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Handmade, on-the-table, fenestrated arch endograft.

Central Message

Endovascular options for acute management of

the aortic arch are limited. The authors present

a novel technique of on-the-table fenestration

to produce a fully customizable arch endograft.

See Article page 629.
In this issue of The Journal of Thoracic and Cardiovascular
Surgery, Kuo and colleagues1 present their innovative tech-
nique in the endovascular management of aortic arch pa-
thology with on-the-table, handmade, fenestrated
endografts. The topic is timely, because the minimally inva-
sive management of the thoracic aorta is a rapidly evolving
field requiring novel approaches to face an increasingly
challenging cohort of high-risk patients.

In their series of 13 cases, Kuo and colleagues1 describe
the surgical considerations, patient selection, and short-
term outcomes of complete arch reconstruction with preser-
vation of all supra-aortic branches. This zone 0 platform is
extremely nuanced, and Kuo and colleagues1 are forthright
in its selective application in patients at the greatest surgical
and anesthetic risk, including those with excessive comor-
bid burden and complex, reoperative scenarios. With regard
to technical planning and execution, Kuo and colleagues1

rely on an intraoperative aortogram to determine the appro-
priate stent size and to delineate arch vessel relationships.
Once these measurements have been satisfied, the fenestra-
tions are created and reinforced with a micropuncture wire
sutured around the circumference of each orifice. The de-
vice is then sheathed and aligned according to the location
of the innominate artery. The use of bridging grafts to rein-
force the main body and to prevent tear propagation is based
on the proximity of the aortopathy to the origin of the
branch vessels. Despite the inclusion of patients at high,
and perhaps prohibitive, risk, the outcomes were largely
favorable. There were no in-hospital deaths, 3 late deaths,
and no reinterventions on the proximal stent graft.

The ability to customize a complete endovascular option
in real time to mitigate a variety of arch pathologies ad-
dresses many of the limitations of current stent technology.
Although parallel and branched endografts have been used
in the thoracic aorta with variable success, their universal
applicability is limited by concerns regarding endoleak
and stroke, as well as availability on an emergency basis.2,3
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One must, however, temper enthusiasm before abandon-
ing the current standard of open total arch replacement.
With continued improvements in cerebral protection and
enhancements in neuromonitoring, there has been a reduc-
tion in overall morbidity and mortality.4 Moreover, the
anatomic constraint of requiring an ascending aortic diam-
eter of less than 42 mm to ensure an adequate seal limits the
use of this fenestrated device if an aneurysmal proximal
segment is present. Lastly, the need for a repeat thoracic en-
dovascular aortic repair with distal extension in nearly half
of the patients, as reported by Kuo and colleagues,1 is sig-
nificant. That having been said, we commend the ingenuity
of Kuo and colleagues1 and firmly believe that cardiac
surgeons must continue to devise and implement new
strategies to minimize the impact of intervention on the
thoracic aorta.
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