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THORACIC AORTIC DISSECTION 
Who and When to Manage with TEVAR 

• Complicated acute type B 

• DeBakey type IIID (PIT in descending)  

• Sub-acute type B with rapidly expanding FL 

• Chronic type B with FL aneurysm 

 

• Awaiting further evidence: uncomplicated 

acute, sub-acute, chronic type B; acute type A   
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Classification of Aortic Dissection: 

Based on Involvement of the Ascending Aorta 

DeBakey I II III 

Stanford   A  B 

62%                       38% 
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TYPE A AORTIC DISSECTION 
 Management Considerations 

1. Retrograde dissection from PIT in descending 
aorta (DeBakey type IIID). Can exist WITH or 
WITHOUT evidence of tear, flow in ascending 
aorta – i.e., blind sac with thrombus 

2. Traditional Therapy: open surgical replacement 
of ascending aorta +/- valve repair 

3. Alternative Therapy -- prohibitive surgical risk 
A. Endograft Placement 

• Anatomy suitable for S/G 

• Appropriate device available 

B. Medical Management 

• Anatomy unsuitable for S/G 
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J Vasc Interv Radiol 2012; 23:453-60 
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J Vasc Interv Radiol 2012; 23:453-60 

CT imaging on admission; 

after 2 weeks of  
conservative therapy, 

13 months after TEVAR 
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70-year-old Woman with Acute 

Dissection and Pericardial Fluid 
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Pre and  

Post  

Stent-Graft 
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CTA: Pre and 1 Week Post 

Stent-Graft 
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63 y/o F with history of HTN, COPD, and smoking, is transferred from 
OSH with recent acute onset of chest and back pain 
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73-year-old Woman with Hypertension,  

Chest Pain and Type A IMH 
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3 Days after Onset of Symptoms There 

Is a Modest Decrease in Peri-aortic Fluid;  

O/W No Change 
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5 Days after Onset: Less Pleural Fluid;  

IMH without Major Change  
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13 Days after Presentation New Communication 

Evident with Evolution to Type A Dissection 
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Chronic type B dissection with FL aneurysm 
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New intra-op tear in arch between LCA and 
proximal anastamosis of descending graft 
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Retrograde dissection into LCA and root  



Department of Cardiothoracic Surgery, Stanford University School of Medicine 

TEE with large ascending FL and AI 
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Aortogram post TEVAR (26mm TAG) from 
LCA into 22mm graft; TEE no flow in asc ao 
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7 days post procedure 
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7 days post procedure 
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74-year-old man with 

acute back pain and shock 
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Initial Aortogram 
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Stent-Graft Placement 
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Follow-up @ 5 weeks 
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Follow-up 

 @ 5 weeks 
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59 y/o M transferred from outside hospital intubated with suspected  
aortic arch aneurysm rupture. 18 hour hx of new onset diffuse crampy 
abdominal pain.  
PMH: poorly controlled HTN, HLD, obesity, smoking, NIDDM  
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CONCLUSION 
Retrograde type A dissection with entry tear distal 

to left subclavian artery (DeBakey type IIId) 

 Our current management strategy 
1. TEVAR over primary intimal tear for cases 

WITHOUT evidence of tear or flow in ascending 
aorta – i.e., blind sac with thrombus. 

2. Open surgical repair (unless prohibitive surgical 
risk) if CT/TEE evidence of flow or contrast 
opacification of ascending segment – i.e., difficult 
to exclude a re-entry or secondary tear in 
ascending. 

3. NOTE: in our experience, a disproportionate 
number of these cases have concave (lesser 
curve) location of PIT.  
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• Off-the-shelf device components 

• Purpose-designed 

• Safe 

• Easy to use 

• Leveraging existing Gore technology 

– Conformable GORE® TAG® Device 

– GORE Excluder® AAA Endoprosthesis 

– GORE® Viabahn® Endoprosthesis 

– Carmeda® BioActive Surface 

 

GORE® TAG® Branched Thoracic Endoprosthesis  

Device Overview 
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TAG® Branched Thoracic 

Endoprosthesis 

Aortic Extender Aortic Component 

Side Branch Component 

15mm 
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Inner portal provides 

anchoring and sealing for 

modular side branch 

component 

TAG® Branched Thoracic 

Endoprosthesis 
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Side Branch Component Design 

Tapered Flex Zone 

Vessel Sealing Zone 
Heparin-bonded (CBAS) lumen 

Portal Sealing Zone 
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Designed for the Arch 

• Durability 

• Flexibility 

• Torqueability 

• Arch Angulation 

– Flexible side branch 

introducer sheath 

• Pre-cannulated guidewire 
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Step 1: 

- Insert guidewires in aorta and branch vessel 

 

Step 2: 

- Introduce aortic component over both 

guidewires into position within the arch 

 

Step 3: 

-Deploy aortic component and withdraw 

catheter 

 

Step 4: 

-Advance introducer sheath and dilator 

 

Step 5: 

- Advance and deploy branch component 

Designed for Challenging Anatomies 
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TAG® Branched Thoracic 

Endoprosthesis 
Zone 1 Zone 0 

Zone 2 Zone 1 Zone 0 
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