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Aortic dissection (AD) is a common and catastrophic aortic disease in clinic, and its natural prognosis

With the development of interventional therapy technology and related materials science, thoracic endovascu-

lar aortic repair (TEVAR) , as the first choice for the treatment of complicated stanford type B aortic dissection (¢TBAD) ,

has been extensively developed, and a bunch of new surgical techniques have also been produced.

Combined with the rel-

evant literature, this paper describes the surgical techniques of TEVAR, summarizes the postoperative arterial remodeling in

each surgical way and strives to evaluate the current situation of arterial remodeling technology comprehensively.
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