A A A 2k 2021 4F 12 A 55 30 455 12 1 ] Intervent Radiol 2021, Vol.30, No.12 —1219—

M4~ A Vascular intervention -

AN BEXUTT % 35 AR AE Stanford B 78 3 ik 2
PEREESIE B shikE 2 B EY B n H

X Rk, KkEW, & F, BHAKE, F MK, EEHH, Nk, FRA

(BE] BB NG5SR F 80 Ik AT 6 05 4 3SR ARIB T A L BE R 3 ik (ASA) I
Stanford B i £ 3 ik )2 (TBAD) B & (2%, 3% 2017 4F % 2019 4F T B ALK 2% M E BEfE TBAD 2
HARTTFEF K CTA Kt b &I 4 FIER ASA, 4 BIEF B B P A AFER 473 2 (44~52 %), 3
2 52 P M 2 ) Bk D S TR T I 43 S S BB SRR T B U O i 4B 52 R T AT R RIG IR T
M., HER OAPREENFARYPRT), KREEBFARMICT ™ E WA P SCE B8 0LIF & AE . BV
12~36 D, EBE T, o BB S5 AR B A REE SO B, BT A B I BE T 3Kk (SA)
U ASA W, TCo ST BRI FE ) BRI SR A A SR RUIF B R Ik P9 A YT TBAD £ ASA W4T,
S HP IR0 e, S Ak SR B D A S I e i U SA L DA B s Mok AR, R g SR R
FRIHE J S 3l Dk i A4t

(X8R Eahlkdez; HEBE T sk, M3 sk Mg BT

FESES R543.1 XHEREMB A XEHS:1008-794X(2021)-12-1219-05

Application of extracorporeal aortic stent double pre-fenestration technology in endovascular repair of
Stanford type B aortic dissection associated with aberrant subclavian artery WANG Liang, ZHANG
Ywing, BAI Lei, YANG Yongbin, JI Lin, WANG Haigian, LIU jianglong, LI Xiaodong. Department of
Cardiovascular Surgery, General Hospital of Ningxia Medical University, Yinchuan, the Ningrxia Hui
Autonomous Region 750004, China

Corresponding author: LI Xiaodong, E-mail: drlixiaodong 2017@163.com

[Abstract] Objective To summarize the clinical experience of using aortic stent pre-fenestration
technology in treating Stanford type B aortic dissection (TBAD) associated with aberrant subclavian artery.
Methods Between 2017 and 2019, a total of 4 patients with TBAD complicated by aberrant subclavian
artery, which was confirmed by preoperative CT angiography examination, were encountered at the General
Hospital of Ningxia Medical University of China. All the 4 patients were male with a median age of 47.3 years
(44-52 years). Elective thoracic endovascular aortic repair(TEVAR) with aortic stent pre-fenestration technology
combined with subclavian stenting repair was adopted in all the 4 patients. The patients were followed up, and
the feasibility and clinical efficacy of TEVAR were evaluated. Results Successful TEVAR was accomplished
in all the 4 patients. No perioperative death, severe stroke, or spinal cord ischemia occurred. During the
follow-up period of 12-36 months, no death or major complications such as upper limb ischemia, posterior
circulation ischemia and spinal cord ischemia occurred. Both the subclavian artery and aberrant subclavian
artery remained unobstructed, and no stenosis or occlusion of branch stent was observed. Conclusion The
limited experience obtained in this study indicates that it is clinically feasible to use extracorporeal aortic stent
double pre-fenestration technology in performing endovascular treatment for TBAD complicated by aberrant

subclavian artery. The short-to-mid-term effect of this therapy is satisfactory, although the long-term effect
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needs to be verified. In order to maintain the upper limb arterial blood supply, more importantly to maintain

the spinal and vertebral basal arterial blood supply, simultaneous reconstruction of bilateral subclavian

arteries is recommended.
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