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• In the last 12 months I have collaborated as: Proctor, Adviser or

speaker of :

• Boston Scientific.

• ABBOTT Vascular.

• Medtronic

• Biotronik

• APT Medical

• Medstent.

• Levbeth Medical.

• DDM

• VISORA
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TOPICS

• Into the Guidelines

•Different subsets

•Adapting indications

•Conclusions
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https://solaci.org/es/2020/09/24/s

olaci-peripheral-4-caso-clinico-

diseccion-de-aorta-toracica-en-

paciente-con-arco-

complejo/?unapproved=7619&m

oderation-

hash=a71a34482a71461d9deea

61c91a6664d#comment-7619



Caso

• Hombre 33a.

• Dx: Sx. Ehlers-Danlos.

• Dolor toracico.

• Eco: Disección Stanford A. Insuficiencia 

aórtica Grave. Insuficiencia mitral grave.
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Primera TAC
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Estrategia inicial: CVM y proc. Bentall-Bono

Segundo tiempo: Revascularización de Supraaórticos



Paciente persiste con dolor en el post Qx 

Inmediato
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Paso a paso
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Relay

34-162



2a Protesis
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Valiant 32-204 Relay 32-114



FINAL
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PCRLondonValves.com

• Male 44 yrs.

• 2011  Acute Aortic Dissection: Stanford A  De Bakey I and severe aortic 
regurgitation.

• Sept/28/11: Bentall and De Bono surgery with INC Pericardial Valve 24 mm. (Valve 
produced in the Institution) and Woven Dacron tube 26 mm with Left Common 
Carotid revascularization with a 10 mm graft.

• Same Day Re operation because of Bleeding. 

• Post Surgical acute limb Thrombosis with surgical treatment resolution.

• Good recovery and discharge.

CASE PRESENTATION



PCRLondonValves.com

• Jan/01/22: Arrives to ED with Chest Pain and dyspnea.

• Aortic arch and descending aorta  dissection with extension to abdominal and right iliac 
artery.

CASE PRESENTATION
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• Prostetic aortic valve severe degeneration.  Aortic Valve area 0.7 cm2.  Max Vel: 3.3 m/sec Ao  Grad: 
36 mmHg LVEF 18%.  Moderate Mitral regurgitation.

CASE PRESENTATION

Lower Left Coronary artery
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•1.- FULL SURGICAL TREATMENT

•AVR + FROZEN ELEPHANT TRUNK.

•2.- HYBRID

•AVR +  TEVAR or ViV + FROZEN ELEPHANT TRUNK

•3.- COMPLETE ENDOVASCULAR 

•ViV + TEVAR

TREATMENT OPTIONS

Heart team: High surgical Risk.
Proposed therapies: TEVAR and ViV

1.- In what order?
2.- Single o separated procedures?
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•1.- GENERAL ANESTESIA

•2.- SURGICAL FEMORAL APPROACH

•3.- SPINAL FLUID DRAINAGE

•4.- LEFT SUBCLAVIAN EMBOLIZATION

•5.- TEVAR 

1ST PROCEDURE TEVAR
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First Procedure: TEVAR 

Angio

Left subclavia exclusion
Plug  16 mm

TEVAR  

1.- Left femoral surgical approach and right and left  radial percutaneous approach.
2.- With epidural catheter for spinal drainage. 
3.- Endograft  34-212. 
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TEVAR FINAL: 

• Moved to ICU.
• 48 hrs discharge from 

ICU.
• Acute creatinine 

increase 72 hrs later up 
to 2.8 mg/dl.

• Doppler: Left Renal 
exclusion for false lumen 
thrombosis. 

• Recovery of renal 
function without 
Dialysis.
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PLANNING ViV
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Aortic Valve in Valve

1.- TEE 
3.- Planned Valve snaring  
for  device arch advance  

2.- Left Coronary
Protection
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Aortic Valve in Valve

2.- No PVL 
3.- Left Coronary artery OK 

4.- Peak Velocity 1 m/seg 
Gradient: 7 mmHg

2.- Valve
Deployment 
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FINAL COMMENTS

1.- Extreme High Risk without possibilities 
of Ventricular assistance available in the 
country.
2.- First repair the Road then the House¡ in 
this case.
3.- Snare and left coronary Protection were 
planned.
4.- INC Valve is not crackable.
3.- Proximal False lumen thrombosis and 
left Kidney exclusion.
4.- Successful ViV without PVL.
4.- Patient Discharged 72 hr after the 
procedure.



Conclusions

• Patients with Marfan or Related diseases requires 

early intervention.

• TEVAR over Open if anatomically suitable.

• Prefer Subclavian Revascularization, 

endovascular or surgical if coverage was planned. 

• In patients with anatomy unsuitable, long life 

expectancy (> 10 a) and high surgical volume 

centers, open repair is an option.
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