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Introduction

Endovascular repair offers a less invasive method to treat complex aneurysms of the
aortic arch, but device complications may occur. We report a case of recurrent
proximal stent collapse and endoleaks following branched endovascular aortic arch
repair 1n a patient with post-dissection aneurysms, culminating in open surgical
interventions to treat device-related complications.

Methods

A 53-year-old female with hypertension had
undergone ascending aortic and hemiarch dissection repair several years prior. During
follow-up, she developed expansion of the residual arch and thoracoabdominal aorta.
She underwent zone 0 branched endovascular repair involving three supra-aortic vessels
using a custom 1nvestigational device. The procedure was technically successtul despite
a 90° posterior rotation of the device and catheterization and stenting
of the target arch vessels proceeded without complications.

Results

Postoperative imaging on day 4 revealed a type Ia endoleak and
proximal stent collapse, which were treated with balloon angioplasty
and deployment of a bare-metal (Palmaz) stent. The patient recovered

without complications and was discharged on postoperative day 7.
On day 23, imaging revealed recurrent collapse and endoleak. This
was treated with an open re-operation 1n which the old
kinked ascending aortic graft was removed, the Palmaz stent was
removed and an new hemiarch repair was performed by
sewing a straight graft end-to-end to the custom-made stent of the
arch device, incorporating the aortic wall, graft material, and stent to
ensure proper placement within the true lumen and seal the false
lumen. Postoperative recovery was unremarkable.

On day 36, a persistent endoleak with sac enlargement (likely
type I1Ib) was 1dentified. This necessitated total arch repair with a
hybrid frozen elephant trunk using the Thoraflex device with
3 vessel arch debranching, and zone 3 distal thoracic extension. Upon
partial device explantation, a defect in the body of the
original endograft was seen along the greater curve as the source of
the endoleak. The patient recovered well postoperatively, with follow-

up 1maging confirming endoleak resolution and a stable aneurysm sac.

Conclusion

Endovascular arch repair provides a less invasive option for
complex aneurysms but imnvolves risks such as device
malrotation, sealing failure, and manufacturing defects that
can lead to recurrent endoleaks that can be difficult to
diagnose and manage. Close early surveillance 1s advised to
identify complications. These patients are best treated at
experienced centers with multi-disciplinary aortic
teams capable of open conversion and complex surgical
procedures. Further refinement of existing devices will be
needed to increase durability and reduce reintervention rates.
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