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Acute Type B Aortic Dissection
An evolving entity

Level of evidence

Recommendation 12

Patients with acute type B aortic dissection who develop new or
recurrent abdominal pain and where there is any suspicion of

visceral, renal and/or limb malperfusion should undergo repeat
CT imaging

CLINIC

BARCELO N A
Hospital Universitari

Riambau V, et al EJVES 2017



New Definitions and Classifications

Table Ill. Aortic dissection acuity

SVS/STS REPORTING STANDARDS DOCUMENT A
Uncomplicated ‘

Editors’ Choice

i - No rupture
Society for Vascular Surgery (SVS) and Society of () Chock for updstes
Thoracic Surgeons (STS) reporting standards for type B NO malperfusion
aortic dissections
Joseph V. Lombardi. MD (SVS Co-Chair)* G. Chad Hughes, MD (STS Co-Chair).” Jehangir J. Appoo. MD." No hi (" h-ri k (S atures

Joseph E. Bavaria, MD” Adam W. Beck. MD." Richard P. Cambria, MD." Kristofer Charlton-Ouw. MD.?

Mohammad H. Eslami, MD," Karen M. Kim, MD. Bradley G. Leshnower. MD/ Thomas Maldonado, MD.*
T. Brett Reece, MD.' and Grace J. Wang. MD.” Camden. NJ: Durham, NC: Calgary. Alberta. Canada: Philadelphia and (]
Pittsburgh. Pa: Birmingham. Ala: Brighton. Mass: Houston. Tex: Ann Arbor. Mich: Atlanta, Ga: New York NY: ~

and Denver. Colo

e — JVS and ATS 2020 ¢ Refractory pain
Refractory hypertension

= =T Bloody pleural effusion
Exterit Extont
) ) Aortic diameter >40 mm
Ao 1 1 Radiographic only malperfusion
Eniry tear: 2 2 : oL, . . -
0 3 3 Readmission
: : Entry tear: lesser curve location
e 6 6 i
2Zone 1 7 7
8 8
9 9
'o' o - Rupture
Unicentifod
e o 1 Malperfusion
Zone O 12 12 _ _ _
Fig 7. Society for Vascular Surgery/Society of Thoracic SVS ‘ \S/ocie’iy fgr \; 'OI'P -?-r,so?—glcei? ,
Surgeons (SVS/STS) Aortic Dissection Classification ascthar JWgery ..J’/ Surgeons CLINIC
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The aims of treating TBAD

e Maintain or restore perfusion of the
vital organs

\

e Prevent both progression of the
dissection and aortic rupture.

Therefore, it is important to make a risk assessment at an
_—early stage to determine the merits of medical, endovascular,
or surgical intervention.
Riambau V, et al EJVES 2017
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Acute TBAD: Indications for Endovascular Repair
esvs
/l—

Recommendation 16 Level of evidence

In patients with complicated acute type B aortic dissection,
endovascular repair with thoracic endografting should be the first
line intervention

Recommendation 17

In complicated acute type B aortic dissection, e
fenestration should be considered to treat mal

Recommendation 18 Al bAU
To prevent aortic complications in uncomplicated acute aortic

dissection, early thoracic endografting may be considered selectively

Riambau V, et al EJVES 2017 CLINIC
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Acute TBAD: Indications for Endovascular Repair

(ORI :
> The Society

‘8. B of Thoracic
s / Surgeons

* TEVAR 1s indicated for complicated hyperacute, acute, or subacute TBADs
with rupture and/or malperfusion and favorable anatomy for TEVAR.(Class
of Recommendation [COR] I, Level of Evidence[LOE] B-nonrandomized

[NR])

* Fenestration may be considered for complicated hyperacute, acute, or
subacute TBADs. (COR IIB,LOE C-limited data [LD])

MacGillivray et al ATS 2021 )
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Acute TBAD: Indications for Endovascular Repair

_\\ The Society
‘8. "W of Thoracic
‘S’ Surgeons

* Prophylactic TEVAR may be considered in patients with
uncomplicated TBAD to reduce late aortic related adverse events
and aortic-related death. (COR IIB, LOE B-NR)

MacGillivray et al ATS 2021 )
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D
Chronic TBAD: Indications for Endovascular Repair

esvs
/a—

Recommendation 38 Class Level of evidence

In patients with moderate to high surgical risk or with contraindications| ||a

to open repair, endovascular repair of comglicatea chronic type B

aortic dissections should be considered in dedicated centres
Recommendation 39

In patients at risk of further aortic complications with suitable anatomy | ||

for endografting, endovascular repair of uncomelicated chronic type B
aortic dissections should be considered in the sub-acute phase, in

dedicated centres

Riambau V, et al EJVES 2017 CLINIC
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Chronic TBAD: Indications for Endovascular Repair

* TEVAR is reasonable for patients with chronic TBAD with an indication for
intervention with suitable anatomy (adequate landing zone, absence of ascending
or arch aneurysm) but who are at high risk for complications of open repair due

to comorbidities. (COR II4, LOE B-NR)

I

 TEVAR alone as sole therapy is not recommended 1n patients with chronic

I

I'BAD who have a large abdominal aortic aneurysm, an inadequate distal landing
zone, and/or large distal reentry tears. (COR II1: No benefit, LOE C-LD)

MacGillivray et al ATS 2021
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Endovascular treatment when?

\\ The Society
w ') of Thoracic
K ¢/ Surgeons

Vbt ™

 For complicated acute ATBD, as soon as possible
HYPERACUTE (LESS 24H)

 For UNcomplicated acute ATBD, with aorta@risk,
timing should be individualized according to the
evolving clinical and radiological features
ACUTE (BETWEEN 24H AND 2 WEEKS)
SUBACUTE (BETWEEN 2 WEEKS AND 3 MONTHS)




Endovascular treatment: when?

Acute/subacute
[SG = 3 month]

p=0,023

Chronic
[SG > 3 month]

months

AAAAAAAAA
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Endovascular treatment: when?

Aortic Remodeling and Clinical Outcomes in
Type B Aortic Dissection According to the Timing
of Thoracic Endovascular Aortic Repair

Seung-Jun Lee," Woong Chol Kang,” Young-Guk Ko," Yeongmin Woo,” Chul-Min Ahn,’'
Jong Youn Won,” Do-Yun Lee,” Sung-Jin Hong,' Jung-Sun Kim,' Byeong-Keuk Kim,"

Donghoon Choi,' Myeong-Ki Hong," and Yangsoo Jang,' Seoul, Incheon and Cheonan, South
Korea Ann Vasc Surg 2020
A Major Aortic Events B Aorta-related death C Reintervention
P=033 P=.165 P=.907
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08 ] 08
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Q. o (« U
= o 2 2
s ASvsLC P=041,HR=21(1.1-486) > 06 ASvsIC P=098 HR=23(0.7-6.8) z “"|ASvslC P=836HR=1.1(04-3.0)
@ ASVSEC P=680,HR=15(0.2~10.7) a ASVSEC P=792,HR=14(01-232) @ ASVSsEC P=684 HR=15(0.2-10.6)

ECvsLC P=.183,HR=28(0.6-13.6) ECvsLC P=231,HR=35(04-322) ECvsLC P=865HR=0.8(02-6.1)
04 0.4+ 04
0 360 720 1080 1440 1800 0 360 720 1080 1440 1800 0 380 720 1080 1440 1800
Time Time Time
Number at risk Number at risk Number at risk

AS | 35 32 26 22 20 16 AS |35 32 26 22 20 16 AS |35 31 26 22

EC {20 19 15 14 14 12 EC 120 18 15 14 14 12 EC {20 19 15 14

LC {32 26 20 13 10 9 LC 132 28 20 13 10 9 LC {32 26 20 13

—— ' | C
AS: Acute/Subacute <3months. EC: early chronic >3m <1year. : Late Chronic >1year.
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Proportion Surviving

Endovascular treatment: when?

From the Society for Vascular Surgery

Timing of thoracic endovascular aortic repair for VQ' TEVAR Procedures

uncomplicated acute type B aortic dissection and the (N — 15,053)
association with complications

Daniel J. Torrent. MD, MPH.* Graeme E. McFarland, MD,* Grace Wang. MD, MSCE.”
Mahmoud Malas, MD, MHS.” Benjamin J. Pearce, MD.” Victoria Aucoin, MD,” Dan Neal, MS.“
Emily L. Spangler. MD,* Zdenek Novak. MD, PhD.” Salvatore T. Scali. MD.” and Adam W. Beck. MD.*
Birmingham. Ala; Philadelphia, Pa: San Diego, Calif: and Gainesville. Fla
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Technical considerations

1. Planning and sizing

Vascular Access

Navigation

Endograft Selection
Deployment and landing zones

Dealing with supra-aortic trunks

N oA w N

Neuro protection
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Technical considerations

1. Planning and sizing




Technical considerations

2. Vascular Access
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Technical considerations

3. Navigation
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Technical considerations

4. Endograft Selection

 Conformable

* Oversize 0-10%
« 200mm long

« Tapered (?)




Technical considerations

proximal tear
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5. Deployment and landing zones
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Technical considerations

6. Dealing with supra-aortic trunks




Technical considerations

/. Neuro protection




Device and procedure related complications

Stroke 3-10%
Spinal cord ischemia 1%
Aortic rupture 1%
Stent-graft collapse < 1%
Proximal and distal tears 2%
Retrograde type A dissection 2%
Reinterventions 15% @1y
Heart failure / Endograft stiffness ?

Buth et al. JVS 2007

Rampoldi et al Ann Thor Surg 2004
Feezor et al Ann Thor 2008
Kasirajan et al. JVS 2011
Eggebrecht et al Circulation 2009 §

Mani et al. EJVES 2012
Moulakakis KG, et al, Ann Vasc Surg 2016 Hospital Universitari
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Algorithm

Medical treatment

B-blockers
Uncomplicated |«
Close
Imaging »
surveillance 1!
NO —| ATBAD @ risk ~— YES
V (in subacute phase)
Surve];\lAar:jcfe (l1 at3’6aytearly;tCT/MR|) ‘ Endovascu[ar ______________ N Open
edical treatmen Repair Repair
B-blockers A
1

If EVR fails or
If Aortic contraindicated
Complication

appears CLIiNIC
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Summary

Complicated ATBAD should be intervened by endovascular means
in emergency setting

>50% uncomplicated ATBAD will become complicated

|ldentify ATBAD @ risk is key: Some morphological factors have
been identified

ATBAD @ risk should/may be considered for endovascular repair in
acute / subacute phase according to the clinical and radiological
features

There are some technical rules for a successful TEVAR

Some procedure limitations and device-related complications
remain to be overcome.
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