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Fig.1

A. Preoperative 3D-CTA showing continuous dissection from the
brachiocephalic artery to the right common carotid artery (arrows).

B. Angiogram (lateral view) showing severe dissected stenosis of the

right common carotid artery.

Fig.2

A. Intravascular ultrasound (IVUS) showing the false lumen of the

dissected right carotid artery (enclosed dotted line).

B. PROTEGE (8 mm x 60 mm) was deployed in the right internal carotid
artery.

C. Absolute Pro (10 mm x 80 mm) was deployed to the right common
carotid artery to cover the false channel as proximally as possible.

D. Final right common carotid artery angiogram (anterior view)

showing recanalization of the right anterior circulation.

Fig.3
Preoperative diffusion-weighted magnetic resonance imaging

showing early ischemic changes in the left pars opercularis and left

10



precentral cortex.

Fig.4

A. 3D-CTA on the 6th day of hospitalization showing a filling defect in
the false lumen of the left common carotid artery, suggesting the
presence of blood clots (white arrows).

B. Cerebral blood flow on the perfusion CT on the 19th day of first

hospitalization showing no blood flow laterality.

Fig.5

A. Aortagram showing severe dissected stenosis of the left common

carotid artery (black arrows).

B. IVUS showing the false lumen of the dissected left carotid artery
(enclosed dotted line).

C. Angiogram after deployment of PROTEGE (8 mmx60 mm) and
PROTEGE (10 mm x 60 mm), showing complete recanalization of the

left common carotid artery.

Table.1

Previous studies on carotid artery stenting for symptomatic carotid
artery dissection developed from Stanford type A aortic dissection.
M:male, Lt.:left, Rt.:right , CCAicommon carotid artery, ICA:

internal carotid artery
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Figl
A. Preoperative 3D-CTA showing continuous dissection from the brachiocephalic artery to the right common
carotid artery (black arrows).
B. Angiogram (lateral view) showing severe dissected stenosis of the right common carotid artery.
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Fig 2

A. Intravascular ultrasound (IVUS) showing the false lumen of the dissected right carotid artery (enclosed

L dotted line).
B. PROTEGE (8 mm x 60 mm) was deployed in the right internal carotid artery.
C. Absolute Pro (10 mm x 80 mm) was deployed to the right common carotid artery to cover the false
channel as proximally as possible.

D. Final right common carotid artery angiogram (anterior view) showing recanalization of the right anterior

circulation.
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Fig.3

Preoperative diffusion-weighted magnetic resonance imaging
showing early ischemic changes in the left pars opercularis and left precentral cortex.
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Fig4
A. 3D-CTA on the 6th day of hospitalization showing a filling defect in the false lumen of the left common
carotid artery, suggesting the presence of blood clots (white arrows).
B. Cerebral blood flow on the perfusion CT on the 19th day of first hospitalization showing no blood flow
laterality.
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Fig5
A. Aortagram showing severe dissected stenosis of the left common carotid artery (black arrows).
B. IVUS showing the false lumen of the dissected left carotid artery (enclosed dotted line).
C. Angiogram after deployment of PROTEGE (8 mmx60 mm) and PROTEGE (10 mm x 60 mm), showing
complete recanalization of the left common carotid artery.
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Table.1

Author

Age

Sex

location of
the dissection

Operation
interval

access route stent

use of IVUS

Casel

2019

51

Rt..CCA-ICA

Within
24hours

Lt.femoral
artery

PROTEGE
8mm X 60mm

yes

Absolute Pro
10mm X 80mm

Case2

2019

55

Lt.CCA

26 days

Lt.CCA,
retrograde

PROTEGE
8mm X 60mm

yes

PROTEGE
10mm X 60mm

Lin et al.

2019

45

Rt.CCA-ICA

Within
24hours

Rt.CCA

Carotid
Wallstent X 2
(size:not
mentioned)

no

Precise Pro X
3 (size:not
mentioned)

Furuta et al.

2017

61

Rt.CCA

1 year

Rt.femoral
artery

Precise Pro
10mm X
40mm, X 3

yes

2017

51

Rt.CCA

1 year

Rt.brachial
artery

Carotid
Wallstent
10mm X 30mm

yes

Precise Pro
10mm X 40mm

Moteki et al.

2016

61

brachiocephali
¢ trunk—
Rt.CCA

1 month

Rt.brachial
artery

Carotid
Wallstents
10mm X
24mm, X2

no

Hayase et al.

2015

41

Lt. CCA

5 days

Lt.CCA,
retrograde

Carotid
Wallstent

10mm X
31mm, X2

no

Rt. CCA

6 days

Rt.brachial
artery

Precise Pro
10mm X
40mm, X 3

yes

Precise Pro
10mm X
30mm, X2

2015

30

Lt. CCA

1 month

Lt.CCA
Jretrograde

Carotid
Wallstent
9mm X 50mm,

no

Lentini et al.

2008

50

Lt.CCA

within 24hours not mentioned

Carotid
Wallstent
7mm X 30mm

no

Rt. CCA

Carotid
Wallstent
7mm X 30mm

no

Cardailoli et
al.

2007

67

Lt CCA

during the
early
postoperative
period

Rt.femoral
artery

Presice Pro
9mm X 30mm

no

Rt CCA

Genesis 9Imm
X 30mm

no

Carotid
Wallstent
9mm X 40mm

Precise Pro
8mm X 30mm

Roseborough
et al.

2006

66

rominate—Rt.C(

4 days

Rt.CCA
retrograde

Carotid
Wallstent
8mm X 20mm

no

Carotid
Wallstent
10mm X 40mm
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