CASE REPORT

Aortic dissection Stanford B and DeBakey I1I1B
treated by hybrid surgical approach. A case report
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Aortic dissection is a disease of the tunica media of the vessel
in which a false lumen is created through which blood flows
between the media and intimal layers. The diagnosis is com-
plex, and imaging studies are indispensable during the ap-
proach. Acute chest or abdominal pain radiating to the back is
the main symptom. In patients with complicated type B aortic
dissection, surgical treatment is imminent. We present here a
case of a 55-year-old male with Stanford B and DeBakey IIIB
aortic dissection underwent hybrid procedure successfully.
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ortic dissection can be defined as a delamination of the
Amedial layer caused by the inflow of blood through an

entry orifice in the intima layer creating a false lumen
of variable extension along the vessel [1]. It is more frequent
in men than in women with a 2:1 ratio respectively, and more
common between 50 and 70 years of age [2]. The most fre-
quent causes are long-standing systemic arterial hyperten-
sion, connective tissue diseases and trauma [3]. Its presenta-
tion can be hyper acute (first 24 hours), acute (up to 14 days
after onset), subacute (15-90 days after onset) and chronic
(>90 days after onset) [4].

The most commonly used classification systems are De-
Bakey and Stanford [5]. DeBakey classification divides the
disease into 3 groups according to the site where the dissec-
tion starts. Type 1 starts in the ascending aorta with exten-
sion to the descending aorta, Type 2 starts in the ascending
aorta without extension to the aortic arch, and Type 3 starts
in the descending aorta; in turn, 3A with extension above the
diaphragm, and 3B below the diaphragm [5]. Stanford classi-
fies it into 2 types; namely, type A includes dissection of the
ascending aorta, and type B does not include the ascending
aorta [5].
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La diseccién aértica es una enfermedad de la tinica media del
vaso en la que se crea una luz falsa por donde hay afluencia
sanguinea entre las capas media e intima. El diagndstico es
complejo, siendo los estudios de imagen indispensables durante
el abordaje. El dolor tordcico o abdominal agudo irradiado a la
espalda es el principal sintoma. En los pacientes con diseccion
aértica tipo B complicada el tratamiento quirtirgico es inmi-
nente. Presentamos un caso de un paciente masculino de 55
afios de edad con diagndstico de diseccion adrtica tipo Stanford
B y DeBakey I1IB aortic dissection, el cual fue sometido a un
procedimiento hibrido exitosamente.
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The most common symptom is spontaneous onset of
severe chest and/or low back pain. Patients with type A dis-
section usually have pain in the anterior thorax, and patients
with type B dissection report lumbar pain [5]. During diag-
nosis, complementary examinations are important to assess
the diagnosis and determine the extent. The most important
examinations are computed tomography angiography (CT
angiography), magnetic resonance imaging (MRI) and trans-
esophageal echocardiography [3].

The reported frequency for primary dissection of the ab-
dominal aorta is less than 2%, compared to the ascending aor-
ta (70%), descending aorta (20%) and aortic arch (7%) [6].

Acute Stanford A dissection carries a mortality of about
1% per hour. Although less morbid, acute dissections of the
descending thoracic aorta (Stanford B) are associated with
10% to 25% 30-day mortality [7].

The most critical findings that affect initial intervention
and prognosis are obtained on CT scan [8]. Most type A dis-
sections are surgical emergencies and require open replace-
ment of the ascending aorta with or without replacement of
the aortic root or arch; uncomplicated type B dissections have
classically been treated medically with strict control of blood
pressure, heart rate, statins, and lifestyle modification [2].
Surgical treatment has been reserved for complicated type B
cases (associated with rupture or malperfusion syndromes),
by open surgical repair or thoracic endovascular aortic repair

(2].
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CLINICAL CASE

A 55-year-old male patient with a history of diabetes mel-
litus, systemic arterial hypertension, alcoholism, smoking,
non-ST-segment elevation acute coronary syndrome, and a
bifemoral aortic stent for 2 years. On interrogation, he report-
ed episodes of generalized oppressive abdominal pain, of in-
termittent onset for 2 years, with no other added symptoms.
On physical examination, the abdomen was soft, depressible,
without pain on mid and deep palpation, without tumors or
plastrons, with normal audible peristalsis, without murmurs.

Within the study protocol, CT angiography was per-
formed, in which Stanford B and DeBakey IIIB aortic dissec-
tion was documented; so it was decided to resolve with hybrid
surgical procedure.

In a first surgical stage via median stereotomy and without
cardiopulmonary bypass, supra-aortic trunk anastomosis was
performed (Fig. 1), with polytetrafluoroethylene graft to the
ascending aorta.

Figure 1. During dissection, vascular structures are identified: the brachi
mon carotid artery and left subclavian artery.

To the brachiocephalic trunk a ringed graft was placed,
then to the left carotid and left subclavian distal anastomosis
was performed with a bifurcated graft, the distal anastomo-
sis of the subclavian was implanted via transpleural route
(Fig. 2). The proximal graft was connected “en bloc” to the
aortic root.

The patient was taken to the coronary unit and successful
extubation was achieved 5 hours after the immediate postop-
erative period.

In a second surgical procedure 48 hours later, through the
right femoral approach, a 20 cm x 40 mm stent was intro-
duced and positioned in the aortic arch, sealing the complex

phalic trunk, left com-
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Figure 2. During the procedure the end-to-side anastomosis of the PTFE graft and the banded graft
is performed.

dissection of the arch (Fig. 3). A second stent of the same cal-
iber is introduced and released to seal the celiac trunk, which
was previously identified (Fig. 4). Adequate functionality of
the unbranching and permeability of the celiac trunk is ver-
ified.

The patient left the intensive care unit after four days and
was discharged from hospital two days later, since then he has
remained asymptomatic with oral anticoagulation.

Figure 3. Tr
is visualized.

peratively, by intervencionism the I of the endoprosthesis in the aortic arch
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Figure 4. During de procedure, the second endoprosthesis was identified in the celiac trunk.

COMMENT

Aortic dissection is a rare pathology, with an incidence of
30 cases per million habitants per year [1]. It is part of the so-
called acute aortic syndromes and is considered a pathology

Cir Card Mex 2022; 8(4): 114-116

that deserves urgent treatment [3]. The most common associ-
ated factors are hypertension, inflammatory diseases, smok-
ing and aortic coarctation [4]. It occurs more frequently in
males, in the sixth and seventh decade of life [5], the clinical
presentation is nonspecific so the diagnosis is still considered
a challenge [6].

We decided to report this case being a typical presentation
of aortic dissection, with a male patient in the sixth decade of
life with a history of systemic hypertension, smoking and car-
rier of bifemoral stent for an aneurysm, referring as the only
symptom abdominal pain of two years of evolution. During
the physical examination without findings suggestive of the
diagnosis; so it was decided to perform imaging studies which
documented aortic dissection Stanford B, DeBakey IIIB. In
this case it was decided to perform scheduled surgical reso-
lution, first debranching surgery was performed and later at
48 hours by interventional stent placement, both procedures
took place without complications, and finally the patient was
discharged after 6 days.
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