prox. Comp. TX2

R 0100 mm./div
















Zenith Proform

”0Old device” "Proform”






Branched SG In the aortic arch



Aortic Arch Reconstruction by Transluminally Placed

Endovascular Branched Stent Graft
Kanji Inoue, MD; Hiroaki Hosokawa, MD: Tomoyuki Iwase, MD; Mitsuru Sato, ME;

Yuki Yoshida. MT: Katsuya Ueno. RT. Akiyoshi Tsubokawa. MD: Terumitsu Tanaka. MD;
Shunichi Tamaki, MD: Takahiko Suzuki, MD

Background—Recently, thoracic aortic stent grafting has emerged as an alternative therapeutic modality for patients with
thoracic aortic aneurysms and aortic dissections. However, its application has been limited to descending thoracic aortic
aneurysms distal to the aortic arch. We report our initial clinical experience of endovascular branched stent graft repair
for aortic arch aneurysms.

Methods and Results—Endovascular grafting with Inoue branched stent grafts was attempted for 15 patients with thoracic

aortic aneurysms and aortic dissections under local anesthesia (n=14) or general anesthesia (n=1). Single-branched
stent grafts were used in 14 patients. and a triple-branched stent graft in one. The branched stent grafts were delivered
through a 22F or a 24F sheath under fluoroscopic guidance and implanted across the aneurysmal aortic arch. In 2
patients. the single-branched stent graft did not pass through the 22F sheath used. Complete thrombosis of the aneurysm
was ultimately achieved in 11 patients (73%). Of 4 persistent leaks, 1 minor leak spontaneously thrombosed and 1 major
leak was successfully treated by additional straight stent graft placement. In 1 patient. the right external iliac artery
ruptured during the withdrawal of the sheath and was successfully repaired by the implantation of a straight stent graft.
Omne patient with severe stenosis of the aortic graft section was successfully managed by additional stent deployment.
Peripheral microembolization to a toe occwrred in 1 patient. and cerebral infarction occurred in 1 other patient. Two
patients who had failed to receive endovascular stent grafts died during an average follow-up of 12.6 months. 1 of
pneumonia and the other of rupture of a concomitant abdominal aortic aneurysm.

Conclusions—This report demonstrates the technical feasibility of endovascular branched stent graft repair for aneurysms
located at the aortic arch. Careful. longer follow-up and further extensive clinical trials are awaited toward establishing
this technique as a recommendable alternative to surgical treatment of thoracic aortic anewrysms. (Circulation.
1999:100[suppl II]:11-316-11-321.)
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Lessons Learned

* Preloaded catheters are helpful

Device orientation in the arch is difficult (impossible)

Precurved devices are helpful

Conformability of devices is vital

Stroke prevention is important

Timothy Andrew Resch







