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Central Message

Sometimes, in very expert hands, selecting the

right patients for surgery is still the high road

to take rather than pursuing less invasiveness

at all costs.

See Article page 36.
Thoracic endovascular aortic repair (TEVAR) is a treatment
modality that has been rapidly embraced for treating
thoracic aortic disease due to its less invasiveness, its avail-
ability, and its relative easiness of application, but in some
cases this can be just a shortcut to follow, and asWashington
Irving wrote in the story ‘‘The Devil and Tom Walker,’’1

‘‘Like most shortcuts, it was an ill-chosen route.’’ The
present paper, by Tanaka and colleagues,2 is clear evidence
that sometimes, in very expert hands, selecting the right
patients for surgery is still the high road to take rather
than pursuing less invasiveness at all costs.

The endovascular approach in chronic aortic type B
dissection is still burdened by serious complications, such
as endoleak, distal true lumen collapse, retrograde dissec-
tion, stroke, stent graft migration, or incorrect deployment.3

In a recent meta-analysis including 8969 patients treated by
TEVAR,4 the rate of retrograde aortic dissection was 2.5%
but with an associated mortality of up to 37%. The inci-
dence of endoleak rose to 8% in case of landing zone 0.
There are many issues in treating chronic thoracic aortic
dissection, either de novo or residual after type A aortic
dissection surgical repair; we cannot be sure that all the
branches arise from the true rather than the false lumen,
and this can be at the basis of organ ischemia after TEVAR.
In case of multiple re-entry tears, TEVAR could be not
effective to cover all of them. As already reported in this pa-
per, roughly 70% of patients undergoing TEVAR for
chronic distal aortic dissection had aortic diameters that
failed to regress.5

In some cases, additional branch vessel stenting may be
necessary to resolve malperfusion related to static obstruc-
tion, and this makes TEVAR not so easy to perform.6 In a
recent meta-analysis by Gambardella and colleagues,7

aortic dissection was the main cause leading to a secondary
open aortic procedure (51.2%, 95% confidence interval,
44.4-57.9), with chronic dissection showing a rate of
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31.2% (95% CI, 24.5-38.8). This finding confirms as the
presence of a thick indurated intimal flap often does not
allow full stent expansion, resulting not effective to exclude
of the false lumen. Finally, extending the stented aortic
segment into the abdominal aorta for persisting malperfu-
sion after TEVAR by implantation of additional uncovered
stents distally (the PETTICOAT concept) requires further
data collection and evaluation.8

The strength of this cohort study2 is not only that the au-
thors report outstanding early and late results of open sur-
gery but also that they’ve identified some subgroups of
patients more suitable for surgery. Multivariable analysis
found that low estimated glomerular filtration rate, history
of thoracic or thoracoabdominal repair, and chronic pulmo-
nary disease were risk factors for greater early mortality; in
fact, in those patients without these risk factors, 30-day
mortality was very low (2.6%). Even long-term results
show the effectiveness of the open surgery approach, with
a good survival rate of 67.9% at 5 years, 53.1% at 10 years,
and 41.5% at 15 years. Finally, the durability of this surgi-
cal procedure is very high, since freedom from reinterven-
tion to the treated segment was 98% at 5 years and 97%
at 10 years.

However, it is also necessary to stress how these results
are not available to everyone, only to dedicated centers
with high volumes in the field of thoracic and thoraco-
abdominal aortic surgery. Recently, a multicenter study9

has indeed shown how 30-day mortality strongly correlated
with annual case volume, with greater-volume centers hav-
ing the lowest risk. Hence, these results underscore the need
ry c January 2021

http://crossmark.crossref.org/dialog/?doi=10.1016/j.jtcvs.2019.10.071&domain=pdf
mailto:mdimauro1973@gmail.com
https://doi.org/10.1016/j.jtcvs.2019.10.071


Di Mauro, Parolari, Calafiore Commentary

A
D
U
L
T

to identify greater-volume centers because of their
improved ability to rescue patients experiencing complica-
tions associated with postoperative mortality.
References
1. Irving W. The Devil and TomWalker. In: Tales of a Traveller. Philadelphia: Carey

& Lea; 1824.

2. Tanaka A, Sandhu HK, Afifi RO, Miller CC III, Ray A, Hassan A, et al. Outcomes

of open repairs of chronic distal aortic dissection anatomically amenable to

endovascular repairs. J Thorac Cardiovasc Surg. 2021;161:36-43.e6.

3. Liu Z, Zhang Y, Liu C, Huang D, ZhangM, Ran F, et al. Treatment of serious com-

plications following endovascular aortic repair for type B thoracic aortic dissec-

tion. J Int Med Res. 2017;45:1574-84.

4. Chen Y, Zhang S, Liu L, Lu Q, Zhang T, Jing Z. Retrograde type A aortic

dissection after thoracic endovascular aortic repair: a systematic review and

meta-analysis. J Am Heart Assoc. 2017;6.
The Journal of Thoracic and C
5. Conway AM, Qato K, Mondry LR, Stoffels GJ, Giangola G, Carroccio A. Out-

comes of thoracic endovascular aortic repair for chronic aortic dissections.

J Vasc Surg. 2018;67:1345-52.

6. Szeto WY, McGarvey M, Pochettino A, Moser GW, Hoboken A,

Cornelius K, et al. Results of a new surgical paradigm: endovascular repair

for acute complicated type B aortic dissection. Ann Thorac Surg. 2008;86:

87-93.

7. Gambardella IC, Antoniou GA, Torella F, Spadaccio C, Oo AY, Gaudino M,

et al. Secondary open aortic procedure following thoracic endovascular

aortic repair: meta-analytic state of the art. J Am Heart Assoc. 2017;6:

e006618.

8. Nienaber CA, Kische S, Zeller T, Rehders TC, Schneider H, Lorenzen B, et al. Pro-

visional extension to induce complete attachment after stent-graft placement in

type B aortic dissection: the PETTICOAT concept. J Endovasc Ther. 2006;13:

738-46.

9. Scali ST, Giles KA, Kubilis P, Beck AW, Crippen CJ, Hughes SJ, et al. Impact of

hospital volume on patient safety indicators and failure to rescue following open

aortic aneurysm repair. J Vasc Surg. September 9, 2019 [Epub ahead of print].
ardiovascular Surgery c Volume 161, Number 1 47

http://refhub.elsevier.com/S0022-5223(19)32366-9/sref1
http://refhub.elsevier.com/S0022-5223(19)32366-9/sref1
http://refhub.elsevier.com/S0022-5223(19)32366-9/sref2
http://refhub.elsevier.com/S0022-5223(19)32366-9/sref2
http://refhub.elsevier.com/S0022-5223(19)32366-9/sref2
http://refhub.elsevier.com/S0022-5223(19)32366-9/sref3
http://refhub.elsevier.com/S0022-5223(19)32366-9/sref3
http://refhub.elsevier.com/S0022-5223(19)32366-9/sref3
http://refhub.elsevier.com/S0022-5223(19)32366-9/sref4
http://refhub.elsevier.com/S0022-5223(19)32366-9/sref4
http://refhub.elsevier.com/S0022-5223(19)32366-9/sref4
http://refhub.elsevier.com/S0022-5223(19)32366-9/sref5
http://refhub.elsevier.com/S0022-5223(19)32366-9/sref5
http://refhub.elsevier.com/S0022-5223(19)32366-9/sref5
http://refhub.elsevier.com/S0022-5223(19)32366-9/sref6
http://refhub.elsevier.com/S0022-5223(19)32366-9/sref6
http://refhub.elsevier.com/S0022-5223(19)32366-9/sref6
http://refhub.elsevier.com/S0022-5223(19)32366-9/sref6
http://refhub.elsevier.com/S0022-5223(19)32366-9/sref7
http://refhub.elsevier.com/S0022-5223(19)32366-9/sref7
http://refhub.elsevier.com/S0022-5223(19)32366-9/sref7
http://refhub.elsevier.com/S0022-5223(19)32366-9/sref7
http://refhub.elsevier.com/S0022-5223(19)32366-9/sref8
http://refhub.elsevier.com/S0022-5223(19)32366-9/sref8
http://refhub.elsevier.com/S0022-5223(19)32366-9/sref8
http://refhub.elsevier.com/S0022-5223(19)32366-9/sref8
http://refhub.elsevier.com/S0022-5223(19)32366-9/sref9
http://refhub.elsevier.com/S0022-5223(19)32366-9/sref9
http://refhub.elsevier.com/S0022-5223(19)32366-9/sref9

	Commentary: Like most shortcuts, it could be an ill-chosen route
	References


