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[Abstract] Objective To explore the effect of timing of thoracic endovascular aortic repair (TEVAR)
on the survival time and incidence of complications in patients with Stanford type B aortic dissection.
Methods The clinical data of 123 consecutive patients with Stanford type B aortic dissection, who were
admitted to authors” hospital during the period from January 2011 to December 2013 to receive TEVAR, were
retrospectively analyzed. According to the interval between the onset of aortic dissection and performing
TEVAR, the patients were divided into acute group (<14 days, n=32), subacute group (15-90 days, n=67)
and chronic group (>91 days, n=24). After the treatment, the patients were followed up for 24 months.
Results At the end of the follow - up period, in the acute, subacute and chronic group the all - cause
mortality was 12.5%, 7.4% and 25.0% respectively (P=0.085), the aortic dissection-related mortality was
9.4% , 4.5% and 16.7% respectively (P=0.17), the aortic remodeling rate was 75.0% , 71.6% and 33.0%
respectively, and the secondary intervention rate was 21.9% , 17.9% and 37.5% respectively. Conclusion
For patients with Stanford type B aortic dissection, TEVAR that is performed in subacute stage can produce
the best remolding effect of the aorta with least complications. Therefore, subacute stage is the best timing for
the treatment of aortic dissection with TEVAR.(J Intervent Radiol, 2018, 27. 310-313)
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