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Anatomical considerations of Type A Gore® Ascending Stent Graft
aortic dissections

sino-Tubular
Junction (STI)

SG diameter: 34-53mm
SG length: 7,8 and 10cm

Anatomical criteria
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78-year-old female with acute type A aortic

dissection

CV risk factors Pre-operative work-up
Hypertension WBC 101 x10%/L
Hypercholesteremia Hbg 9.6 o/l
Moderate-severe COPD Pt 335 x10%/L
Cerebrovascular attack Cr 0.71 mg/dL.
Atrial fibrillation on Eliquis eGFR 87 mi/kg/.73 m?

ECG, echo: normal

Surgical history

Carotid DUS: no stenosis

Type B IMH 19 Stress test: negative
Thyroid nodule removal ‘21
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Centerline of flow adjusted
to outer curvature

Innominate
artery diameter:
122mm

Aortic diameter
at innominate
artery: 34 mm

Aortic diameter
at STJ: 35 mm

STJ to innominate artery length

Endovascular approach 7

GE Allia Hybrid OR

- On-lay fusion

- High definition CBCT

EEG monitoring

Supine arms tucked

Bilateral percutaneous femoral
approach

R radial artery percutaneous approach
Selective L main coronary artery
catheterization

No rapid ventricular pacing
Gore® C-TAG AC 37 x 100 mm

First step
deployment
Angulation
mechanism
Device ‘pullback’

+ L main coronary
guide catheter

+ On-lay fusion
calibration

* Intentional

coverage of IA

* Rradial sheath

access to arch

+ ‘Buddy’ catheter
(Van Schie 3) y
redirected to ) « Wedge maneuver
ascending aorta BN with balloon and
= innominate artery
stent placement




Post-operative course

« Neurologically intact

«  No major complications

* Repeat echocardiogram: unremarkable, EF 65%
* Dismissed home on POD 6

* Follow up CTA with no type 1 endoleak
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No postop complications
Dismissed POD 6
CTA 1month: no endoleak
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