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[ Abstract]
cular repair therapy for complicated Stanford type B aortic dissection. Methods

Objective To summarize the present experience on axillary-axillary bypass grafting and endovas-
From Feb. 2011 to Dec. 2014, 16 pa-
tients with complicated Stanford type B aortic dissection were all treated with axillary-axillary bypass grafting under
general anesthesia and then endovascular repair. Results All 16 patients were successfully operated. The crevasses
were perfectly closed. No endoleak was found. And the patency rate after reconstruction was 100%. No ertebrobasilar
insufficiency or left upper limb ischemia was found in patients. Three patients were found with upper limbs anaesthe-
sia which recovered 1~3 months after the surgery, and one patient was found with left pneumothorax. Of 14 patients
who were followed up for 1~30 months, with an average of (18.0£3.6) months), one died 45 days after the surgery.
The aortic CTA at 3 months and 12 months after surgery both showed good graft patency, no stent displacement and
no endoleak. However, distal aneurysm was found in one patient. Conclusion Axillary-axillary bypass grafting com-
bined with endovascular repair is a safe and effective treatment for complicated Stanford type B aortic dissection. It
can help reduce the risk of surgery, a brain complications, and also shorten the recovery time.
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