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Commentary: Getting in the zone:
Thoracic endovascular aortic
repair safety in Ishimaru zones
0 and 1
Evan P. Rotar, MD, MS (left), and Irving L. Kron, MD
(right)

CENTRAL MESSAGE

Single-branch endovascular
treatment of Ishimaru zone
0 and 1 aortic arch aneurysms
can be performed with accept-
able early safety in appropriately
selected patients.
Evan P. Rotar, MD, MS, and Irving L. Kron, MD

Patients with aortic arch aneurysms are a unique group at
high risk due to the natural history of their pathology and
the requisite interventions needed to treat the disease. The
mainstay of treatment has long been open surgical repair,
although this paradigm is changing. The advent and pro-
gression of thoracic endovascular aortic repair (TEVAR)
has expanded treatment options for high-risk surgical pa-
tients and those with complicated aneurysm architecture.
Dake and colleagues1 are to be commended for a thoughtful
and well-articulated article describing their early and late
outcomes of using a novel, branched aortic endograft for
aortic arch aneurysms in high-risk patients.

The primary endpoints of this multicenter, prospective,
nonrandomized feasibility study were successful deploy-
ment of the endograft and patency of the branch vessel on
procedure completion, both of which were successful in
all patients. Endovascular treatment of Ishimaru zone
0 and 1 aorta necessitates supra-aortic revascularization,
and in this group, no neurologic events were identified after
any such intervention before TEVAR despite differing stra-
tegies. There was no early (30-day) mortality in the cohort;
however, 2 patients (22%) did meet theWorld Health Orga-
nization (WHO) criteria for stroke after TEVAR. Further-
more, the length of postoperative hospital stay was
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variable among the cohort, ranging from 3 to 48 days (me-
dian, 20 days). It would be worthwhile to know whether any
perioperative factors impacted this variability, especially
because the median is slightly longer than that previously
reported for hybrid repairs.2

With respect to 12-month outcomes, 2 patients died, 1 of
whom sustained a periprocedural stroke, although their
death events were deemed unrelated to the index procedure.
The other periprocedural stroke patient experienced a bilat-
eral frontal lobe and left parietal lobe stroke at 6 months,
although whether this was related to the device was un-
known. No surviving patients demonstrated evidence of
aneurysm growth; however, 3 people exhibited evidence
of endoleak at 1 year. There was no mention of whether
these patients required treatment of the endoleak. These
findings reinforce that although the technical feasibility of
the index operation is important, so are the long-term safety
of these patients.
Dake and colleagues previously reported the successful

use of this single branch endograft treatment of zone 2 dis-
ease,3 and they further expand on its utility with the present
investigation. They provide compelling evidence that pa-
tients with complex proximal aortic arch disease can un-
dergo treatment with single-branch TEVAR in Ishimaru
zone 0 or 1 and achieve acceptable levels of safety in the
early postsurgical period. Although these interventions
can be performed with acceptable early survival, we must
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keep inmind that these are high-risk patients with the poten-
tial for significant complications, especially when the de-
pendency of all arch vessel territories rely on a single
vascular supply. The authors’ acknowledgment of validated
stroke scales cannot be overstated, and these should be im-
plemented in future investigations. Ultimately, this impor-
tant work reinforces that although results are mixed, this
is just the beginning for the final frontier in aortic
endografting.
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