


 

• Aortic remodeling : significant reduction in FL 

diameter and increase in TL diameter after 

intervention.  

 

• There is evidence that aortic remodeling is 

associated with improved survival.  

 
Hughes GC: J Thorac Cardiovasc Surg 2014.  Nienaber 2009, Fattori, 2013 

 

  
Patients with a partially thrombosed FL exhibit 

significantly higher aortic growth rates 

compared to those with no residual FL flow.  
(Sueyoshi E.  Ann Thorac Surg. 2009)  



 Acute dissection : more consistent degree of  

remodeling (thoracic FL thrombosis in 80% to 90%) 

than chronic dissection (38% to 91%)  

 More common in less extensive dissections.  

 FL thrombosis below the diaphragm in 22% to 76.5% 

for Acute d, vs 12.5% to 45% for Chronic d. 

      

Ann Thorac Surg 2014;97:588–95 



Extent of Coverage and False Lumen Thrombosis 

 

“..false lumen 

thrombosis and aortic 

diameter diminution 

occurred 

concurrently but 

were generally 

limited to the treated 

aortic segments, not 

the other levels” 

Kang & al. J Thorac Cardiovasc Surg. 2011 Nov;142(5):1074-83 
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False Lumen Thrombosis 
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Distal ½ DTA Diaphragm – Coeliac A 

Sayer et al EJVES 2008;36: 522 



Predictors of  Outcome after Endovascular Repair for Chronic Type B Dissection 

K. Mani , & al. European Journal of  Vascular and Endovascular Surgery 43 (2012)  

 

Conclusions  : Survival is associated with aortic remodeling, 

which is related to persistence of  flow in the false lumen. 

Kaplan Meier analysis of  reintervention 

rate after endovascular treatment of  

chronic type B dissection. 

Kaplan Meier analysis of  survival based on 

remodelling of  the aorta after endovascular 

intervention for chronic type B dissection. 

Survival 

Re-intervention 

35% 



 
Endoleaks                                         versus  Re-entry  



Type B dissection:  

Treatment modalities 

Medical Treatment: Blood pressure control 
• ß-blockers 

• Nitroprusiate 

 Surgical treatment 
• Aortic repair 

• Surgical fenestrations 

• Extra-anatomical bypasses 

 Endovascular Treatment 
• Endovascular fenestrations 

• Stenting 

• Endografting 

 

 

False lumen  
embolisation  



 With a mean Follow Up of  17 months, 

 Endoleaks or reentries were diagnosed in 38% 

of  cases and reintervention were needed in 

more than 22%.  

 FL thrombosis rate of  66.7% and 88.2% were 

observed at 6 and 12 months respectively. 

 



 

1. Occlusion of  the entry tear by 

coil or glue placement at the 

tear entry site;  
 

2. Elimination of  retrograde 

branch vessel  FL perfusion 

from inter- costal, coeliac, 

gastric or lumbar arteries;  
 

3. Induction of  complete local 

occlusion of  the FL above the 

most cephalad abdominal re-

entry site (usually at the 

thoracoabdominal junction).  

 

4. Direct puncture 

 



Methods:  
 Between 1997 - 2014, 301 patients (49F/ 252M), 

68y. (29-88), underwent aortic reconstruction for 

Type A & B dissection.  

 Of  these, 52 patients (41 men; mean age 64 years) 

who had undergone repair of  24 type A, 28 type B 

dissections demonstrated re-entry tear(s) and FL 

patency associated with aortic expansion> 5 mm or 

flow into a persistently dilated aortic segment.  

 Catheter-directed embolization using coils, glue, or 

plugs was performed via a transfemoral approach to 

the true or the false lumen.  
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Methods:  

 Strategy 1: 

induction of  FL thrombosis via occlusion of  

the entry tear by coil , plug or glue placement 

at the tear entry site (and locally within the 

adjacent FL space); 
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Methods:  

 Strategy 2:  

elimination of  

retrograde branch 

vessel FL perfusion 

from intercostal, 

coeliac, gastric, 

inferior phrenic or 

lumbar arteries;  
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Methods:  

 Strategy 3: Induction of  complete local occlusion of  the 

FL above the most cephalad abdominal re-entry site 

(usually at the thoracoabdominal junction).  

 

 This strategy was performed in patients where obliteration 

of  all entry tears was not achievable, with the goal being 

occlusion of  retrograde flow into the thoracic aorta and 

subsequent promotion of  segmental thoracic FL 

thrombosis. 
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Methods:  

 

 Strategy 4: direct puncture of  the aorta 

 

 

 







Results:  
 

 Analysis  

 Aortic remodeling was assessed from serial 

CTAs acquired before embolization and at 1- 

year intervals up to the most recent follow-up.  

 Analysis included assessment of  FL thrombosis 

and maximal aortic diameters in the thoracic 

(level of  carina) and abdominal aorta (level of  

renal arteries) at latest follow-up CTA  

 



Results:  
 
 Technical success was achieved in all patients, with no 

intraoperative complications. Thirty-day morbidity and 

mortality was nil.  

 Mean follow-up was 63 months (range 1–186).  

 Complete thrombosis of  the thoracic and abdominal FL 

occurred in 86% patients.  

 Four demonstrated partial FL thrombosis in the thoracic 

and abdominal aorta.  

 One patient with chronic aneurysmal type B dissection 

died 26 months post-embolization from aortic rupture 

with oesophagus fistulas .  
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CONCLUSION 

 

•  Coverage of  the primary entry tear may not be sufficient to 

induce effective aortic remodelling and technical success 
 

• A completely thrombosed FL has been associated with less 

aortic enlargement and even aortic wall remodeling.  

  

•  The endovascular strategy appears to be a safe and 

promising to treat residual FL patency with aortic 

enlargement 
 

• More complex and individualised endovascular treatment 

strategy using current available technical advancements is 

often required to allow sustainable success 


