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Acute Aortic Dissection: 
Malperfusion Treatment Options
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Recommendations for the 
Management of Acute Type B Aortic Dissection

Acute Type B Dissection

Uncomplicated Complicated

High-risk 
anatomic features

Other complications RuptureEndovascular 
management may 

be considered 
(Class 2b)

Medical therapy as initial 
management (Class 1)

If rupture or other complications, 
intervention recommended 

(Class 1)

In the presence of suitable 
anatomy, the use of 

endovascular approaches, 
rather than open surgical 

repair, is reasonable   
(Class 2a)

In the presence of suitable 
anatomy, endovascular 

stent grafting, rather than 
open surgical repair, is 

recommended
(Class 1) 

High Risk Features in uTBAD

ØNo Large RCTS in TBAD 
• INSTEAD
• ADSORB

ØUncomplicated TBAD: 
• Medical therapy has 10% 30-day 

mortality
• High risk features signal aortic 

events and mortality
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High Risk Features: The Evidence Basis 9

• MGH: 254 medically managed TBAD
– A: Entry tear >10mm
– B: Aortic diameter (continuous)
– C: Aortic diameter >40mm
– D: False lumen diameter > 20mm
– E: Free floating true lumen
– F: >5mm growth 
– G: Completely thrombosed false lumen

Schwartz, JVS 2018

Patients with the features should be considered for 
elective TEVAR 14-90 days after TBAD

High Risk Features Are Very Common

• 140 uTBAD admitted in Heidelberg and Cologne.
• Mean 2.45 +/- 1.35 high risk features per patient
• 92% had at least one feature associated with aortic growth 

Ante, M, EJEVS, 2018

What About Timing? 

Potter HA, JVS, 2022

• VQI : 1100 patients
• 811 had 1 HRF, 249 had 2 HRF, 

and 40 had 3 HRF
• TEVAR at > 15 days post TBAD 

was associated with improved 
survival (OR 0.38).

• Increasing HRF did not predict 
mortality

• HRF patients may benefit from a 
period of stabilization.

SVS TBAD CPG 2.0 Concept?
Risk Profile High Risk Features Total Score Points

Severe

Bloody Pleural Effusion 10.2 10
Dissection related readmission 7.2 7
Aortic Diameter >40 mm 6.7 7
Refractory Pain 6.5 7

Moderate

Refractory Hypertension 4.5 5
*Total True lumen collapse 4.4 4
False Lumen Diameter >=22mm 4.1 4

Mild

Radiographic Malperfusion (clinically stable) 3 3
* Entry Tear >10mm 1.9 2
Entry tear on lesser Curvature 1.7 2

* New feature
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Did AHA Guidelines Get it Right?

• The evidence suggest HRFs are 
exceedingly common.

• uTBAD with HRF may be a 
separate class of uTBAD.

• To the question: AHA got it ½ 
right…

• High quality evidence will require 
RCT!

Krebs JR, AVS, 2024
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Thank you


