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Retrograde Aortic Dissection after Thoracic Endovascular
Aortic Repair for Descending Aorta

~2 case reports -

Soonchang Hong, M.D.*; Jung-Hwan Kim, M.D*, Hee-Jeong Lee’, Young-éNam Youn, M.D*

In current era, thoracic endovascular aortic repair (TEVAR) has gained popularity. But, it bears the risk of serious
complications such as treatment failure from endoleak, retrograde aortic dissection caused by injury of aortic wall at
landing zone, or aortic rupture resulting from stent graft infection. We report two cases of surgical repair of retrc-i
grade aortic dissection after TAVAR applied to acute Stanford type B aortic dlssectlon or traumatic aortic
disruption.

(Korean J Thorac Cardiovasc Surg 2010;43:758-763)
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Fig. 1. (A) Initial three-dimensional
(3-D) CT angiography. White arrow
indicates stanford type B aortic dis-
section. (B) CT angiography after
TEVAR. The transverse sections
shows newly developed aortic dis-
section flap in ascending aorta and
arch. Intimal tear caused by bare
spring of stent-graft can be seen
on upper picture (arrow). (C) 3-D
CT angiography. TEVAR=Thoracic en-
dovascular aortic repair.

Intimal tear

Fig. 2. (A) Operative view. Bare
spring of stent-graft was protruded
from intima of aortic arch (white ar-
row). Innominate artery was clamp-
ed for antegrade cerebral perfusion
(black arrow). (B) Aortic arch and
innominate artery were replaced with
one branched 22x10 mm hema-
shield graft. (C) Postoperative 3-D
CT angiography. PA=Pulmonary ar-
tery; SVC=Superior vena cava, Asc=
Ascending.
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Fig. 3. (A, B) Preoperative CT
angiography. The fransverse view
shows saccular aneurysm due fo
aortic dissection (white arrows) and
the part of bare spring is placed in
the aneurysmal sac. The maximal
diameter of aneurysm was 48 mm.
(C) 3-D CT angiography. AsA=As-
cending aorta; PA=Pulmonary artery;
DsA=Descending aorta.
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Fig. 4. (A, B) Postoperative CT an-
giography. The fransverse section
shows complete excision of aneur-
ysm and disseclion on aortic arch
and ascending aorta. There is no
size discrepancy between Hema-
shield graft and descending aorta
with stent-graft. (C) 3-D CT angio-
graphy. Inno.a=nnominate artery.
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