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The graft is loaded into a Z-Trak Plus introducer with Flexor sheath

There is an orientation notch to show the alignment of the scallop and fenestration



Initially the device was advanced with its orientation purposefully misaligned with the orientation notch, and 

therefore, the scallop and fenestration towards the inner curve of the arch

When it was partially around the arch, it was not possible to rotate to the correct alignment



The device was then withdrawn, and rotated so that the orientation notch, and fenestration/scallop, were towards the greater 

curve of the arch , -- it was then re-advanced towards the arch, and as can be seen, maintained correct allignment



The pre-loaded guide wire had been replaced with a hydrophilic coated nitinol core wire, which was advanced, and 

manipulated into the innominate artery



The fenestration was catheterised from access through its target vessel

Some tension was maintained on the through wire, to ensure stability, and apposition of the scallop and fenestration with the

respective target vessels  



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 one stent deployed, it is too early, and if released, the graft would not expand into contact with the aortic wall



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



In this deployment final apposition of the fenestration and scallop to the target vessels was good



In this deployment final apposition of the fenestration and scallop to the target vessels was good











Orientation of the first Stent

Risk for aortic wall erosion

Type 1 endoleak

Stent-graft collapse

Insufficient SG-conformity to the 

anatomy of the arch





Precurved Stent-Graft



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

Self-locking knot

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

Bowden cable





Pre Post



65 year old man, 7cm thoracic aneurysm

34 mm

Tapered 38 – 34 mm

Prox. Comp. TX2











Zenith Proform

”Old device” ”Proform”





Branched SG in the aortic arch
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Ruptured Aortic Arch



Final angiogram 7 years post-op
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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
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