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• Tear-oriented surgery for acute aortic dissection has been 
widely recommended

• In retrograde type A aortic dissection/IMH
• Total arch replacement or frozen elephant trunk technique 

carries significant morbidities and mortalities

Remaining gap
• Is there a subgroup of patients of acute type A intramural 

hematoma/dissection, who can benefit from TEVAR repair? As the 
treatment for type B aortic dissection

Retrograde Type A intramural 
hematoma/dissection with intimal tear/PAU in the 
descending thoracic aorta? 

Studies reporting on TEVAR of Retro-TAIMH
Endovascular repair for retrograde TAIMH

Author Number of
patients

Results Survival Complications

Wang et al. 24 Technical success 100% 30-day mortality 0%
During 37.5 months of follow-up 
of 37.5 months, survival 100%

RTAAD: 0%
Late reintervention: 1/18 (5.6%)

Li et al. 24 Technical success 100% 30-day mortality 0%
At 30 months, no aorta-related 
death

RTAAD: 1/24 (4.1%) at 30.0 
months follow-up
Late reintervention: 1/24 (4.1%)

Li et al. 15 Technical success 100% 30-day mortality: 0%
Late death: 1/15 (6.7%)

RTAAD: 0%
Late reintervention: 1/15 (6.7%)

Li et al. 65 Technical success 100% 30-day mortality: 2/44 (4.5%)
Late death: 2/44 (4.5%)

RTAAD: 1/44 (2.3%)
Late reintervention: 1/44 (2.3%)

Ryoi et al. 18 Technical success 100% 30-day mortality: 0%
Late death: 0%

RTAAD: 0%
Late reintervention: 1/18 (5.6%)

TEVAR in Retro-TAIMH
• Favorable aortic remodeling in ascending and descending aorta
• Low rates of RTAAD: 0-4.1%
• Tear-oriented TEVAR in patients with retro-TAIMH shows favorable outcome

Curr  Opin  Cardiol  2022,  37:446 – 453
J Vasc Surg 2023;78:61-9

Eur J Vasc Endovasc Surg (2020) 60, 386-393

• Retrograde extension limited to the arch had a favorable early mortality rate
• Compared to classic type A aortic dissection, retrograde type A aortic 

dissection had significantly lower early mortality rate
• A subset of patients with acute retrograde aortic dissection may benefit from 

a medical or endovascular approach rather than open surgery

Semin Thorac Cardiovasc Surg 2017;29:150–9.
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• Medical treatment: 85% conversion to TEVAR or open repair
• No significant difference was found in the 30-day and follow-up 

mortality between open and TEVAR repair
• Endovascular repair is an option if the maximal diameter and IMH 

thickness of the ascending aorta are  <50 mm and <10 mm

J Vasc Surg 2022;75:1561-9

Records identified through database searching: 
Cochrane (n=0), pubmed (n==868), Ovid 

Medline (n=266), Embase (n=1182)

Records after duplicates removed (n=1613)

Records screened (n=1613) 

No. of full-text articles for in-depth 
assessment

(n=156) 

Full-text articles excluded (n=129), with 
reasons:
Case report (n=31)
Case number <10 (n=7)
Duplicate articles not identified during initial 
screen (n=41)
Different disease entity (stent-graft induced / 
chronic / traumatic retrograde TAIMH) (n=23)
Medically treated without intervention (n=13)
Conference abstract (n=6)
Review (n=4)
No outcome data (n=1)
Non-English article (n=3)

Studies included in meta-analysis
(n=24)
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Records excluded  (n=1457) 

Endovascular vs. Open Surgical 
Repair in Retrograde Type A 
dissection & Intramural Hematoma: 
A Meta-Analysis

Outcomes

• TEVAR vs Open surgical repair
• In-hospital mortality

- 3.9% vs. 12.5%
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Outcomes

• TEVAR vs Open surgical repair
• In-hospital mortality

- 3.9% vs. 12.5%
• Neurological morbidities 

(stroke/paraplegia) 
• 4.1% vs. 11.6%
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Outcomes

• TEVAR vs Open surgical repair
• In-hospital mortality

- 3.9% vs. 12.5%
• Neurological morbidities 

(stroke/paraplegia) 
• 4.1% vs. 11.6%

• Respiratory morbidities
- 3.1% vs.8.3%
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Outcomes
• TEVAR vs Open surgical repair
• Descending thoracic aortic thrombosis

- 97.4% vs 72.0%
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Outcomes
• TEVAR vs Open surgical repair
• Descending thoracic aortic thrombosis

- 97.4% vs 72.0% 
• Aortic reintervention

- 9.8% vs 12.4% (P=0.391)
• Ascending aorta

- 3.2% vs 3.7% 
• Descending thoracic aorta

- 7.7% vs 11.9%

Outcomes
Clinical Outcome TEVAR Open Surgery

Postoperative Dialysis 5.8% (95% CI: 3.2, 10.1) 9.0% (95% CI: 4.8, 16.2)

Late Mortality 4.7% (95% CI: 2.3, 9.3) 8.1% (95% CI: 3.8, 16.3)

Limb Ischemia 2.6% (95% CI: 1.2, 5.3) 2.3% (95% CI: 1.1, 4.9)

Ischemic Bowel 2.4% (95% CI: 1.2, 4.9) 3.0% (95% CI:1.5,5.9)

Myocardial Infarction or Cardiogenic 
Shock 2.4% (95% CI: 1.2, 4.9) 4.5% (95% CI: 2.5, 8.0)

SINE (Stent-Induced New Entry) 3.8% (95% CI: 2.3, 6.1) 2.4% (95% CI: 1.1, 5.2)

Ascending False Lumen Regression 74.9% (95% CI: 42.6, 92.3) N/A

Ascending aortic False Lumen 
Thrombosis

92.6% (95% CI: 67.7, 98.7) N/A

Ascending aorta involved Ascending aorta NOT involved

• Neither classification addresses the location of the primary entry tear

Interactive CardioVascular and Thoracic Surgery 30 (2020) 451–457
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Conclusion
• Risk stratification in patients with type A dissection/IMH is suggested
• Primary tear coverage is the treatment of goal in aortic dissection/IMH
• Retrograde type A intramural hematoma/dissection in selected patient 

population
• No primary entry tear in the ascending and proximal arch

• TEVAR offers a potential treatment option, compared to open surgical treatment 
• Less In-hospital mortality and neurological complications

• Favorable DTA aortic remodeling
• No increased risk of ascending aortic reintervention

• Late proximal, distal landing zone dilatation, re-intervention, timing of intervention are still 
concerned

• More studies are required

Thanks for your attention !!


