Timing of TEVAR for Uncomplicated Acute Type B Dissection:

Delayed TEVAR is Much Preferable
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Treatment of Uncomplicated Type B Dissection JJ

TEVR - for uncomplicated cases- should be
delayed for 2-3 months after acute event in order
to provide effective long term prevention from
aortic related death with the lowest risk of peri-

operative complications
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WHAT THIS PAPER ADDS

« This is the first randomised trial on acute dissection. It compares best medical treatment (BMT) with BMT and stent grafting of the
primary entry tear in patients having acute uncomplicated type B aortic dissection. Patients are randomised within 14 days of the

onset of symptoms.

« The study is a multicentre European trial with a clear definition of uncomplicated dissection with a double lumen in the thoracic
aorta. Patients with malperfusion, rupture, penetrating ulcer and intramural haematoma are excluded.

« The study will bring evidence as to whether stent grafting will produce thrombosis and remodelling of the false lumen with
a reduction in aneurysm formation and re-intervention.
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Acute dissection of the descending thoracic aorta carries a 30-day mortality of around 10% with best
medical treatment (BMT). In addition, about 25% will develop an aneurysm during the following 4-5
years.

Thisis the first ever ised trial on acute di: i ing BMT with BMT and stent grafting
of the proximal tear in patients having an i acute dissection of the ing aorta. The
commonly used temporal definition of acute dissection being within 14 days of onset of symptoms is
applied.

A total of 61 patients will be randomised and followed at regular intervals (1, 3,6,12,18, 24, 30 and 36
months) after acute dissection. Thrombosis of the false lumen, aortic enlargement and rupture are the
primary end points.

The study will examine whether aortic remodelling occurs after stent grafting in acute type
B dissections, and its effect on A% ion, rupture and re-i i

© 2012 European Society for Vascular Surgery. Published by Elsevier Ltd. All rights reserved.
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Treatment of Uncomplicated Type B Dissection JJ

= Deferred TEVR will result in fewer peri-dissection

complications

= Deferred TEVR delivers the same protection from

late aortic death
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Immediate Clinical Sequelae - Deferred TEVR JJ

= Progression of disease - uncomplicated - complicated

= Procedural complications - aortic fragility
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Medical Treatment of Uncomplicated Type B

Update on Outcomes of Acute Type B

Aortic Dissection

Anthony L. Estrera, MD, Charles C. Miller, PhD, Jennifer Goodrick, RN,
Eyal E. Porat, MD, Paul E. Achouh, MD, Jayesh Dhareshwar, MD, Riad Meada, MD,

Ali Azizzadeh, MD, and Hazim J. Safi, MD

Department of Cardiothoracic and Vascular Surgery, The University of Texas-Houston Medical School and Memorial Hermann

Heart and Vascular Institute, Houston, Texas

Background. The optimal treatment of acute type B
aortic di: remains . This study re-
ports early clinical of medical g for

included rupture (5.0%), stroke (5.0%), paraplegia (82%),
bowel ischemia (5.7%), acute renal failure (20.1%), dialysis

acute type B aortic dissection.

Methods. Between January 2001 and April 2006, data on
159 consecutive patients (55 women [35%]) with the
confirmed diagnosis of acute type B aortic d

(13.8%), and peripheral ischemia (3.8%). Mor-
tality d with r' d d (74/159) was
17%, and I iated with plicated dissec-
tion (35/]59) was 1.2% (p < 0.0003). Late vascular related

were perf d in 11 (7.6%) of 144 cases

were prospectively collected and analyzed. Mean age was
62 years (range, 29 to 94). On admission, all patients were
initiated on an acute type B aortic dissection protocol
with the intent to manage all patients medically. Indica-
tions for surgical intervention included rupture, aortic

retrograde d malperfusion (visceral,
perlpheral) and intractable pain. All patients were fol-
lowed up after discharge with serial clinical and radio-
graphic examinations.

Results. Overall hospital mortality was 88% (14/159):
17% (4/23) with procedural intervention, and 7.4% (10/136)
when medical management was maintained. Early inter-
vention was required in 23 patients (14.5%), of which 21
(132%) were open vascularfaortic pmcedums and tvm
(1.3%) were p aortic

34

he current treatment of uncomplicated acute de-

scending thoracic aortic dissection (Stanford type B)
remains medical. Morbidity and mortality rates associ-
ated with the medical management of acute type B aortic
dissection still remain significant, with an early mortality
of 10% to 12% [1-3]. For this reason, the optimal initial
management, especially in complicated cases of acute
type B aortic di ion, has become debatable. Thus, the
purpose of this study was to report early and intermedi-
ate clinical outcomes for acute type B aortic dissection.
This report is an update of our registry of patients who
presented with acute type B aortic dissection [4].

Prosonted at Acrtic Surgery Symposium X, New York, NY, April 2725,
2006.

Adds to Dr Estrera, De e

Vascular Surgery, The University uﬂ'Tvnp-Hnus\m\ MncbnlSdmuL suo
Fannin St, Suite 450, Houston, TX 77030; e-mail: anthony.l
estrera@uth.tme.odu.

© 2007 by The Society of Thoracic Surgeons
Published by Elsevier Inc

© aortic, 2 perlphenl vascular). The only independent risk
factors for hospital lity by multiple logistic regr
analysis was rupture (p < 0.0009). Independent risk factors
for mid-term death were history of chronic obstructive
pulmonary disease (p < 0.002) and glomerular filtration rate
at admission (p < 0.0001).

Conclusions. Medical management, especially for un-
complicated acute type B aortic dissection, is associated
acceptable outcomes. This study provides current data for
initial medkal management of acute type B aortic dissec-
tion. Al gies for the of acute Type B
aortic dissection should be compared with these results.

(Ann Thorac Surg 2007:83:5842-5)
© 2007 by The Society of Thoracic Surgeons

Material and Methods

Data collection and analysis was approved by the Memo-
rial Hermann Hospital and the University of Texas Hous-
ton Medical School Committee for the Protection of
Human Subjects. Between January 2001 and April 2006,
information was prospectively collected and analyzed on
159 consecutive patients wiith the confirmed diagnosis of
acute type B aortic dissection. Mean patient age was 62
years (range, 29 to 94), and 55 (35%) were women.

Aortic dissection was classified as type B according to the
Stanford classification if the dissection did not involve the
ascending aorta [5). The dissection was considered acute if
the dissection presented within 2 weeks of the initial onset
of symptoms (eg, pain). Induded were cases of dlassic
dissection; that is, dissecting membrane with some degree
of patency of both the true and false lumens, and intramu-
ral h (IMH). Classic di: ion was noted in 146
(92%) of 159 patients, with isolated IMH in 16 (8%).

On admission, all confirmed patients were treated with
an acute aortic dissection protocol. Details have been
previously reported [4]. Initial intent was to manage

0003-4975/07/$32.00
doi:10.1016/j.athoracsur.2006.10.081

Most series include some
complicated patients in medical

management group
= 159 patients

Overall mortality 8.8%

Intervention 17%, medical 7.3%

Uncomplicated - medical
management 1.2%
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Systematic Review RTAD

ORIGINAL ARTICLE

Retrograde Aortic Dissection After Thoracic Endovascular
Aortic Repair

Ludovic Canaud, MD, PhD, Baris A. Ozdemir, BSc, MRCS, Benjamin O. Patterson, BSc, MRCS,
Peter J. E. Holt, PhD, FRCS, lan M. Loftus, MD, FRCS, and Matt M. Thompson, MD, FRCS

Objective: To provide data regarding the etiology and timing of retrograde
type A aortic dissection (RTAD) after thoracic endovascular aortic repair
(TEVAR).
Methods: Details of patients who had RTAD afier TEVAR were obtained
from the MOTHER Registry supplemented by data from a systematic review
of the literature. Univariate analysis and binary logistic regression analysis of
patient or technical factors was performed.
Results: In MOTHEK RTAD developad in 1601112 1010 patients (1.6%).
y logistic f TEVAR for aortic
dissection (acute P = 0.000212; chronic P = 0.006) and device oversizing (OR
1.14 per 1% increase in oversizing sbove 9%, P < 0.0001) were significantly
more fraquent in patients with RTAD. Data from the systematic review was
pooled with MOTHER data and demonstrated that RTAD occurred in 1.7%
(1689804). Most o[ HAD mmed in ﬂne immediate pogq)emvc (SS"/.)
period and wa rate (33.6%
RTADfm'mlcutemmcdnssemum 10.0(CE:47-2 ‘)lmdld(Cl 13-
8.8) for RTAD was not
different for endografis with pmxlml bare stent (2.8%) or nonbare stent
(1.9%) (P = 0.1298).
Cenclusions: Although RTAD after TEVAR is an

the ratio of proximal bare spring to proximal nonbare stent grafts
was not reported.? There is a gencral consensus that RTAD may be
more common in paticnts with acute type B aortic disscction, but no
definite association has been proven to date. Equally, there have been
many mechanisms proposed to cause RTAD (extension of discase,
wire trauma, and trauma from differing proximal endograft configu-
rations) but little hard evidence to support evolving clinical practice
or graft design.

The aim of this study was to provide insight into the etiological
and procedural factors associated with RTAD following TEVAR. Data
were obtained from the MOTHER? registry and were supplemented
by cases ﬁomzsystcmancm'lcwof!hcllmmm Data from both
sources were d to report -y literature.

METHODS

MOTHER Database

The MOTHER registry comprises the combined data from
5 prospective trials and institutional data from a s'ngle UK center,
which has been previously described? Briefly, the re consists

it has a high mortality rate. RTAD is significantly more frequent in patients
treated for acute and chronic type B dissection, and when the endografi is sig-
nificantly oversizad. The proximal endograft configuration was not associated
with any difference in the incidence of RTAD.
Keywords: complications, retrograde dissection, TEVAR. thoracic sorta
(Ann Surg 2014:00:1-7)

horacic endovascular aortic repair (TEVAR) is extensively uti-

lized as a treatment modality for pathology affecting the de-
scending thoracic aorta nnddmal aortic arch. Oncoflhemog feared

of the end: lar arm of a phase II/111 trial (VAI.OR ), the in-
tervention arm of a randomized controlled trial, INSTEAD,® and 3
phase 1V trials (VALOR 115 Captivia, and VIRTUE”). The single
institute series included all TEVARs performed over a period of 8
years that used the Talent or Valiant stent graft systems. All of the
trials had stringent protocols for data collection and validation. The
institutional smﬁ was pmspecuvcly mmmxlned. and follow-up was
done by I data available in the
Mother registry were as follows: proximal aortic neck diameter, distal
neck aortic diameter, aortic diameter at left subclavian artery, aortic
diameter at left common carotid artery, and maximum ancurysm di-
ameter. Dcvmc ov:'mzmg was calculated according to the diameter
from the [ of the proximal landing zone as

i of this i 3 A nertic i
(RTAD), which has a low mcl&nc: but high momlu)

Several reports have considered the ctiological factors con-
tributing to this potentially lethal complication, but data so far have
been preliminary and mltmnﬂa(ion made difficult by heterogenicity
ofdmx quality and reporting parameters. In the Eumpﬂn Registry

lar Aortic Repair C ht ctal’ re-
pnrwd 63 cases of RTAD among 4750 TEVAR procedures. In this
scries, it was that the use of proximal bare spring endo-
grafts might be an important causative factor for RTAD. However,

compared with the diameter of the proximal endograft implanted.

Systematic Review

Search Strategy
The ic review d to the Preferred

Items for Systematic Reviews and Meta-Analysis guidelines. A litera-

ture search was undertaken to identify all published English language

studies reporting RTAD after TEVAR. The EMBASE, MEDLINE,

and COCHRANE databases were searched, for the period of 1993 to

From e Dopartment of Outoomes Rescarch, St Goorge’s Vascular bt
Londan, U

Ludovic Cu_dmdnnA Ozdemir hold joint first authorship/contributarship
on

Disclosue: Ludoric Cand is fmncially supported by the French Society for

fascular Sengery. The authors declare no conflicts of interest.

kwu Ludovie Canasd MD, PAD, St George's Yascular Institete, Room 4,007,
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E-mail: ludoviccanasd@hotmail com.
Copyright € 2014 by Lippmcott Williams & Wilkins
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Annals of Surgery * Volume 00, Number 00, 2014

January 2013. Key words entered in this scarch were “TEVAR,” “ret-
rograde di " “thoracic stent-graft,” “endograft,” and “graft”
with the Boolean operator OR. The reference lists of the articles
obtained were reviewed for pertinent citations. In addition to those
identified by the litcrature scarch data from the most important trial
for the Gore Tag Thoracic Endografi® and the Zenith TX2 Endovas-
cular Graft® was included in analysis.

Study Selection

Studies were eligible for inclusion if they included patients
who developed RTAD after TEVAR and reported clinical outcomes.

www.annalsofsurgery.com | 1

= 38 reports: 9594 patients

=Overall incidence 1

=Mortality 33.6%

7%

MT 2014

'St George’s

VASCULAR INSTITUTE



Pathology and RTAD JJ

= TAA: 1.1%

= Acute dissection 8.4%; chronic dissection 3%

= OR (relative TAA): 7.8 AAD / 2.7 CAD
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Aortic Remodelling after TEVR for Aortic Dissection JJ

= Aim of treating uncomplicated Type B - prevent late

aortic related death

= Aortic remodelling - expansion TL, FL thrombosis

= Risk of deferring treatment as remodelling better in

acute phase cf. chronic
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Virtue Study and Aortic Remodelling

Eur J Vasc Endovasc Surg (2011) 41, 159166

CSVS

Journal

The VIRTUE Registry of Type B Thoracic
Dissections — Study Design and Early Results

The VIRTUE Registry Investigators*®

St George’s Vascular Institute, 4th Floor St James Wing, St George’s Hospital, London SW17 0QT, UK

Submitted 23 June 2010; accepted 17 August 2010

Available online 16 October 2010

KEYWORDS
Endovascular;

Type B dissection;
Mortality;

Tumescent anaesthesia;

Stroke;
Paraplegia

Abstract Introduc tion: Endovascular procedures for repair of Type B aortic dissection have
become increasingly common and are often considered to be first line therapy for acute
complicated dsections. The long term durability of these repairs & largely undefined.
Methods: The Virtue Registry isa praspective, non-randomised, muiti centre Eurgpean Clinical
Registry designed to inform on the clinical and morphological cutcomes of 100 patients with
Type B aortic dissection treated with the Medtronic Valiant thoracic stent graft. Patients with
acute, sub-acute and chronic Type B dissections will be prospectively followed for three years.
Clinical outcomes and aortic morphology will be defined.

Results: Fifty patients had an acute dissection, 24 a sub-acute dissection and 26 a chronic
lesion. The 30-day mortality for the acute, sub-acute and chronic lesions was 8%, 0% and
0%. The in hospital composite outcame (mortality, stroke or paraplegia) for the three groups
was 16%, 0% and 3.8% respectively. The effect of left subclavianartery (LSCA) revascularisation
was defined with the composite endpoint of patients with a covered, non-revascularised LSCA
being 206 as campared to 5.8% in the covered, revascularised group.

Conclusion: The early outcomes for the treatment of Type B aortic dissection are reported in
the Virtue Registry. Longer term follow-wp is planned to report on clinical and morphological
outcomes up to 36 months post-procedure.

@ 2010 Published by Ekevier Ltd on behalf of Eurapean Soclety for Vascular Surgery.

Introduction

Each year in Europe an estimated sixteen thousand people
are di. with ing thoracic aortic
Endovascular stent grafts promise a minimally invasive

* Correspondence to: Matt Thamgsan, Tel: 444 208 725 3205;

fax: 444 208 725 3495.

E-mail address: matt.thamgson@stgearges.nls UK.
* For Contributing centres with lesd nvestigstar and number of
patients recruited refer to Appendix A.

approach for the management of thoracic aortic disease
and contemporary results suggest that endovascular
procedures may be utilised as first line therapy for many
thoracic aortic pathologies.” The literature for the endo-
vascular treatment of the thoracic aorta is not well formed

1078-5884/ $36 © 2010 Published by Elsevier Ltd an behalf of Eurapesn Society for Vascular Surgery.

doi:10.1016/ j.ejvs.2010.08.016

100 patients with aortic dissection

3 year follow-up

Acute, sub-acute (14-92 days), chronic

= Aortic morphology

Clinical outcomes
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False Lumen Area - Change from Baseline - Max JJ
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Prof Brunkwall’s Clinic........... ]J

= _..your aortic dissection is uncomplicated and there is a_
99% chance that you will be OK
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Prof Brunkwall’s Clinic........... JJ

= _..your aortic dissection is uncomplicated and there is a
99% chance that you will be OK

= ...so |l need you to stay in hospital without any time to
recover from this event
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Prof Brunkwall’s Clinic........... JJ

= _..your aortic dissection is uncomplicated and there is a_
99% chance that you will be OK

= ...so |l need you to stay in hospital without any time to
recover from this event

= ...so |l can do an urgent operation on you
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Prof Brunkwall’s Clinic........... JJ

= _..your aortic dissection is uncomplicated and there is a_
99% chance that you will be OK

= ...so |l need you to stay in hospital without any time to
recover from this event

= ...so |l can do an urgent operation on you

2 ...the operation is much more dangerous than it would be
in a few months time
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Prof Brunkwall’s Clinic........... JJ L2

= _..your aortic dissection is uncomplicated and there is a_
99% chance that you will be OK

= ...so |l need you to stay in hospital without any time to
recover from this event

= ...so |l can do an urgent operation on you

2 ...the operation is much more dangerous than it would be
in a few months time

= ...the long term results are the same now as they would be
in a few months time
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Would you have your uncomplicated Type

dissection treated acutely???

Please vote for deferred intervention
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