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[Abstract] Objective To investigate the efficacy of Castor branching stent in treating Stanford
type B aortic dissection (TBAD) involving aortic arch. Methods The clinical data of 18 patients with
Stanford TBAD,who were treated with Castor branching stent at the Suining Municipal Central Hospital
of China from January 2020 to January 2022, were retrospectively analyzed. Results The main bracket
and branch bracket of Castor branching stent were successfully released in all the 18 patients with a
surgical success rate of 100% ,and no internal leakage occurred during operation. During the perioperative
period, there were neither aorta-related deaths nor serious complications such as stroke, upper limb
ischemia,internal leakage,or stent displacement. The patients were followed up for (14.7 = 8. 3) months,
no aorta-related death,stroke,upper limb ischemia,internal leakage,or stent displacement was observed,
the blood flow of the left subclavian artery (LSA) was unobstructed, but there was thrombosis formation
within the false lumen of the covered stent segment. Conclusion The Castor branching stent has the
advantages of reasonable release mode, accurate positioning, effective isolation of the first rupture of
Stanford TBAD and reconstruction of LSA, with no serious short-term complications. However, further
follow-up observation is needed before its long-term efficacy can be clarified.
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Table 1 General information of 18 patients
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Table 2 Parameters and follow-up data of castor branched stents in 18 patients
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5 36~30 200 12 25 10 205 ¥ ¥ 11
6 38~32 200 12 25 10 155 Jc ¥ 25
7 38~32 200 12 25 5 230 Je J& 15
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Figure 1 Preoperative and postoperative cross-sectional

CTA imaging of the thoracic and abdominal aorta
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Figure 2 The intraoperative DSA imaging
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Figure 3 Preoperative and postoperative three-dimensional

reconstruction imaging of the thoracic and abdominal aorta

A 1] A 2 8 78 B A X T RE BB 3 19 43 Sl A
R A /N SR LU A 20 S A A ot 3 e — Ao
SEANE N AT AFE RN (T R SR Rk
SCBRAFE A B R R 2 B A e . 55 4k A
MW R R HE— 2 T f AR A AT
HAR ] o — a9 H ARG/ VIR DS .

TF BT BRI N AL TF 8 AT 67 . U0 T BT oR
Ja ROR R BT 6 S0 T I U F 7 . T RE S 3L
T 1 4 s SRR 3 G A T S L

U FE R KUY . U AR M S TR P
LT 5 53 3 B Wk YD 52 WA L6 R e B A — o M
B HG AN AT B 52 ma) 3 2 ik 5 b 4y 3 A 1Y B
Pk,

F= A8 A AT AE el 52 DX [) B 3kt B 4 <2 3 ik
B S R O 2 ER . (AR g £ i 4 T BRL
T 59 ) K TR T R R L A A B 1 R v L T
LA i 75 BH B 2B 5 A TG 30 3h ik B B sl gk 4 L 5 R
Hh BEL T 291 30 1K S AT RS 302k ik I I e, 3 k™ B
IR AE .

93 SCHAR IR ARl 43 S 3R — il =0 o 32 3l Bk
L7839 8 R = B0 ik o S 0 A S 2k 30— 3 =X A i
9 A5 1) [) I R A ) S i A fE2 Y . Castor 43 32
SRR R A R A — R B ik S A 3 i A S
ZRALAE W) FE AR 43 S SR OB 4 L X T I i
FEX AR BB, AT LLAEFT TEVAR B[] B 58 B
LSA &, I 48 K 3 o i X & LCCA J5 %, A3
YexF E 3Pk oy BBk iy B R it .

Castor 43 3 3 22 (A1 83y B2 3 & B8 45 A
B2 R A ROE R AR AT REPEAR .
YRGB KRS A 5.10,15,20,25.30 mm, i
FRH4r LCCA 5 LSA (i B, 3=k 248 K pF
200 mm, F AR SLHRHERE 0~ 12 mm, 3 A T K& 55
TBAD 2 o ff 8 X HL AR

Castor 433 X B Gk 55y xF T 2 S LCCA K
K R CHA SRR K s 15 1) S B KB R AT A R FR L 7
SR A HA R Chn g B2 MW 1R BTT R i
e, A 1 B TBAD & 9 i 58 A7 Bl 8 T 8 ik
B A Castor 4 32 AR 4 T 2 ik e )2 5 LSA
SN N S PO raE s 7 NG % 8% = a1 = gl N ) 8

25 LTIk, Castor 43 3 32 R B i o X4 B
L AER AT A 2B 48 TBAD 55— 11 Jf 8 & LSA;
VT IT R A i, 1 W) 97 3T 3 — 2B 4%, Castor 43
SRR S R 4R R A R T I i R E XS 2 Y
TBAD J5 . A] 5% &b At 28 AL R By Bl B . (2
H & R R

(& % X #t]

[1] Nienaber CA, Clough RE. Management of acute aortic
dissection[ ]J]. Lancet,2015,385:800-811.

[2] Matsumura JS, Rizvi AZ. Left subclavian artery
revascularization: society for wvascular surgery practice
guidelines[J]. ] Vasc Surg,2010,52:65S-70S.

[3] =M.z &5k H. e XA RN B A F 3k 2 iR9T
Jr BRI )], HR B 25,2024,43.:625-628.



[4]

(5]

Lo]

(7]

(8]

9]

[10]

[11]

[13]

1076 —

NS

2025 4F 10 F45 34 45 10 5] ] Intervent Radiol 2025, Vol. 34, No. 10

Ma YP,Li Q,Zhang Y. Discussion on treatment strategies for
type B aortic dissection with insufficient anchoring zone[ ] ].
Gansu Med,2024,43.625-628.

Zp A B . EBIIK S Castor B4y 37 S SR A0 [J . 3K IT
B PEIE ,2020:54-56.

Ji HY, Lu QS. The birth of castor single-branch stent for
aortic arch[J]. Zhang Jiang Sci Technol Rev,2020:54-56.

B M. BT 8BRS 3 ST HAE Stanford B A = 5 ik gk
JZ TEVAR A E 22 BB T S Bk 0 XT LB 52 LD, sk v =
2 RFHMRL 2024,

Zhao B. Comparative study on pre-opening window technique
and single-branch stent in reconstructing the left subclavian
artery during tevar surgery for stanford typeB aortic dissection
[D]. Chengdu Univ TCM,2024,

B OF L XHE L AR HE R L 25, Stanford B B 3 B Bk 2 I A&
SR T AR YL X T 45w [T, 0 i A A 4% 35 2023,
42:1042-1048.

Ge J,Liu JP,Zou PY,et al. The impact of surgical timing of
stanford type B aortic dissection endovascular repair on
prognosis[ J]. ] Cardiovasc Pulm Dis,2023,42:1042-1048.

Lee M,Lee D Y,Kim M D,et al. Selective coverage of the left

subclavian artery without revascularization in patients with

bilateral patent vertebrobasilar junctions during thoracic
endovascular aortic repair[J]. ] Vasc Surg, 2013, 57:
1311-1316.

Antonello M, Menegolo M, Maturi C, et al. Intentional
coverage of the left subclavian artery during endovascular
repair of traumatic descending thoracic aortic transection[ J]. J
Vasc Surg.2013,57:684-690.

N WA PV L. B T 2 4 S ST AR AE I S B ks
eh R I PR R LT . BB I 45958 4% 7. 2020,47 :182-185.

Sun YG,Hu CF, Sun JB. Clinical application of domestic new
branch stents in thoracic aortic diseases[ J]. Int J Cardiovasc
Dis,2020,47.:182-185.

O RN, TR G R 5 ST SR YT E A kS
PRI I R 20 b R 25 R LT v 1 ot A A0 ) 2 Ak (Rl 7 RO
2014,6:208-211.

Ma J,Sun ZF,Zhang YN, et al. Endovascular repair for aortic
arch lesions with unibody bifurcated stent-graft. preliminary
results of a single-center experience[ ] ]. Chin ] Vasc Surg
(Electron Ed) ,2014,6:208-211.

JooHLBWISE. AT g A A B R 8 KR I S 8 ik
LR RAR R T]. AR 2K, 2018, 56
756-759.

Fang K,Luo MY, Shu C. Procedure selection of left subclavian
artery revascularization in thoracic endovascular aortic repair
[J]. Chin J Surg,2018,56:756-759.

BWISE. 4 W%.07 i, 45 “HENDO” $ R 1K R 1677 3230 bk
ARG ], T Bt 5 AT IR PR A% 35 5 2020,27 :987-991
Luo MY, Shu C, Fang K, et al. Aortic arch repair by
“HENDO” technology clusters [ J]. Chin J Clin Thorac
Cardiovasc Surg,2020,27:987-991.

% . Stanford B A = gl ik J2 g )& B AR ik R [T,

[14]

[15]

[16]

[17]

[18]

[19]

[20]

[21]

R EE,2020,49:1868-1874.

Ge J. Research progress of endovascular repair for stanford
type B aortic dissection [ J ]. Chongqging Med, 2020, 49.
1868-1874.

Criado FJ. A percutaneous technique for preservation of arch
branch patency during thoracic endovascular aortic repair
(TEVAR): retrograde catheterization and stenting [ J 1. J
Endovasc Ther,2007,14:54-58.

JEL SO DRAE L R/, S A BE R SR B R AR g =
Bk EE A AR g R LT 1. A AT % 2 35, 2015,
24.668-671.

Zhou JW, Chen DJ, Lin SM, et al. The application of
“chimney” technique of left subclavian artery in performing
endovascular repair procedure for stanford type B aortic
dissection[ ] ]J Interv Radiol,2015,24:668-671.

MR KPS L B RSN S IV b A
Fe A BARAE NG B ks A SR oI A BT 3 RBOR 1
XFEEWFFE L], Hh A i A0 A A A, 20245391 662-666.

Zhai XY, Shu C, Zhang YD, et al. Comparison of self-
radiopaque markers guiding physician-modified fenestration,
chimney technique and hybrid [V b technique on reconstruction
of left subclavian artery in thoracic endovascular aortic repair
[J7]. Chin J Gen Surg,2024,39.662-666.

Chang S, Li JH,Luo MY, et al. Endovascular management of
aortic arch diseases: current status and future trends[]].
Cardiol Discov,2022,2:263-268.

ZaM &K B RSN E S ORI R A
BE TSRk B LB B ST [T ], b 4 Ah AL 2% ik 2024, 39
681-685.

Qin JB, Yang S,Zhang S, et al. Extracorporeal fenestration ws.
laser in situ fenestration for reconstruction of the left
subclavian artery in patients with aortic arch diseases[ J]. Chin
J Gen Surg,2024.,39.681-685.

TR, AR W A M T S KR AR SR e T AR SR
T H A T A2 B Sl I PR 43 BT (0. wh A8 i ) 5 11 R
J4 7 ,2021,26:653-657.

Feng S,Ma LLN,Zhao H,et al. Clinical analysis of fenestration
in vitro for reconstruction of left subclavian artery in thoracic
endovascular aortic repair[ J]. Chin J Anat Clin Pract, 2021,
26:653-657.

WA WA KR A I Sk RN EERE
BT shkiAYT Stanford B B 3 & fik Je J2 28 ¥ 10 A5 Rt
Jext CFHR2.CD62p.CD63 8 [k A5 i A [T . A s
AR AE . 2021,38.:25-26.

Yang BW,Fan HY, Hua F. Efficacy of hybrid and fenestrated
thoracic endovascular aortic repair for reconstruction of left
subclavian artery in patients with Stanford type B aortic
dissection and its effect on the expression of CFHR2,CD62P,
and CD63 protein[ J]. Chin ] Ex Surg,2021,38:25-26.

MRAER N . B T, AR HE K, AL B4 SR 32 g RO R SRR T
Stanford B % 3= 5y ik J¢ 2 I IR A B LT 1. A AU % 22 3%
2020,29:564-567.

Chen JZ, Zhao W, Zhu PX, et al. The application value of



AT 2F 235 2025 4F 10 H 4 34 45 10 89 ] Intervent Radiol 2025, Vol. 34, No. 10

— 1077 —

single-branch aortic covered-stent in treating aortic dissection
of Stanford type B[J]. J Intervent Radiol, 2020, 29 (6);
564-567.

[22] 4490 4% . 57 S0AT S8 5 5. IENB B IR YT R KA BE R dh ik
i 32 B Wk e JZ Sl o L) 1. A A 2 2 k. 201625 :202-205.
Gu YQ, Qi LX, Guo LR, et al. The endovascular repair of
aortic dissection aneurysm involving left subclavian artery[ J].
J Interv Radiol,2016,25:202-205.

[23] #4552, 500 T B2 A UM 12 £ R 7E Stanford B 21 3 3y Jik g
J2 v A AR N S K T R A B (D AR E R R
AR (AN L2021,

Cai FY. Analysis and evaluation of the efficacy of in-situ
window technique and chimney technique in reconstructing the
left subclavian artery in Stanford type B aortic dissection[ D],
Fujian Med Univ,2021.
[24] BEWE . 3 SCCHRBORTE S 850 34 4 v i 1 1 B
CJJ. 5z A AR A5, 2018, 38 :1369-1373.
Lu QS. Application and evaluation of branched stent-graft
technique in reconstruction of aortic arch branches[J]. Chin J
Pract Surg.2018,38:1369-1373.
s H 8 :2024-09-24)
ORI -4 F)

- W Case report ¢

HE B Bk B S 245 M BUR 2 R R 2E 1 4

\=<

”fuﬁ # ﬂ-—/@]'ﬁ%’ HZEM, T B, REX

[ BiRY  HESh BkaR om 25 A F 5 S0P 588 s ik P 28 5 S0Pk Bl P22 v s MUK s 1% N YR 9T s DUisE
FESES:R743.3 XEFREE:D XEHS:1008-794X(2025)-010-1077-04

Repeated posterior circulatory embolism caused by vertebral artery stump syndrome: report of one case
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vertebral artery stump syndrome;acute basilar artery occlusion;acute ischemic stroke;
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