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MORE NEW DEVELOPMENTS REGARDING
TBADS AND TEVAR: NEED FOR AND TIMING OF
TEVAR FOR ACUTE UNCOMPLICATED TYPE B
AORTIC DISSECTION (UTBADS)

Fate of medically managed acute TBADs: a plea for

early repair in most patients - including those who
appear uncomplicated
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i . (Table 28), endovascular management may be considered.””
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Our study

+ Retrospective
« Single center: *AOU Citta della Salute e della Scienza di Torino”
« May 2014 - August 2024

Exclusion criteria:
Inclusion criteria:

« TypeAdissection

* Type B dissection + Chronic type B dissection
* lperacute, acute, subacute « IMH, PAU
* Imaging follow-up at 30-days « Noimaging follow-up at 30-days

Data collection
. D and pre-op haracteristi
+ Clinical and radiological presentation  —) 2

+ Treatment choice

* Follow-up < 30 dd, 3-6-12 mnths, long term

A

+ Rortic arch morphology;

_ + Extension of dissection;
Uncomplicated * Involvement of SAT, viscerals, renals,iliac ares;

+ Entrytear location and dimensions;
* Maximum aortic diameter;

High Risk Features — + Maximum diameter of TLand FL;

* FLthrombosis;

* Pleuraleffusion;

Complicated + Malperfusion(clinical o radiographicl

« Rortic rupture.
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. Demographics and pre-operative characteristics
Data collection Results
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Treatment choice
+ Uncomplicated - BMT: 6/6 Short term mortality
+ HRF iBMT: 29/45 (64%)
+Surgery: 16/45 (36%) TEVAR 8
OPEN TAA 3 * 1 hybrid (FET + TEVAR)
FET 5
* 1open
+ Complicated > +Surgery: 8/8 TEVAR 6x malperfusion o .
OPEN TAAA 1 x rupture 6 0 (0%) 1::3; o
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FET 1 xmalperfusion HRF, BMT 29 0 (0%) 0.05 rupture
HRF, BMT +surgery | 16 2 (12.5%)
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Long-term interventions/reinterventions

Aortic growth

“More than 60% of patients with aortic

Thoracic aortic growth (zone 2-5)

Growth = 5 mm

Group No. 3
Long-term Interventions/reinterventions dissection, regardless of initial treatment No. (%)
modality, will develop growth
‘during the next 5 years” T 35 20 (57_,%9
2020 Reporting Standards
Uncomplcated 0 o ) 001
nrjauy) il LIEZDAN Abdominal aortic growth (zone 6-10) treatment 8 4(22.2%)
[E— 1 @ o
Complicated 5 ) Growth = 5 mm Total 53 4 (45.3%)
Bl ) Group No. P
No. (%)
BMT 35 P GLaw™N
© HRFBMT:  TEVAR 3 + HRFBMT+Surgery:  re-TEVAR 2
Renal stent 1 EVAR 1 +Surgical 0.78
Open TAAA 2 LSA embolization 1 treatment 20 7 (35.0%)
FET 3 Open TAA 2
FET+F/BEVAR 2 Infection 1 Total 55 18 (32.7%)
Type 1 EL 1
Aortic remodeling Conclusions
“More than 60% of patients with aortic
dissection, regardless of initial treatment
modality, will develop aneurysmal growth
during the next 5 years”
2020 Reporting Standards

Positive aortic remodeling

BMT

6(17%)

+Surgical treatment

10 (50%)

16 (29%)

« Truly uncomplicated TBAD are rare

+ Early treatment in Hi-Risk UTBADS seems associated

with better mid-term survival and positive

remodeling

* Results of trials eagerly awaited




