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Endovascular left subclavian artery reconstruction via
fenestration in situ during thoracic endovascular repair
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Abstract Objective: To explore an innovative approach for left subclavian artery (LSA) reconstruction during thoracic
endovascular repair.
Methods: In two cases of thoracic endovascular repair requiring LSA reconstruction via fenestration in situ, a
commercially available device and equipment were employed.
Results: All cases achieved technical success without endoleak or stent graft migration.
Conclusion: Fenestration in situ is an effective method for endovascular LSA reconstruction. However, the long
term clinical outcome awaits further follow-up.
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Figure 1 In situ fenestration for LSA during TEVAR

A-C: The dissection located close to LSA. The distance was only 16mm from the

original of LCA to the dissection. The left vertebral artery and LSA was the dominant form; D: Angiography showed the location of

the dissection; E: The LSA was covered by the stent graft; F: Puncture the stent graft by the wire; G: The wire went through the stent

graft and came out through the common femoral artery; H-I: The stent graft was dilatated by the 3mm and 6mm balloon respectively;

J: Aortic angiography demonstrated the patency of the hole; K: Aortic angiography demonstrated that the dissection was covered

successfully and no endoleak was observed; L: CTA at 4 days after operation showed that the dissection was covered successfully and the

LSA was unblocked
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Figure 2 In situ fenestration for LSA during TEVAR
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A: The dissection located nearly to LSA. The distance was only 2 cm from

the original of LSA to the dissection. The left vertebral artery was the dominant form; B: The LSA was covered by the stent

graft; C: Puncture the stent graft by the wire; D-E: The stent graft was dilatated by the 4 mm and 8 mm balloon respectively;

F: Exchanging the 0.035 wire; G: The viabahn(10 mmx50 mm, Gore company) was replace to reconstructe the LSA

successfully; H: Aortic angiography demonstrated that the dissection was covered successfully and no endoleak was observed
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