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Compare angiography (ANGIO), transesophageal echocardiography (TEE), and intravascular ultrasound (IVUS) intraprocedually before and after 
placement of 48 stent grafts in 42 consecutive patients (12 women, 61±11 years) with acute and chronic type-B aortic dissection for both 
usefulness and capability to guide aortic stent-graft implantation.

Koschyk DH. et al.; Circ 2005
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Patients with ABAD complicated by visceral ischemia have a high risk of mortality. We observed similar outcomes for patients treated by 
endovascular management versus surgery, whereas medical management was an independent predictor of mortality. Early diagnosis and 
intervention for visceral ischemia seems to be crucial.

Jonker FH. et al.; J Thorac Cardiovasc Surg 2015

1996-2013: 1456 ABAD patients were identified in the IRAD Registry, of which 104 (7.1%) presented with visceral ischemia.
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2005-2016: 41 patients (60 yrs old, IQR 51-68.5; 78% men) in 2 European high-volume centers. Patients were mostly (68.3%) affected by only 
1 malperfusion syndrome, with renal ischemia being the most frequent (53.6%).

Prognosis of patients with acute type B AoD complicated initially with malperfusion syndrome(s) is severe, especially if several territories are 
ischemic.

Sobocinski J. et al.; Ann Vasc Surg 2019
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2014-2019: 634 patients with acute DeBakey type I aortic dissection (ADIAD) enrolled in this study, 401 (63.2%) experienced postoperative HD 
with a 30-Day mortality of 15.5%.

Decreased PFL, elevated sCr, prolonged CPB duration, and longer postoperative MV time were independent risk factors for postoperative HD

Wang Z. et al.; J Cardiothorac Surg 2021
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When to stent visceral branches?
SUPERIOR MESENTERIC ARTERY
• Always in case of symptoms/signs of mesenteric malperfusion related

to static obstruction
• Clinical and CTA-scan evaluation after central aortic repair in case of 

dynamic obstruction
RENAL ARTERIES
• In case of evolving renal insufficiency or computed tomography 

evidence of bilateral impaired renal blood flow related to static
obstruction

• Excluded in case of dissection extending into the lobar arteries or 
extensive thrombosis or in presence of a “warm-ischemia” lasting >6h

CELIAC TRUNK
• Generally not stented, attempt may be performed if other visceral 

stenting is needed

VISCERAL BRACNHES should be stented during STABILISE procedures if 
arising from FL and not visible after stent placement/ballooning
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Conclusions

• Navigate through a dissected aorta it’s not always an easy procedure. Advancing curved catheters from below may be 
hard especially in case of a collapsed true lumen or when multiple re-entries are present in the visceral aorta (snaring 
from above helps)

• IVUS it’s better than DSA (multiple checks increase too much the overall contrast medium used) in assessing guidewire 
position but the real advantage has been introducing hybrid operating theaters and vessel navigation software

• In our experience we tend to aggressively stent SMAs in all patients presenting symptoms/signs of mesenteric 
malperfusion due to static obstruction (eventually checking with a DSA or repeating a CTA-scan after central aortic repair 
for type A dissections)

• We stent only RAs in case of evolving renal insufficiency or CTA evidence of bilateral impaired renal blood flow related to 
static obstruction, excluding dissections extending into the lobar arteries or with extensive thrombosis 

• During STABILISE procedures be prepared to stent visceral branches originating form FL (leaving a guidewire from the FL 
inside the branch before deploying/ballooning the dissection stent)



Thank you for the attention


