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Abstract Background and Aims: The unibody single-branched stent graft with the delivery system is a new stent

system, which is suitable for aortic dissection with inadequate proximal landing zone, and is a new
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choice for aortic dissection involving the left subclavian artery (LSA). Here, the authors evaluate the
short-term efficacy and safety by summarizing the cases with acute Stanford B aortic dissection and

insufficient proximal landing zone undergoing thoracic endovascular aortic repair (TEVAR) with

Methods: The clinical data of 8 patients with acute Standford B aortic dissection and insufficient
landing zone undergoing TEVAR using the Castor” branched aortic stent graft in Fuwai Yunnan

Cardiovascular Hospital from April 2019 to January 2020 were retrospectively collected. The surgical

Results: The 8 patients included 7 male cases (87.5%) and 1 female case (12.5%), with a median age of
42 (33-64) years, and BMI of (25.5+3.8) kg/m’. The stenting procedure was successfully completed in
all patients, the initial technical success rate was 100%, no perioperative death or neurological
complications occurred and type I endoleak was noted. The average length of hospital stay was (14.8+
3.7) d. The follow-up was performed for 223(60-370) d, and all the main body and branch stent grafts

were patent, no associated type I and III endoleak occurred, and no neurological complications and

Conclusion: The unibody single-branched stent graft combined TEVAR technique is a safe and effect

approach for type B aortic dissection with inadequate landing zone. The mid-and long-term results still
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unibody single-branched stent graft.
procedures and perioperative complications were analyzed.
symptoms of left upper limb ischemia were observed.
need further follow-up.
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Table 1 The general information of the 8 patients
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Table 1 Preoperative CTA showing the dissection involving the opening of the LSA, at distance of 1.8 cm from the opening of

the left common carotid artery (LCCA)

1.2 BITHE

A BE JE o B4 R & I R 120/70 mmHg
(1 mmHg=0.133 kPa) LLF, 0% 60~70 ¥K/min, 4
XFRMAR , CRFFHEME @Y, BF Ik, &KW 7~104d
Ja AT FARRIT . ARET CTA 5 DSA K 4F , W #5528
P85 LSA R, i HTEEKM (syngo.via F&
N b B, ARG IR XS LSA
TERBE B, et AT A LSA M H — 1Rk
SR FEIRERE R, FALRE: 2R, WA
MY E, g A RS KOF &, sk 28,
Ve ik T 22 1 6 06 B S5 DB KB 4 A B4, A
Tk A ZF F k. Seldinger £ A 2 Hill £ il sl
ik, Ve BT 22 Be A ME S KA 1 A LSA BT+ 8 ik,

© WA T o 2] F SR A E PP

T AR 3 R UF S B S, T i e A . B
B B A2 MESh KT 11 5 LSA FE B . P4 E 3l ok 25 it
MEs (E24) . WE IR b A s ke A, 30
260 ecm S22 IR . I R B,
F A Castor® il % R &I B . RJF 1 B
Castor® 43 32 7Y 32 BAE W 72 0 HL 5 B, 565 — %
Owi A s, THlwr=4d (F2B). RE 14,
1. 3. 67 H KBAFITEEHNIKCTA KA, TFH
FARSZHE S LSA 4 S G O . R A N
B e Al s A AR O o JIr A BB A R S Bl ] G AR
100 mg/d, F i, 14 H 54 A4 F 30k CTA it i
TN 43 S 57 5 i KA DY AR T A R S R A 4k
Sl .

http://'www.zpwz.net



1406

b EEESFRE

30 &

B2 R A

Figure 2 Intraoperative imaging data
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A: High pressure syringe angiography for identification of true and false lumen; B: High

pressure syringe angiography after stent deployment showing the effective occlusion of the entry tear without endoleak
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Table 2 The imaging findings and intraoperative variables of the 8 patients
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Figure 3 CTA of the whole aorta at 1 year after operation

showing patent branch stents and absent of en-

doleak
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Figure 4 The intraoperative imaging data of one patient with a wide LSA base
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A: Angiography after deployment of the uni-

body stent showing the endoleak (the yellow arrows showing the endoleak; 1: morphological change of the stent due to
wide LSA base); B: The stent form reshaped by trilobe balloon (2: trilobe balloon); C: Subsequent angiography showing ab-
sence of the endoleak (3: the unibody stent after shaping)
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— AR CRP AU R I B HAV INEENE ECG
Toll FEAZ {4 TLRs B T A A B 2 Al A= TR bFGF CME A9 s CcCU
IR I it JNK KA S PCR M EKE 1L Angll
1 41 WBC PUEMBREA-EYRBE WL ABC Y% MU N AR R T VEGF
SE IS I, B i S A Pt HRP IS 1M A PR vWF
ik IC,, B REO-EYRWE WY SABCHE | MLLEA Hb
A ZRA Cv AR R 22 il PBS I AL SCr
PGSR E MR EA-EERE SPik SEFOLEN GFP MREA BUN
R KT EGF RERER G e Wi R ELISA I/ N PLT
WAL ALT FE 2R FDA I BP
[T MDA i HL P EEG AR S0,
PIRUIF R I 2 HCV REESEEZ LPS JHERG PRGNS — AR NADPH
A L SOD P R R — LR i eNOS AR A AIE SARS
AR U MRI A LB B CCr —H LA NO
AR AR 285 8 i A L [ e VLDL-C JRER BUN — LA G NOS
AV N 2 A T LDL-C S 1L T (] TT LR % EDTA
Sk i =4 AR PaCo, adiEYEUR PT Ve ACh
Bk il 453 H Pa0, A LI AR BSA 590 B HBV
LA, DMSO IR ER HSP LHRIFRIGRE e il HBeAb
e S TR T SN RT-PCR N B 1 HIV CIURFRIGTE e PUR HBeAg
Al T 40 Th NGB HCG AT RIR R R B4 HBsAb
SN A: K R HGF SRR ATP NGNS BER IHUIR HBsAg
T IFN EH TG LRI RIFRAZ P HBcAb
o 5 P i B 1 O HDL-C A BT NS CHIBFRIFRERZ PR HBcAg
A e K GSH JLS T NEREEE EEA WHO SRR R FLTC
BT pH B EE PG XK ddH,0 PR ARG iNOS
WREZIR RNA 22 ZUFE AR 1 MAPK JE A bR e % TUNEL
A F-xB NF-kB DU Y (G A ol it S MTT SRR LOH
A1) ) RBC IIAKEAP LT Y HE HaR b2 R ECL
LTI R ESR G2 s FBS JbIR RFE R T TNF
-2 COX-2 TR AR AL BMI TAE WA b ICU
T A 435 L T ST ) APTT RIN&RBRE SR AST AR AT TGF
TP ROS Ji SE AR A TR DNA H AR AL NK £ fifd
PAFPERIEBRALE G AIDS 2t R B 5 ICAM JEE2 A 3 DBIL
JLEF Cr AT ECM Sl i TC
F 4 o 1 MMP A R R ERK JRVEEARES Thil
T X Ze )22 IR A cT LiEEA FN
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