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Objectives

1. To illustrate the management decisions in
type B dissection with Case Studies

2. To discuss the timing for endovascular or

surgical interventions




What we need to know to decide what to do
Aortic Dissections are Classified by:

Aortic Segment Involvement

Type A: Ascending aorta involvement
Type B: Ascending not involved

Duration from Clinical Onset
Acute: Within first 14 days

SubAcute: Between 14 days and 3 months
Chronic: Greater than 3 months

Complications (yes/no)

Uncomplicated
i i Only the DTA
Complicated Ascending & Arch y




What is a complicated TBAD ?

Aortic Rupture Malperfusion Aortic Aneurysms
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Management Decision for Uncomplicated Acute Type B

52 years old female patient with a history of hypertension
Presenting to the ED with severe acute back and abdominal pain

IMH of proximal thoracic aorta
TBAD of distal DTA & Abdominal
No malperfusion

Maximum diameter < 30mm

No indication for intervention

Medical Therapy

Uneventful hospital stay

Return in 1 & 3 months with repeat CTAs




Management Decision for Uncomplicated Acute Type B

LTICE € DELIN AECUTIVI U 4

2010 ACCF/AHA/AATS/ACR/ASA/SCA/SCAI/SIR/STS/SVM
Guidelines for the Diagnosis and Management of Patients
With Thoracic Aortic Disease: Executive Summary

A Report of the American College of Cardiology Foundation/American Heart Association Task Force
on Practice Guidelines, American Association for Thoracic Surgery. American College of Radiology.
American Stroke Association, Society of Cardiovascular Anesthesiologists, Society for Cardiovascular
Angiography and Interventions, Society of Interventional Radiclogy, Society of Thoracic Surgeons, and
Socicty for Vascular Medicine

Endorsed by the North American Society for Cardiovascular Imaging

1. Lower Blood Pressure

2. Reduce the left ventricle ejection force ( dP/dt)
3. Transfer to Aortic Center

Does medical management work ?
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Does medical management work ?
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Does medical management work ?

Mean Follow-up of 4.3 + 3.5 years _ _
Failure of Med Therapy in 174 pts (58.4%) Those who ultimately required

intervention had significant

87 (29.2%) aorta-related reinterventions

119 (38.3%) deaths survival advantage
s Less than half (41%)
> : . '
S sk intervention-free survival
S k" at 6 years
@8 08 TR, £ Intervention  gg Ino
2 | 41.0%! " Med Managed :
c 02 0.2 -
g | | P<0.05
E > 0 1 2 3 4 5 6 e 0 1 2 3 4 5 6

Time (Years) Time (Years)

EVMS

Eastern Virginia Medical School
Teaching. Discovering. Caring™

Durham, et al. J Vasc Surg 2015;1-8.




If medical management fails in the majority of
patients, then what procedure should you do?

Open Treatment Endovascular Treatment

Graft replacement

Extra anatomic bypass AO rta
Open fenestration
TEVAR

Fenestration
Stenting

Branch Vessel

Branch Stenting
Balloon Fenestration

Panneton JM et al J Vasc Surg 2000;32:711-21



Open repair vs TEVAR ?

Open Repair
for TBAD
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Open repair vs TEVAR ?

Zeeshan et al

Aortic Symposium 2010
100% ~ Long Term Survival- TEVAR Vs Conventional Therapy
Thoracic endovascular aortic repair for acute complicated type B ’ 82% 0
aortic dissection: Superiority relative to conventional open surgical rng AJ
and medical therapy ik
Ahmad Zeeshan, MBBS,* Edward Y. Woo, MD,° Joseph E. Bavaria, MD,* Ronald M. Fairman, MD,? P=0.008

58%

Nimesh D. Desai, MD,* Alberto Pochettino, MD,* and Wilson Y. Szeto, MD*

:

44%

Cum Survival
g

77 patients with complicated acute type B
aortic dissection, 45 patients underwent
TEVAR (group A) and 32 patients underwent aat

conventional surgical and medical therapies |
(group B)

3

Years
TABLE 2. Mortality, hospital stay, and postoperative complications after thoracic endovascular aortic repair and conventional treatment
Group A Group B
TEVAR Open surgical repair Medical management P value*
Mortality and hospital stay
Mortality at 30 d 2 (4%) 8 (40%) 4(33%) 006

TEVAR offers an early and late survival advantage over open repair in patients with
acute complicated TBAD

EVMS
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Open repair vs TEVAR ?

Interdisciplinary Expert Consensus Document
on Management of Type B Aortic Dissection

Rossella Fattori, MD,* Piergiorgio Cao, MD,{ Paola De Rango, MD i Martin Czerny, MD,§
Arturo Evangelista, MD,|| Christoph Nienaber, MD,§ Hervé Rousseau, MD,# Marc Schepens, MD**

Pesaro, Rome, and Perugia, Italy; Berne, Switzerland; Barcelona, Spain; Rostock, Germany; Toulouse, France;
and Brugge, Belgium

ICUCIE Result Summary for Open Surgery In Type B Aortic Dissectlon*

Author and Year Early Mortality Early CVA Early SCI Mean Follow-Up Survival Aortic Event Freedom
(Ref. #) n Pathology n (%) n (%) n (%) (months) Rate (%) Rate (%)
Case series

Estrera 2007 (11) 23 Acute complicated 4(17.4) NA NA 20 (0-67) NA NA

Bozinovski 2008 (64) 76 Acute complicated 17 (22.4) 5 (6.6) 5 (6.6) NA NA NA

Shimokawa 2008 (65) 24  Acute complicated 2(8.3) NA (0) 1(4.2) 28.1 =~ 14.8(10.3-68.1) 5 yrs (82.6) Reintervention, aortic

death free:

1 yr (95.2)
5 yrs (68.0)

Zeeshan 2010 (47) 20 Acute complicated 8 (40) o 2(10.0) NA

Murashita 2012 (66) 31 Acute complicated 6(19.4) 2(6.5) 2(6.5)

Early mortality

Trimarchi, IRAD 2006 (22) 82 Acute complicated 24 (29.3) 8(9.8) 4 (4.9) . 0

Open: 17.5%

Brunt NIST 2011 (27) 991 Acute emergent 173 (17.5) 61(6.2) 25(2.5) 0
TEVAR: 10%

Brunt NIST 2011 (27) 282 Acute elective 16 (5.6) 5(1.8) o
Cumulative acute 1,529 17.5% 5.9%
Chronic dissection
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When should you do decide to do a TEVAR
for Acute TBAD?

Aortlc rupture treated with TEVAR
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When should you do decide to do a TEVAR
for Acute TBAD?

Acute TBAD with visceral and spinal cord malperfusion from compressed true lumen
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How to treat acute dissection with malperfusion

Subacute TAAD after ascending replacement Compressed TL
and TEVAR done in Portland, presenting with R &
recurrent pain and visceral & renal malperfusion §& <




How to treat acute dissection with malperfusion

IVUS before redo TEVAR: IVUS after redo TEVAR:
compressed true lumen pressurized & expanded true lumen

07/31/2017 04:47:55 P 07/31/2017 04:49:13 PM
0114 . 0342




How to treat acute dissection with malperfusion

After distal TEVAR extension Restoring visceral perfusion with endovascular treatment
Minimal visceral perfusion Celiac stenting SMA stenting

s //
B
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Absent left kidney Left Renal stenting Completion angiogram
perfusion with [VUS - :

showing LRA from \ /
false lumen

EVMS
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How to treat acute dissection with malperfusion

CTA @ 3 months showing
excellent thoracic aortic remodeling |
and visceral and renal perfusion




Why should you decide to do a TEVAR In
ection
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When should you do decide to do a TEVAR
for Uncomplicated Acute TBAD?

VIRTUE REGISTRY

Characterizing Temporal Outcomes in TEVAR for TBAD

Prospective, single-arm, multi-center European Registry
N = 100 subjects. 3 year follow-up

Outcomes based on duration of dissection
— Acute: <15 days from first dissection
— Sub-acute: 15-92 days
— Chronic: >92 days

Inform on clinical and morphological outcomes —

] ) Acute
1° Endpoint: All-cause mortality at 12 months

EVM
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VIRTUE REGISTRY- 3-YEAR MID-TERM KEY RESULTS

Sub-Acute Chronic
3-Year Outcomes (n=24) (n=26)

Deaths 18.0% (9) 4.2% (1) 23.1% (6)
RTAD 4.0% (2) 0.0% 0.0%
FF All-Cause Mortality 81.7% 95.8% 75.7%
FF Secondary Procedures 71.7% 68.8% 57.2%

False Lumen Thrombosis

« Chronic clinical group had significantly
T lower false lumen thrombosis vs. sub-
r acute or acute groups (p=0.035)

Probability of Occurrence of Thrombosis




When should you do decide to do a TEVAR
for Uncomplicated Acute TBAD?

VIRTUE REGISTRY: Conclusions

* Mid-term analysis demonstrated patients with sub-acute dissections
showed aortic remodeling analogous to acute group

* Retention of aortic plasticity in sub-acute group lengthens
therapeutic window for treatment of TBAD (15 — 92 days)




When should you do decide to do a TEVAR
for Chronic TBAD?

: Chronic Type B Aortic dissections Algorithm
TAD is 55 mm or greater
TAD |S | ncreaSI ng by > 4 mm Chronic Type B aortic dissection
After 6 weeks
A
wn
o
=
o0
o r !
a =
Uncomplicated defined as:
Complicated defined as : No features of complicated
- Total aortic diameter >= 55 mm dissection
- Total aortic diameter yearly increase >4mm
- Recurrent symptoms
|
Intervention
[ : ! Medical Mgt & Imaging
-E : surveillance protocol:
O Medical Mgt & 6 weeks and annually
£ Medical Mgt & Open Surgery Repair thereafter
© TEVAR (if TEVAR
Q contraindicated)
[

i
ERENCE

Eastern Virginia Medical School

CULAR THERAPIES | E i MS
» o
Vign =

Teaching. Discovering. Caring™

JACC 2013 Apr 23;61(16): 1661-78



Recent trends in Management Decisions
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17-Year Trends From the International Registry of % 7

Acute Aortic Dissection 1o0%
90%

Linda A, Pape, MD," Mazen Awais, MD, 1 Elise M. Woznickd, BS, Toru Suzuld, MD, D, Sant Trimarchi, MD, PxD) [
TEVAR increased from 7% to 31%

Atturo Evangelista, MD,¢ Truls Myrmel, MD, i, Magnus Larsen, MD,# Kevin M. Harrs, MD,"
Kevin Greason, MD,{ 1 Marco Di Eusanio, D, PiD it Eduardo Bossone, MD, 2D, DanielG. Montgomerys B,
Kim A. Eagle, MD,{ Christoph A. Nienaber, MD,| | Bric M. Isselbacher, MD,¢¢ Patrick O'Gara, MD## 80%1

Type B Acute Aortic Dissection
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Summary

TEVAR is now the first line therapy for acute
Type B aortic dissection with rupture or
malperfusion

Medical Management of uncomplicated
acute TBAD has a high failure rate and
delayed TEVAR will be needed in the
majority of patients




