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Figure 1
Schema of thoracic endovascular aortic repair.
A) Use of the GORE CTAG endoprosthesis requires patient to have
adequate iliac/femoral access (at least 24Fr.), aortic inner diameter in
the range of 23 to 37mm, and 2cm or more non-aneurysmal aorta
proximal and distal to the aneurysm for stable deployment.
B) If the length of proximal landing zone is not enough, it can be
extended by debranching. The orifice of left subclavian artery is
occluded wusing a vascular plug via left radial artery after

Axilla-Axilla bypass using vascular prosthesis to secure left arm



ischemia and type 2 endoleak. Then GORE CTAG covers the orifice of
left subclavian artery and thoracic aortic aneurysm.

Figure 2

Case 1.

A) Preoperative 3DCT-Angiography shows thoracic aortic
aneurysm

B) Intraoperative aortography (AOG) in cross sectional view before
intentional occlusion of the orifice of left subclavian artery.

C) AOG just before stent graft deployment shows that patency of
Axilla-Axilla bypass using vascular prosthesis and detached
vascular plug at the orifice of left subclavian artery.

D) AOG just after stent graft deployment shows proximal flare of
stent graft covering the orifice of the left common carotid artery
and causing flow delay.

E) AOG 10 minutes after stent graft deployment shows occlusion of
the left common carotid artery.

F) Emergency retrograde stenting of the orifice of left common
carotid artery restores antegrade flow of left common carotid
artery.

Figure 3

A) B) Post operative chest plain and contrast enhanced CT shows
thrombosis of thoracic aortic aneurysm and no apparent
endoleak to outer layer of the stent graft.

C) 3DCT-Angiography shows positional relationship of stent



graft and retrograde stenting of left common carotid artery.
Figure 4
Case 2.

A) Intraoperative AOG shows unruptured aneurysm on the wall of
aortic arch.

B) AOG just after stent graft deployment. Antegrade flow of left
common carotid artery disappears.

C) AOG after retrograde stenting of the orifice of left common
carotid artery. Antegrade flow is completely restored.

Figure 5
Schema of the two cases.

A) The orifice of the left common carotid artery is partially covered
by the proximal end of stent graft, then antegrade flow is
obstructed.

B) The balloon expandable stent (ExpressLD) is inserted from left
cervical common carotid artery to it's occluded orifice. The
antegrade flow of left common carotid artery is restored

immediately.
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