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[Abstract] Objective To evaluate three different managements used to perform thoracic endovascular
aortic repair (TEVAR) for Stanford type B aortic dissection with insufficient proximal anchorage zone. Methods
The therapeutic managements in performing TEVAR for 36 patients having Stanford type B aortic dissection
with insufficient proximal anchorage zone (less than 15 mm) were retrospectively analyzed. Among the 36
patients, the orifice of left subclavian artery (LSA) was intentionally covered with thoracic aortic stent-graft in
15 patients (group A), TEVAR with subsequent chimney stent implantation in LSA was employed in 14
patients (group B), and cerebro-brachial artery bypass (from right axillary artery to left axillary artery and left
common carotid artery) before TEVAR was carried out in 7 patients (group C). The endoleak, the symptoms
of cerebral and upper limb ischemia, and clinical results were analyzed. Results Successful TEVAR was
achieved in all patients. Type IA endoleak occurred in 3 patients and type IV endoleak in one patient, the
incidence rate of endoleak was 11.11%. The average difference in systolic pressure between two upper limbs
was (41.68+17.52) mmHg in group A, which was (15.61£8.83) mmHg in group B and was (11.54+10.07)
mmHg in group C; the differences between group A and group B as well as between group A and group C
were statistically significant (P<0.01). No death, cerebral infarction, paraplegia, severe left upper limb
ischemia or other complications occurred in perioperative period. The patients were followed up for 3-12
months. CT angiography of aorta showed that no displacement of aortic covered stent graft and chimney stent
was observed, both artificial blood vessel and chimney stent were unobstructed, and previously existed small

endoleak disappeared with no newly - developed endoleak. Conclusion In performing TEVAR for Stanford
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type B aortic dissection with insufficient proximal anchorage zone, several measures such as covering the

orifice of LSA with aortic stent, implantation of chimney stent in LSA and cerebro - brachial artery bypass

technique can safely and effectively expand the length of proximal anchorage zone.(J Intervent Radiol, 2016,

25. 849-852)
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