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TEVAR for Acute Symptomatic 
DeBakey Tip III Dissection
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Case Report

Aortic dissection is a challenging life-threatening vascular 
emergency. Thoracic endovascular aortic repair (TEVAR) 
represents a minimally invasive technique alternative to 
conventional open surgical reconstruction for the treatment 
of thoracic aortic pathologies. In this report, we presented a 

92-year-old female patient complicated with DeBakey Tip 

III aortic dissection successfully treated with TEVAR.
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Abstract

Introduction
Aortic dissection (AD) occurs when the blood flows 

between the layers of the wall of the aorta. It can rapidly 
lead to death due to insufficient coronary perfusion or 
instantaneous rupture of the aorta, which is a severe and 
fatal complication requiring emergent management. AD 
is a challenging life-threatening vascular emergency. 
DeBakey type I or II (Stanford type A) AD involving the 
ascending aorta is treated by urgent surgical intervention, 
while DeBakey type III (Stanford type B) AD involving 
the descending thoracic aorta (DeBakey type IIIa) or 
thoracoabdominal aorta (DeBakey type IIIb) is managed 

medically or by surgical or endovascular intervention 
when it is complicated(1). Thoracic endovascular aortic 
repair (TEVAR) represents a minimally invasive technique 
alternative to conventional open surgical reconstruction for 
the treatment of thoracic aortic pathologies. Rapid advances 
in endovascular technology and procedural breakthroughs 
have contributed to a dramatic transformation of the entire 
field of thoracic aortic surgery(2). EVAR procedures can be 
challenging and, at times, extraordinarily difficult. They 
require seasoned endovascular experience and refined 
skills(3). Of all endovascular procedures, meticulous 
assessment of anatomy and preoperative procedure 
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planning are absolutely paramount to produce optimal 
outcomes. In this report, we presented a 92-year-old 
female patient complicated with DeBakey Tip III aortic 
dissection successfully treated with TEVAR. 

Case Report 
A 92-year-old female patient was admitted to our 

hospital due to complaints of acute-onset chest and back 
pain for 10 hours. Patient had had hypertension for 20 
years with an uncontrolled high blood pressure found on 
admission. The blood pressure was measured as 185/70 
mm Hg in the right arm, and 130/65 mm Hg in the left 
arm with a pulse rate of 106 beats/minute. Computed 
tomography angiography revealed a dissection flap in 
the descending aorta beginning after the left subclavian 
artery with an ending level at the common iliac arteries 
bifurcation. Other vital visceral arteries were not affected, 
as illustrated in Figure 1. The patient was hospitalized. She 

had advanced age. Therefore, open surgery was highly 
risky for morbidity and mortality. Therefore, the patient 
underwent TEVAR. The vascular stents were selected 
based upon the measurement of the vascular diameter 
(Figure 2). 38x16 mm graft stent covered the origin of 
the left subclavian artery (Figure 3). No stent endoleak 
or dislocation occurred. The patient remained stable after 
TEVAR. The patient was discharged the next day after 
TEVAR.

Discussion
Since the introduction of aortic stent grafting for 

the treatment of thoracic aortic aneurysms, TEVAR has 
gained widespread clinical application as a less invasive 
technique for DeBakey type III aortic dissection compared 
to the open surgery(4). Our case had advanced age. 
Therefore, open surgery was highly risky for morbidity 
and mortality. However, the use of TEVAR is associated 
with the risk of postoperative complications. and even high 
rate of morbidity and mortality. Indications for TEVAR 
in treating thoracic aortic aneurysms include paraplegia, 
visceral ischemia, acute rupture, chronic aneurysm, etc. 

Figure 1. CT Angiography of DeBakey Tip III aortic dissection 
CT: Computed tomography Figure 2. Calculation of graft stent sizing
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Paraplegia is the most severe acute complication after 
TEVAR. Previous studies have demonstrated that the 
incidence of both immediate and delayed paraplegia 
in patients undergoing TEVAR can be as high as 12%, 
compared to 2% to 21% in their counterparts after open 
surgery(5,6). 

Paraplegia is due to spinal cord injury (SCI). The 
simultaneous closure of two independent arterial spinal 
cord vessels, and intraoperative hypotension, has been 
shown to be the most important risk factor for symptomatic 
SCI(5). It has also been suggested with regard to the optimal 
size of the stent graft that a device with the same diameter 
as the true lumen diameter, or with a 10% increase beyond 
this diameter. Available stent graft diameters are 20-46 
mm. In this case, a dissection flap in the descending aorta 
beginning after the left subclavian artery with an ending 
level at the common iliac arteries bifurcation. Dissection 

flap was very long in this patient. Coverage of all of the 
dissected segment with graft stenting is increasing the risk 
of SCI. Therefore, we used only one graft stent for the 
prevention of paraplegia. Patient was treated successfully.
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Figure 3. Graft stenting implantation 


