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Classification



B0-x, B1-x, or B2-x

Retrograde IMH and Dissection



• IRAD: 6%

• Mortality not different than AD: 12-26%

• Predictors of Regression: Normal aortic 

diameter at presentation

• Progression to dissection: 16-45%

2019



Medical versus Surgical Intervention
• Western World

• Typical approach is surgical repair

• Emergent if pt is unstable

• Initial medical mgmt (β-blocker) followed by repair in acute/subacute phase

• Timing of Repair may vary depending upon patients condition

• Eastern World

• Trend towards initial medical management

• Repair in subacute phase with TEVAR in selected case



When?

• Symptomatic Patients

• Treat immediately

• Asymptomatic Patients**

• Typically during the acute or subacute phase

• May need to treat earlier if failing medical tx

• Trend towards treatment < 30d

**All patients require frequent repeat imaging during initial presentation and 

while undergoing medical tx

TEVAR



Endovascular Repair

How?

• TEVAR may be indicated in appropriately selected individuals
• Proximal extention based approach

• EV principle for dissections/IMH
• Proximal device should be located in normal aorta
• Device sizing: < 10% oversizing
• Avoid bare metal proximal config?
• Avoid barbs?

• Procedural Risks:

• Acute complications

• Stroke

• Rupture

• Great vessel complications

• RTAAD

B0, B1, or B2



Zone 2 Extension

• Goals

• Proximal device should be implanted into non-diseased aorta 

(Zone 1)

• Avoid bare stents if possible?

• Options

• TBE into L CCA

• Revascularization of the L SCA

• Cook single branch device

• TEVAR with revascularization of the L SCA

• Laser Fenestration of LSCA + L CCA
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Zone 1 Extension

• Goals

• Proximal device should be implanted into non-diseased aorta 

• Avoid bare stents if possible?

• Options

• TBE into L CCA

• Revascularization of the L SCA via transposition or bypass

• Cook single branch device into the L CCA with L SCA revascularization

• TEVAR with cervical debranching (C-C Bypass and L C-SCA bypass)

• Multi-brach arch repair (Cook, or Terumo)

• Single branch Endospan Repair

• Laser Fenestration of L CCA and L SCA



Zone 0 Extension

• Proximal extent of TEVAR - ascending aorta

• Asc. aortic diameter < 38 mm

• Hydrid debranching
• Gore TBE
• Endospan

• Multi-branched endograft
• Cook
• Endospan
• Terumo Arch Branch

• Ascending bypass and TEVAR



Data

• N=52

• Mean sx duration to tx: 11 days

• Uncomplicated IMH < 10 mm

• Exclusions (surgical repair):

• IMH >11 mm

• Ascending aortic diameter > 50 mm

• Mortality 30d: 30%

• Complications: 11.5%

• RTAAD: 7.7% (10d - 4 months)

• Isolated ascending dissection: 1.9 %

Survival

Freedom from Re-Interven

July 2023



• N=21, mean age 53

• Timing:

• <14 d:10

• > 14 d: 11

• Device:

• Single Branch 10

• Fenestrated: 9

• TEVAR: 2

• Technical Success: 100%

• Stroke: 0%

• Conversion to open repair: 1 (> 14 days post-op)

Chen, B. et al. Efficacy of endovascular repair in the treatment of retrograde 

ascending aortic intramural haematoma. J. Cardiothorac. Surg. 18, 130 (2023).



• OR: 33, TEVAR: 13
• 46% TEVAR within 24 hrs of presentation

• Mortality (30d): OR 39.4%, TEVAR 7.7%; p=0.037

• No difference in 5 yr 

• All Cause Mortality: 82.1 vs 87.8%

• Reintervention: 82.5% vs 93.8%

• Aortic Related Mortality: 88.9% vs 90.9%

• TEVAR had significantly better resolution if IMH or FL in descending 

thoracic aorta: 14 mm vs 5 mm

Oct 2021



Conclusion

• TEVAR for TAIMH is feasible in selected patients

• Treatment during the late acute or subacute phase does not appears to 

have significant increased risks

• Minimal oversizing (~10%)

• Thickness of the IMH (<10 mm) may have a role in pt selection?

• Ascending aortic diameter limitations (<38mm?)

• Reported series are small

• Follow-up is short
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