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[Abstract] At present, thoracic endovascular aortic repair(TEVAR) is the main therapeutic method for
Stanford type B aortic dissection(TBAD). The current treatment principle is mainly to occlude the proximal rupture,
while the distal rupture is left open, causing the false lumen unable to become thrombosis. Changes in aortic
morphology and elastic stress at the distal end of the stent will lead to increased pressure at the local point of
the lumen and produce a new rupture or recurrent dissection, thus, causing tumordike expansion of the false
lumen, or even leading to acute rupture and death. After operation, regular CTA follow-up is required so as to
closely monitor the changes in the distal stent diameter, the residual rupture diameter and the degree of
thrombosis within the false lumen. By reviewing the domestic and foreign literature, this article summarizes the
causes, mechanisms and treatment of aortic dilatation lesions occurring after TEVAR for TBAD. (J Intervent
Radiol, 2024, 33. 443-448)
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