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With Aortic Dissections: How Should
. . . Faculty Name: Dr Thomas Lindsa:
Visceral Malperfusion Be Diagnosed And etonshis it nanest sponers: ook Conads
What Strategies Are Available To Treat It potentia for conflicl) ofnterets
Befo re Or After TEVAR « Dr Lindsay has received payment from Cook Canada for case planning, proctoring and for

presentations related to advanced endovascular interventions. | will be discussing risk of
spinal ischemia in relation to TAAA repair and therapies to prevent it

Thomas F. Lindsay MDCM * Cook Canada manufactures advanced endovascular devices that will be discussed in this
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Introduction
N FIGURE 9.1 Types of Malperfusion. (A, B) Dynamic obstruction
by prolapse of dissection septum into branch vessel
« Type B dissection incidence is estimate: 0.5-3 /100,000 population in NA intermittently during the cardiac cycle. (C, D, E) Static
@ ® © obstruction by dissection into branch vessel leading to a fixed
« One third of all dissections are Type B obstruction which may thrombose entirely. This figure was

published in Rutherford’s Vascular Surgery and Endovascular

. . ) . ) Therapy, 9th Edition. Copright Elsevier (2019).
* Organ malperfusion incidence is about 7% and is more frequent in those
with limb or renal limb ischemia

 Presentation is frequently not chest pain but abdominal or leg pain [} ®

* Etiology: True Lumen collapse vs. Branch vessel occlusion
.
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How to make the Diagnosis Of Visceral
Malperfusion:

 Clinical suspicion (abdominal pain, elevated lactate, acidosis, pain
out of proportion to physical findings)

k Initial CT scan

* US of Visceral Vessels

o Poor arterial wave form in hepatic, SMA or renal vessel
b Angiography

 IVUS: Observe true lumen collapse, absence of flow in
SMA, dissection into the SMA itself with SMA thrombosis

Management:

* Initial Therapy for True Lumen
Collapse:

o Expand the True Lumen and
cover the Entry Tear (decompress
the false lumen)

* Re-assess Visceral perfusion with
angiography, IVUS

o Satisfactory reperfusion

o Unsatisfactory perfusion
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Management: Management:

« If Initial Therapy for True Lumen Collapse Fails

* Re-assess Visceral perfusion with angiography,
IVUS

« If Initial Therapy for True Lumen
Collapse Fails
= Petticoat Technique
o Unsatisfactory perfusion Dissection Stent(s) to
= Stabilize technique further open true lumen
= Petticoat Technique Dissection Stent(s) to = Dissection stents are 36
further open true lumen Stabilize Technique or 46 mm in diameter
= Individual vessel stenting may be required

Gramsesmases DUHNG

& s

Surgery . ) Surgery
< UNIVERSITY OF TORONTO \ ' p / Q) UNIVERSITY OF TORONTO

Management: Management:
« If Initial Therapy for « Operative Therapy * 48yo Male
True Lumen Collapse o Rarely Used T et it severe

Fails o Can Allow opening

abdominal pain

= Fenestrate the of Individual + Elevated lactate of
Flap to achieve Thrombosed + B1-11 Dissection
+ Abdomen is tender
pressure Vessels such as
equalization SMA

Fig 1. lilustrative diagram of the Toronto PowerWire fenestration technique (TPFT). A, Radiofrequency wire

activation adjacent to the planned fenestration. B, Dissection flap crossed and false lumen accesse

Fenestration enlargement. D, Covered stent bridging the renal artery.
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zoWElliS blue ! : * Initial Therapy for True Lumen Collapse:

d~° pIuSSI\j/I\n o Expand the True Lumen and cover the Entry Tear (decompress the false
ista lumen)

Opened SMA * Re-assess Visceral perfusion with angiography, IVUS

Thrombus in o Satisfactory reperfusion

guel Iu.me? | o Unsatisfactory perfusion
cclusive Talse = Stabalize technique

lumen = Dissection Stent(s) to further open true lumen

Thombectomy, = Individual vessel stenting may be required

flap resection Gumraam QUHN

il




Percent of Cases

19962001 2002- 2007 20082012

Figure 1. Management of visceral ischemia over the
years in the International Registry of Acute Aortic
Dissection. The utilization of surgery for the
management of visceral ischemia significantly
decreased during the 3 time periods (P = .004 for
linear trend over time), whereas the utilization of
increased

(P =005 for linear trend over time).

Overall Mortality 30.8% with visceral ischemia
vs. 9.1% without

Medical management 50% vs. 25.6% with
intervention

Surgical mortality 25.8% vs. Endovascular
mortality 25.5%

Five-year survival same after surgical or
endovascular relief of visceral malperfusion

TABLE 4. In-hospital mortality of patients with and without visceral
ischemia

Visceral ischemia, No visceral ischemia,

Mortality (%) n (%) Pvalue

Total patients. 104(7.1) 1352(92.9)

Overall 32(30.8) 123 9.1) <001
Medical TT(50.0) o9 (77) 00T
Surgical 8(258) 25(155) 131
Endovascular 13(25.5) 29.(10.0) 004
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Conclusions:

* Diagnosis is best with combination of clinical suspicion,
lab values and radiological features (CT, US, IVUS)
* Determine type of malperfusion Dynamic vs. Static
 Coverage of entry tear by TEVAR will treat most
dynamic cases
* If not
* Stabilize
* Petticoat
« Stenting of Individual Vessels
« Surgical revasccularization
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