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Objective:

Aneurysmal degeneration of the thoracic aorta after dissection is common, and can frequently be
managed in an endovascular fashion with low morbidity. We present a patient who underwent
successful repair of rapidly enlarging post-dissection thoracic aneurysm with multiple endovascular
techniques to achieve seal.

Methods:

A 48-year-old male with previous ascending hemiarch replacement and antegrade TEVAR for
retrograde extension of Type B [0-5] aortic dissection returned with hypertensive urgency, back pain,
and post-dissection thoracic aortic aneurysm enlarging from 41 mm to 49 mm over three months. CT
angiogram revealed persistent false lumen flow from an expanded Zone 5 distal re-entry tear and from
the left subclavian artery false lumen (Figure 1A).

With bilateral percutaneous femoral access and left open brachial access, a 37 mm Gore Thoracic
Branch Endoprosthesis (TBE) (W.L. Gore, Scottsdale, AZ) was deployed under fusion image guidance
followed by the 15 mm subclavian side-branch for proximal extension. The repair was extended distally
with a Gore cTAG (W.L. Gore, Scottsdale, AZ). The septum was disrupted in a controlled fashion from
the TBE side-branch portal to the distal seal zone utilizing Knickerbocker technique. This revealed
adequate seal with cessation of false lumen flow from the distal re-entry tear (Figure 2A). There was
persistent flow into the aneurysm sac via the left subclavian false lumen. This was cannulated through
the distal re-entry in the brachial artery and coil embolization was performed from the mid aneurysm
sac to the left subclavian false lumen adjacent to the side branch component.

Results:

Completion angiogram and cone beam CT scan demonstrated successful repair of the post-dissection
aneurysm (Figure 2B). The patient was discharged home on postoperative-day three with no
complications. CT angiogram at one and three month follow up revealed the seal of the aneurysm with
regression of aneurysm sac to 41 mm (Figure 1B-C).

Conclusion:

Given the variable anatomy in aortic dissection, multiple endovascular adjuncts may be required to
manage post-dissection aneurysms. Individualized treatment is important to achieve seal and minimize
complications.
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Fig 1 Representative Images from Pre- and Post-Operative CT Angiograms: A) Persistent
False Lumen Flow from the Distal Re-entry Tear and Subclavian Artery False Lumen. B)
Regression of the Aneurysm Sac with Expanded True Lumen at One Month. C) Continued
Aneurysm Sac Regression At Three Month Follow Up.

Fig 2 Key Images from Intraoperative Completion Imaging: A) Successful Distal Seal Prior to
Disruption of the Aortic Septum. B) Final Rotational Digital Subtraction Angiogram
Demonstrating Successful Treatment of Post-Dissection Thoracic Aortic Aneurysm without
Endoleak, Rupture, or Technical Defect.
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