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ABSTRACT
A 59-year-old man was referred with complicated chronic type B aortic dissection. Despite the false lumen’s being
dominant in terms of caliber and limb perfusion, visceral arteries originated in a 9-mm true lumen. A staged approach
was performed: open aortobi-iliac bypass with preservation of both lumens to the infrarenal aorta, with reinforcement of
the aorta and anastomosis with Dacron (wrap technique); exclusion of the dissection by endografting all of the false
lumen with three successive thoracic endoprostheses; and maintenance of true lumen perfusion using two periscopes
with self-expanding nitinol stents. The patient remains asymptomatic after 1 year of follow-up. (J Vasc Surg Cases and
Innovative Techniques 2018;4:226-30.)
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Aggressive medical therapy and close surveillance of
the aorta remain the foundation of management of
chronic type B aortic dissection (CTBAD).1 Recent Euro-
pean Society for Vascular Surgery guidelines highlight
that the development of symptoms and maximal aneu-
rysm diameter >50 mm mandate immediate evaluation
for surgery.1 At present, the best management of CTBAD
remains elusive as there have been no randomized
controlled trials comparing the available techniquesd
open repair, thoracic endovascular aortic repair, and
branched or fenestrated endovascular aneurysm repair
(B/F-EVAR).2 Furthermore, the sheer complexity of
some CTBAD cases makes a standardized approach
impossible. We describe a particularly challenging case
of type B aortic dissection in which a novel and creative
stepped approach was successfully undertaken. The
patient has consented to the publication of this
manuscript.

CASE REPORT
A 59-year-old man with a history of acute type A dissection un-

derwent open repair of the aortic arch with Dacron with reim-

plantation of the supra-aortic arteries 18 years ago. Early in

2016, he was referred with a CTBAD complicated by type I thor-

acoabdominal aortic aneurysm, thrombosed right common iliac

artery aneurysm (60-mm thoracic aorta and 50-mm abdominal

aorta; 40 mm in the right common iliac artery), and thrombosed

left internal iliac and right renal arteries (Fig 1). The dissection

had an apparent origin in the Dacron-descending thoracic aorta

anastomosis. Despite that the false lumen (FL) was dominant in

terms of caliber and limb perfusion, all remaining visceral

arteriesdleft renal, mesenteric, and celiacdoriginated in the

true lumen (TL), which had a diameter of just 9 mm (Fig 1). Clin-

ically, the patient had severe claudication of the right limb

(Rutherford class 3), erectile dysfunction, and episodic lumbar

pain. There were no pulses in the right leg, and the ankle-

brachial index was 0.4.

A stepped approach treatment was performed. In the first

step, infrarenal aortic replacement was undertaken with the

aortic anastomosis about 4 cm distal from the distal left renal ar-

tery and with local resection of the dissection membrane for

preservation of flow to both aortic lumens. In addition, the native

aorta in between the left distal renal artery and the graft was

reinforced with a collar of Dacron graft surplus (wrap technique).

The Dacron wrap was fixed by simple stitches to both the jux-

tarenal aorta and the bypass distal to the anastomosis (Figs 2

and 3). Revascularization of the right limb was achieved by anas-

tomosis of the graft limb to the external iliac artery. Theoreti-

cally, this step would exclude the right common iliac artery

aneurysm and revascularize the right limb, reinforce the aorta,

and secure access for the next step. The second step consisted

of the endovascular part of the hybrid procedure. The dissection

was excluded by endografting the entire FL with three succes-

sive thoracic endoprostheses (34 mm � 34 mm � 20 cm,

34 mm � 34 mm � 20 cm, and 34 mm � 34 mm � 15 cm
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Fig 1. Schematic image of the imaging findings when the
patient was referred to the vascular department: type I
thoracoabdominal aortic aneurysm, thrombosed right
common iliac artery aneurysm (60-mm thoracic aorta and
50-mm abdominal aorta; 40 mm in the right common
iliac artery), and thrombosed right renal and left internal
iliac arteries. The dissection had an apparent origin in the
Dacron-descending thoracic aorta anastomosis. The false
lumen (FL) was dominant and compressed the true lumen
(TL), which had just 1-cm diameter. All remaining visceral
arteriesdleft renal, superior mesenteric, and celiacd
originated in the TL.

Fig 2. Schematic image of the first step in treatmentd
open aortoiliac bypass with preservation of both lumens in
the infrarenal aorta, with additional reinforcement of the
infrarenal aorta and anastomosis with Dacron (wrap
technique).
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