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Clinical Consequences of Aortic Dissection
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treated according to a protocol ased on antihyperten-
sive medication and to investigate aneurysm forma-
tion, need of surgery inddence of rupture and
mortality during the chronic phase.

Retrospective studies have reported  aneurysm
development, rupture and need of .!utglcal‘ repair in
mare than a third of patients with chranic type B
aortic dissection™® as well as a poor long term prog-
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Concept of Aortic Remodelling

=Ability of TEVR to “restore” aorta

=Expansion of true lumen

=Regression of false lumen

*Thrombosis false lumen
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True Lumen Index Acute vs. Chronic TBAD
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Endovascular Management of Chronic TBAD

= Endovascular therapy controversial - longevity?
= Pan aortic disease

= Clinical success must be judged over long term

= Prevent aortic related mortality

= Reduce need for surveillance and reintervention
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Judging Technical Success of TEVR for CAD

= |ll defined markers of short term success

= Long term factors relating to aortic remodelling:
Reinterventions
Aortic expansion
All cause mortality

Distal fenestrations - retrograde false lumen perfusion
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Aortic Related Mortality - MOTHER Registry
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Aortic Reinterventions - MOTHER Registry
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Aortic Remodelling, Aortic Expansion and Survival
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Aortic Remodelling and Outcome Chronic TBAD

= Aortic remodelling describes expansion true lumen

and distal false lumen thrombosis

= Remodelling associated with rate of reintervention,

aortic events and survival

= Judge success of TEVR on FL thrombosis
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Achieving Extensive Aortic Remodelling in CBAD

= Increasing endograft coverage increases extent of FL

thrombosis

= Individualised risk / benefit

= Cases of extensive retrograde FL perfusion

= Active management of FL is increasingly compelling
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Active Management False Lumen - Prevent Retrograde Flow

= Access abdominal fenestrations -

occlude

= Fenestrated graft / branched graft

= Hybrid visceral debranching + stent

= False lumen occluder
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False Lumen Occlusion Devices

= Devices to prevent retrograde flow into

FL at level of coeliac axis

= “Endotrash”

= Aorto-uni-iliac occluders

= Custom designed occluders
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TEVR for Chronic Type B Aortic Dissection

= Effective at preventing mid-term aortic related death

= High requirement for surveillance and reintervention

= Aim to achieve complete FL thrombosis

= Increase length of aortic coverage for most TBAD

= May need active FL management for retrograde perfusion
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