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Recommendations Regarding Landing Z

Sociétés savantes Niveau de

et années

Proximal Neck = 20 mm (to 25 mm) of non-diseased Aorta

roximal and distal landing zone of at
recommended for the safe

it and durable fixation of TEVAR.

In patients with complicated acute type B aortic
dissection, endovascular repair with thoracic
hould be the first in

Stent-graft deploymenl is not recommendedfn
patients with a proximal anding
20ne length less thal r a maximum
diameter of more tham

‘Adequate landing zone length is a prerequisite
ESC/EAPCI/EACTS | for suggg imal and distal landing zones of
atlea: ach are considered adequate.

ESC 2014 leag

ESVS 2017

IFU of Manufacturers for Aortic Aneurysms
EACTS/ESVS

Consensus
dexperts

Are these recommendations adapted to Dissections?

TEVAR is indicated for complicated hyperacute,
acute, or subacute TBADs with rupture and/or
and favorable anatomy for TEVAR.
BCHE ty of Cardiology, ESVS 7 gery, EACTS : E iation for Cardio-
 EAPCI : E Intervention, STS/SVS : Society of Thoracic
Surgeons/Society of Vascular Surgeons
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Literature Regarding Landing Zone in TBADs

Impact Of Intramural Hematoma (IMH) At Seal Zone In Thoracic
Endovascular Aortic Repair (TEVAR) For Type B Dissections (TBAD)

@ Retrospective cohort study & 71 patients undergoing TEVAR for TBAD
~ Seal Zonein IMH ‘Seal Zone in Normal Aorta| CONCLUSIONS |

45 patients

Effect of proximal fixation length on complications after
lendovascular repair of type B aortic dissection ~ foums!of Vascular Surgery

pril 2021
joseph V. Lombardi, MD.* Marissa Famularo, DO, Jarin Kratzberg, PhD." and Blayne A. Roeder, PhD*
lcamden. NJ: Cooperstown. NY: and West Lafayette and Bloomington. Ind

CONCLUSIONS

We found a clear inverse relationship between the
Wi length of the achieved proximal seal and the incidence
PO of associated adverse outcomes after TEVAR for the
treatment of complicated aTBAD. To decrease the risk
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proximal seal zone
of TEVAR may

6.7%

Retrograde Type A
Dissection (RTAD)
P:.294

increase

0% the risk of RTAD.
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of adverse events and increase the durability of endovas-
cular repair, careful attempts should be made to land an
endograft in healthy and stable aorta
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Literature Regarding Landing Zone in TBADs

Literature Regarding Landing Zone in TBADs

A systematic review and meta-analysis of stroke rates in
patients undergoing thoracic endovascular aortic repair
for descending thoracic aortic aneurysm and type B

B ; Journal of Vascular Surgery
dissection Volume 76, Number 1 2022
Georgios |. Karaolanis, MD, MSc, PhD,” Constantine N. Antonopoulos, MD, MSc.PhD,”
Philippe Charbonneau, MD." Efstratios Georgakarakos, MD, PhD.” Demetrios Moris, MD, MSc, PhD,
Salvatore Scali, MD, PhD," Drosos Kotelis, MD, PhD.? and Konstantinos Donas, MD, PhD." loannina, Athens. and
‘Alexandroupolis. Greece: Montreal. QC. Canada: Durham. NC: Gainesville, FL: and Aachen and Frankfurt. Germany

Zone 2 vs. Zone 3 Landing Zone for Thoracic Endovascular Repair
(TEVAR) of Acute Type B Aortic Dissections (TBAD)

Bsinal i y {Fljes patien: ing TEVAR for i TBAD

Landing Zones* 36 Month Results

Zone 2 TEVAR Zone 3TEVAR
N=48 N=35
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Stroke Rate after TEVAR Increases Significantly when LSA is Covered
The More Proximal the Sealing, The Greater the Risk

YD) viaseutar Surgery

Aggressive Attitude Focused on Neck Quality Conservative Attitude Focused on Sealing of the En

20 mm of Healthy Neck = Non Dissected / no IMH 20 mm of Neck (diseased or IMH) from the Entry Tear

PROs : PROs :
« Better sealing of proximal entry tear ? gheetsetlopEnivlearsaling
« Avoids a too Proximal Landing Zone
« Better long term stability of Stentgraft ? + Limits SAT Coverage to the LSA (Zone 2)
« Lower the risk of retrograde Type A Dissection ?
CONSs:
CONSs:
+ Diseased/IMH proximal Neck
+ SAT Coverage = Debranching / Branched device « Long Term Stability of Stentgraft ?

+ Increases Stroke Risk +++ = Risk of Type A Retrograde Dissection ?

Proximal Deployment Focused on Sealing the Entry Tear Analysis of 164 patients treated with CTAG for TBADs

Evaluate Mortality and Long Term Aortic AE Pre & Post Operative CT Scan Analysis

in patients treated for TBADs with CTAGs Center Line Length Measurments :
According to the Quality / Length of the Proximal Neck - Entry Tear to each SAT
- Proximal edge of aortic pathology (Dissected or IMH) to each SAT

- Proximal edge of Stentgraft to each SAT, to entry Tear, to the edge of aortic
pathology on post op CT scans

OPTIMAL Neck = Healthy Aorta =20 mm - Ideal preoperative Landing Zone (= 20mm) vs Final Stentgraft Landing Zone

¥ 23% (37) OPTIMAL NECK group = Healthy Aorta = 20 mm
SHORT Neck = Healthy Aorta < 20 mm Vs

77% (127) SHORT NECK group = Healthy Aorta < 20 mm

Assessed before and after implantation



Ideal preoperative Landing Zone (= 20mm) vs Final Stentgraft Position

Preoperative Ideal Proximal Landing Zone Postoperative Final Landing Zone

wTonl mCO mCC
5%inzone3-4

64% proximal to LCC

%) VS SN

ON Group SN Group

86.2% [75.7-98.2]  87.4% [81.7-93.3]

83.4% [72.1-96.5]  77.9% [70.8-85.6]

Survival Probabilty

75.6% [61.8-92.3]  77.9% [70.8-85.6]

" Time ‘(‘Momhs)"
Healing / Complete Thrombosis of False Lumen No. at Risk
Obtained for 88% of the Cohort a7 2 18 1 9 7 3
127 73 56 42 35 25 18
ON 90,3% vs SN 86,5% (p = .615) 3

Strata

Time (Months)
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Comparison with Literature

Design N RTAD ELla  Aoric n Incre Stroke | Mortality
Rupture >10mm diameter >5 mm 30d 30d
Kuoetal  potrospective
2018 P 7 36% R 1,1% NR NR NR 42%
iR Monocentric
Lombardiotal
2020 rospective o o o o 9% % 9%
2020 Pospecle M0 63% 0% 45% 13,6% 28.2% 8.2% 2.7%
Mesaretal [ oo
2022 CUrOSpective g3 37% 6% 1.2% NR NR 4,8% 12,5%
USA Monocentric
Dueppers et
al Retrospective N " N " . N N
e oospecve o4 5% 10% 21% 0% 13% 5% 10%
Suisse
oursTupy Retrospective o4 35 g4 1,8% 6,7% 49% 18% 5,5%
Monocentric
o
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Conservative Management of SAT and Stroke Rate

* 64% would have requiered Z0-Z1 (105)
« Z0 =62 aorto-BCT bypasses (vs 2)
* Z1 =43 Inter-Carotid bypasses (vs 6)

» 88% were deployed in Z2-Z1 (143)
34 débranching of SAT (21%)
* 27 LCC-LSA bypasses (80%)

Stroke rate : 1,8% (3/164) Global Cohort
* ON 2,7% (1/37) VS SN 1,5% (2/1

No Difference on Mid Term Survival

ON Group SN Group
91.8%[83.3-100]  94.5% [90.5-98.5]
88.9% [79.1-99.8]  84.3% [78-91]
88.9% [79.1-99.8]  82.2% [75.6-89.5]

Survival Probabilty

p=082

3 i
Time (Months)
No. at Risk

et 37 27 2 15 11 9 5 1
127|891 67— 62— 42— 30——20——13

Strata

% s
Time (Months)
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Conclusi

A Policy of Stentgraft Deployment for TBADS Focused on the Entry Tear
Without a systematic 20 mm length of Healthy aortic neck (77%)

Deploy most of Stentgrafts in Z2-Z3 (88%)

Acceptable Mid Term Survival Results (Aortic AEs / Mortality / Remodeling)
Avoiding invasive management of SAT (Debranching/BEVAR) (zo-z1)

Limiting to the Minimum Neurological Complications (1,8% Stroke)




