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CLINICAL AND INSTRUMENTAL CHARACTERISTICS OF
PATIENTS WITH TYPE B DISSECTION OF THE
DESCENDING THORACIC AORTA

Introduction. Aortic dissection (AD) is a disease associated with
high mortality. This condition occurs due to a disruption in the
structure of the aorta inner lining; blood penetrates into the thickness
of the wall and dissects its inner and outer layers, forming an
additional intravascular channel (false lumen). The most common
classifications of AD are: DeBakey classification — dissecting aortic
aneurysm is classified into 3 types depending on the origination of
dissection and its duration; and the Stanford anatomical classification
dividing AD into type A and type B. Despite the fact that this disease
was introduced into clinical practice by Laennec back in 1819, the
accumulation of knowledge regarding optimal methods of diagnosis
and treatment of type B dissection was very slow and the
management of this cohort of patients still remains quite
controversial.

The objective of our study was to analyze the features of clinical,
laboratory and instrumental data of patients with dissection of the
descending thoracic aorta (type B) under different treatment
methods.

Materials and Methods. This retrospective study included adult
patients (=18 years) who were hospitalized to the State Institution
"Heart Institute of the Ministry of Health of Ukraine" between 2018
and 2024 for the descending thoracic aorta dissection. The main
parameters evaluated were anthropometric data, demographic
characteristics, medical history, comorbidities, laboratory data, and
instrumental research results.

Results. The study included 70 patients: 40 of them (group A)
had underwent thoracic endovascular aneurysm repair (TEVAR) with
best medical therapy (BMT) and 30 of them (group B) had been
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assigned best medical therapy (BMT) according to standard
treatment methods. A typical profile of patients with descending
thoracic aortic dissection in both groups was represented by a
middle-aged or elderly man with concomitant arterial hypertension.

In patients of group A as compared to group B, we observed a
significantly higher (by 16.7%) creatinine level (p=0.044); a
significantly lower (by 11.7%) glomerular filtration rate (78.9+21.7
ml/min versus 88.1£22.8 ml/min, p=0.033); pleural effusion was
more frequent by 18.33% (10 (25.0%) versus 2 (6.67%), p=0.044).
The following parameters were also found to be higher: the
frequency of dissection spreading to the abdominal aorta (by 25.0%),
the frequency of intramural hematoma (by 35.0%), the maximum
diameter of the false lumen (by 30.9%, p=0.001). On the contrary:
the maximum diameter of the true lumen was found to be smaller by
6.22% (p=0.031) compared to group B patients.

Conclusions. Our study provides a better understanding of the
clinical profile and prognosis in patients with type B aortic dissection
under different treatment methods.

Keywords: aortic dissection type B, TEVAR, best medical
therapy, aortic aneurism, atherosclerosis, health-related quality of
life, coronary heart disease.
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KJIIHIKO-IHCTPYMEHTAJIBHA XAPAKTEPUCTHKA
HAOIEHTIB 3 PO3INAPYBAHHAM HUM3XIZTHOI'O BLAALITY
T'PYJIHOI AOPTH THUITY B

Beryn. Posmapysanus aoptu (PA) (aucekiis) — 1e 3aXBOPIOBaHHS,
0 TMOB’s3aHE 3 BHUCOKOIO JeranbHicTIO. CTaH, KOMM BHACIIIOK
MOPYILIEHHS CTPYKTYPU BHYTPIIIHBOT OOOJIOHKHM a0PTH KPOB NPOHUKAE B
TOBLIY CTIHKM 3 pO3LIAPYBaHHSIM BHYTPILIIHBOI'O 1 30BHILIHBOTO ii
mapis, (OPMYBaHHSIM JOAATKOBOTO BHYTPINIHBOCYJHMHHOTO KaHATY
(HecmpaBkHBOTO TpocBiTy). Haitbinpm momupeHi kiacudikamii PA: 3a
Heoeiiki  (DeBakey) —  posmapoByoua — aHeBpH3Ma  a0pTH
PO3IOINAETECS Ha 3 THIHM 3aJ€XHO BiJ MOYATKy pPO3IIApyBaHHA Ta
Horo TpuBayocTi i aHaToMiyHa Kiacudikamis Crendopaa (Stanford) 3
posmoxaiiom PA nHa Tun A Tta Tun B. He3Baxarouum Ha Te, IO JaHe
3aXBOPIOBaHHsI BBEJIEHE Yy KIiHIUHY TpakTtuky JlaenHekom me y 1819
pOLl, HAKONMYEHHS 3HaHb 1[0JJ0 ONTUMAIBHUX METOJIB JIarHOCTUKH Ta
nikyBanHs PO, B Tomy uwmcii, aucekuii tumy B, BimOyBamocs myxe
MOBUTFHO 1 BEJEHHS JaHOi KOTOPTH TAIiEHTIB BCE INE 3AIUIIAETHCS
JIOBOJIi KOHTPABEPCIHUM.

MeToo HaIoro JOCIIUKEHHs OyJI0 IpoaHalli3yBaTH OCOOJIMBOCTI
KJIIHIKO-Ta0OpaTOpHUX Ta IHCTPYMEHTAJIBHUX JIaHUX TMAIli€eHTiB 3
po3IIapyBaHHSAM HHU3XiZHOTO Biagury rpynHoi aoptu (tun B) mpwm
PI3HUX MeTo/ax JIIKyBaHHSI.

Marepiann Ta Meronu. B 1mpoBeneHe  peTpPOCHEKTHBHE
JOCTIPKEHHST BKIIIOYeHi mopocii marmieHtu (Big 18 pokiB), sxi Oyim
JepxaBHy  yCTaHOBY
MiHicTepcTBa OXOpOHH 310pOB’si» B mepioa 3 2018 poky mo 2024 pik 3

rOCIiTaNi30BaHi y «lHCTHTYT  Ccepus

MPUBOLY pO3IMIAPYBaHHA HU3XIAHOTO BiIJiNy TpPyZHOI AaopTH.
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OCHOBHMMH  TIapaMeTpaMHM,  SIKi  OLIHIOBAIMCS,  BHUCTYIAJIH
aHTPOTIOMETPUYHI  JaHi, JgemorpadidyHi XapaKTepHCTHKH, JaHi
aHaMHe3y, KOMOpOIigHICTh, naHi JabOopaTOPHHX MOKA3HUKIB Ta
pe3yNbTaTH IHCTPYMEHTAIBHUX JAOCITIIKCHB.

Pe3yabTaT. Y mocmimkernas BrodeHo 70 mamieHTiB, 40 3 gKmx
(rpyma A) MeTo#OM  ITIKYBaHHA BHOpaHO Ta  IPOBEIEHO
eHjoBackysipHe mnporesyBanHs aoptu (TEVAR) 3 ontumanbHOIO
MearkaMeHTo3Hoto Tepamieto (OMT), ta 30 3 sxux (rpymna b) meronom
JiKyBaHHS BUOpaHa Ta MpOBeJEHa ONTHMalbHAa MEJUKaMEHTO3HA
tepamis (OMT) 3rigHo cTaHmaptiB JikyBaHHsA. TunoBuM mnpodizem
Mali€HTIB 3 pPO3MIapyBaHHSM HHU3XiJHOTO BiAIUTy TpyAHOI aopTH B
000X Trpynax BHCTYTaJH YOJOBIKA CEPEIHBOTO Ta JITHBOTO BIKY 3
CYIyTHBOIO apTepPiabHOIO TiMEPTEH3IEI0.

B mamienTiB rpynu A, y HOpiBHSAHHI 3 Tpymnoio B, BusBneHuil Ha
16,7% nmocroBipHO BHIIiK piBeHb KpeatuHiHy (p=0,044), mocToBipHO
Hikga (Ha 11,7%) mBuakicte kiryboukoBoi dimprpanii (78,9+21,7
mi/xB mpotu 88,1+£22,8 mi/xB, p=0,033), HasABHICTH IUICBPAIHLHOTO
Bunoty uactime Ha 18,33% (10 (25,0%) npotu 2 (6,67%), p=0,044;
TaKOX BUSBWINCH BUILUMH: YACTOTa PO3IIOBCIOKEHHS PO3LIapyBaHHs
Ha uepeBHy aopty Ha 25,0%, Ha 35,0%
Ha 30,9%
xubHOTO TpocBity (p=0,001), HaBmaku: Ha 6,22% BHUABIECHUIH HIDKIUM
MaKCHUMaJbHUHA [iaMeTp cIpaBXkHbporo mpoctopy (p=0,031) B
MOPIBHAHHI 3 Malli€eHTaMu rpymnu b.

BucHosku. Hame nocmimkeHHs 3a0e3nedye Kpaimie po3yMiHHS

KIIHIYHOTO TPO(]iN0 Ta MPOTHO3Y y MAIIEHTIB i3 pO3MIApyBaHHIM

4acTOTa HAsBHOCTI

IHTpaMypaJibHOi TeMaTOMH, MaKCHUMaJbHUH JiaMeTp

AopTH THUILY B mpu pizHUX MeTo/ax JIiKyBaHHS.

KuruoBi ciaoBa: posmapyBanHs aoptu Tuny B, TEVAR,

onTUMalbHa ~ MEAMKAMEHTO3Ha  Tepamis, aHeBpU3Ma  aopTH,

aTepOCKJIepO3, IOB'sS3aHa 31 3H0POB'SM SKICTh JKUTTS, IlMIEMi4HA
XBOpoOa cepris.

Aemop, sionogioanvhuii 3a nucmyeannsn: Auna Llxanoana, AY «Incmumym cepys MO3 Vrpainuy Kuis, Ykpaina,
Hayionanvnui ynieepcumem oxoponu 300po8’sa Yrpainu imeni Lllynuxa, Kuis, Yxpaina

e-mail: annashkandala@gmail.com

INTRODUCTION /BCTYII

. Type Il — the dissection originates at the

Aortic dissection is a catastrophic cardiovascular
disease associated with high mortality [1, 2, 3]. This
condition occurs due to a disruption in the structure of
the aorta inner lining; blood penetrates into the
thickness of the wall and dissects its inner and outer
layers, forming an additional intravascular channel
(false lumen) [4, 5]. According to the most common
DeBakey classification, dissecting aortic aneurysm is
classified into 3 types depending on the origination of
dissection and its duration.

e  Type | — the dissection originates in the
ascending part and extends to the thoracic and
abdominal parts of the aorta (50%);

e  Type Il — the dissection is limited only to
the ascending part of the aorta (30%);

beginning of the descending aorta and may
involve its abdominal segment (20%).

Since the management for types | and Il are
similar, the Stanford anatomical classification is
currently widespread:

a) type A — proximal

(DeBakey types I and I1),

b) type B — distal or descending (DeBakey type

I1).

Although the disease was first described in the
medical literature more than two centuries ago, the
accumulation of knowledge regarding optimal methods
of diagnosis and treatment of type B dissection was
very slow during the second half of the twentieth
century. Moreover, even with the emergence of new
diagnostic methods and treatment strategies for aortic

or ascending type
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dissection, the management of this cohort of patients
still remains quite controversial [6, 7].

To clarify current practice patterns and outcomes
of aortic dissection, the International Registry of Acute
Aortic Dissection (IRAD) was established in 1996 [8].
Thus, according to the IRAD analysis, the use of
percutaneous interventions, such as aortic fenestration
or stent graft placement, is steadily increasing and is
performed as often as open surgery [9].

It is worth noting that the size of the aortic
dissection significantly affects the patient's prognosis
and treatment. In particular, the study by DeBakey M.E.
et al. found that lesions limited to the descending aorta
(type B) are usually associated with better survival rate
compared to lesions of the ascending aorta [10].

Table 1 — Baseline parameters of the study groups

Available evidence and guidelines for the
management of patients with descending thoracic
aortic dissection recommend endovascular or surgical
intervention over medical therapy for most patients
[11, 12]. At the same time, the choice of treatment
method in patients with ascending aortic dissection
should be based on the individual clinical
characteristics.Thus, as noted by a number of studies,
the clinical presentation of the disease, diagnostic
imaging techniques, treatment strategies, including
factors influencing the use of these strategies, and
hospital outcomes of patients with descending thoracic
aortic dissection in the modern era are still not fully
understood [13-18, 26].

Parameter Group A (n=40) Group B (n=30) p

Age, years 54 (45;65) 59 (50;66) 0.198
Males, n (%) 35 (87.5%) 21 (70.0%) 0.070
BMI, kg/m? 28.3+3.70 27.1+3.47 0.157
Body surface area, m? 1.91+0.13 1.87+0.14 0.277
NYHA class, n (%)

-1 7 (17.5%) 8 (26.7%) 0.428

- I 20 (50.0%) 16 (53.3%)

- I 13 (32.5%) 6 (20.0%)
HF, n (%)

-1 19 (47.5%) 14 (46.7%) 0.945

- [A 15 (37.5%) 13 (43.3%)

- 1B 6 (15.0%) 3 (10.0%)
Smoking, n (%) 17 (42.5%) 11 (36.7%) 0.622
History of cardiac surgery, n (%) 3 (7.50%) 4 (13.3%) 0.421

Comorbidities

AH, n (%) 0.428

- 0 6 (15.0%) 9 (30.0%)

-1 7 (17.5%) 6 (20.0%)

- 2 24 (60.0%) 13 (43.3%)

- 3 3 (7.50%) 2 (6.67%)
Arrhythmias, n (%) 8 (20.0%) 6 (20.0%) 1.000
CHD, n (%) 13 (32.5%) 9 (30.0%) 0.824
History of MI, n (%) 2 (5.00%) 1 (3.33%) 0.194
History of CVA, n (%) 3 (7.50%) 3 (10.0%) 0.712
COPD, n (%) 5 (12.5%) 3 (10.0%) 0.745
DM, n (%) 11 (27.5%) 8 (26.7%) 0.938
Peripheral artery disease, n (%) 15 (37.5%) 17 (56.7%) 0.111
CRF, n (%) 4 (10.0%) 3 (10.0%) 1.000
Obesity, n (%) 8 (20.0%) 8 (26.7%) 0.511
Marfan syndrome, n (%) 4 (10.0%) 1 (3.33%) 0.284

Note. BMI — body mass index; HF — heart failure; AH — arterial hypertension; CHD — ischemic heart disease; MI —
myocardial infarction; CVA — cerebrovascular accident; COPD — chronic obstructive pulmonary disease; DM —
diabetes mellitus; CRF — chronic renal failure
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The objective of our study was to analyze the features
of clinical, laboratory and instrumental data of patients
with dissection of the descending thoracic aorta under
different treatment methods.

MATERIALS AND METHODS

The study was approved by the ethics committee of
the Shupyk National Healthcare University of Ukraine.
This study was designed in accordance with the
recommendations of «STrengthening the Reporting of
OBservational studies in Epidemiology» (STROBE).

Patient characteristics

This retrospective study included adult patients (>18
years) who were hospitalized to the State Institution
"Heart Institute of the Ministry of Health of Ukraine"
between 2018 and 2024 for the descending thoracic aorta
dissection. Exclusion criteria were additional concomitant
cardiac surgical interventions; age younger than 18 years;
decompensated diabetes mellitus.

Data collection

The main parameters assessed were anthropometric
data (body mass index, body surface area), age, heart
failure severity, comorbidity, medical history, laboratory
parameters (biochemical test), and results of invasive and
instrumental studies (coronary angiography,
echocardiography, computed tomography.

Statistical analysis

The study results were presented as arithmetic mean
(M) + standard deviation (SD). In case of non-normal
distribution of results, data were presented as median
(Me) and 1st (Q25) and 3rd (Q75) quartiles — Me (Q25;
Q75). With a normal distribution of data, the Student's t-
test was used to determine the statistical significance of
statistical indicators; otherwise, the non-parametric
Mann-Whitney U-test was used. For analysis of
categorical variables in both groups, Pearson's chi-square
test or Fisher's exact test (where appropriate) was used.
Differences at p <0.05 (95.5%) were considered
significant. To analyze the obtained data, we used SPSS

Statistics v.27 statistical data processing program.

RESULTS

Among the 83 case histories selected for the study, 13
were excluded upon detailed analysis. In particular, in 2
cases, the medical history did not reflect all the necessary
parameters for the study; in 7 cases, the treatment for
dissection of the descending thoracic aorta was performed
together with other cardiac surgical interventions, and in
4 patients decompensated diabetes mellitus was present.

Depending on the treatment method for descending
thoracic aortic dissection, all patients were divided into
two groups:

- group A (n=40) — patients who had been initially
assigned thoracic endovascular aneurysm  repair
(TEVAR) with best medical therapy (BMT);

- group B (n=30) — patients who had been initially
assigned BMT.

A detailed analysis of baseline parameters of the
study groups is given in Table 1.

Further detailed analysis of the age structure of
patients with descending thoracic aortic dissection
revealed that there were 17.5% fewer elderly people in
group A compared to group B (p=0.038) (Table 2).

Table 2 — Distribution of patients depending on age
structure

e | s | e [
;g)e‘f“ng(%) 8 (20.0%) 2 (6.67%)
&':gzll'dn'e(%) 23(575%) | 16(53.33%) |0.038
5526232%) 9 (22.5%) 12 (40.0%)

Patients in group A complained of pain behind the
sternum and in the back by 16.67% more often than in
group B (p=0.039) (Table 3).

Table 3 — Complaints upon admission among patients of the study groups, n (%)

Parameter Group A (n=40) Group B (n=30) P
Elevated blood pressure, n (%) 31 (77.5%) 19 (63.3%) 0.309
Shortness of breath on exertion, n (%) 10 (25.0%) 3 (10.0%) 0.110
Shortness of breath at rest, n (%) 2 (5.00%) 0 (0.00%) 0.214
Chest and back pain, n (%) 8 (20.00%) 1 (3.33%) 0.039
Abdominal pain, n (%) 2 (5.00%) 2 (6.67%) 0.766
Lower extremity pain, n (%) 5 (12.5%) 1 (3.33%) 0.175
Palpitations, n (%) 5 (12.5%) 3 (10.0%) 0.745
Cardiac malfunction, n (%) 4 (10.0%) 1 (3.33%) 0.284
Lower extremity swelling, n (%) 12 (30.0%) 6 (20.0%) 0.343
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Further, the study analyzed the medications that
patients took before hospitalization (Table 4).

The majority of patients in both groups received
pharmacological therapy (35 (87.5%) and 19 (63.3%)),
with patients from group A being significantly more (by
24.2%) adherent to therapy compared to group B
(p=0.018) (Table 4).

Table 4 — Pharmacological therapy before admission

Regarding the analysis of laboratory parameters,
patients in group A had a significantly higher creatinine
level (by 16.7%) compared to group B (p=0.044), which
could be due to the higher frequency of the spread of the
descending thoracic aortic dissection to the abdominal
aorta and renal arteries, respectively (Fig. 1).

Parameter Group A (n=40) Group B (n=30) P
Pharmacological therapy, n (%) 35 (87.5%) 19 (63.3%) 0.018
Beta-blockers, n (%) 23 (57.5%) 14 (46.7%) 0.369
Alpha-blockers, n (%) 4 (10.0%) 1 (3.33%) 0.238
Ca?* channel blockers, n (%) 15 (37.5%) 11 (36.7%) 0.943
ACE inhibitors, n (%) 29 (72.5%) 12 (40.0%) 0.006
AT-11 receptor inhibitors, n (%) 11 (27.5%) 7 (23.3%) 0.152
Diuretics, n (%) 17 (42.5%) 11 (36.7%) 0.152
Nitrates, n (%) 2 (5.00%) 1 (3.33%) 0.622
Antiplatelet agents, n (%) 9 (22.5%) 3 (10.0%) 0.169
Statins, n (%) 4 (10.0%) 1 (3.33%) 0.238
Glucose-lowering drugs, n (%) 6 (15.0%) 2 (6.67%) 0.278
Two or more drugs, n (%) 28 (70.0%) 16 (53.3%) 0.153

Note. ACE — angiotensin-converting enzyme; AT-1l — angiotensin |1

B*
° ° °
E § 'v.,... o, .:.
> 8
— (O]
° oy °
gtoe °
T b

100

Creatinine, pmol/L

{ I I I \
S T 300 350 400

Figure 1 — Average creatinine level in the study groups, pmol/l

In addition, patients in group A had a significantly
lower (by 11.7%) glomerular filtration rate compared to
patients in group B (78.9+21.7 ml/min vs. 88.1+22.8
ml/min, p=0.033) (Fig. 2).

Further, a comparative analysis of the results of
invasive and instrumental studies was carried out. In
particular, coronary angiography did not reveal a

significant difference in coronary artery disease
frequency between both groups (p>0.05) (Table 5).

A similar pattern was also observed with regard to
EchoCG. Thus, a detailed analysis of Echo-CG
indicators among patients in the study groups did not
reveal any significant changes between the study groups
(Table 6).
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Figure 2 — Glomerular filtration rate in the study groups, ml/min
Note. GFR — glomerular filtration rate
Table 5 — Coronary angiography results in study groups
Parameter Group A (n=40) Group B (n=30) P
Left main coronary artery, n (%) 1 (2.50%) 0 (0.00%) 0.383
Left circumflex coronary artery, n (%) 6 (15.0%) 5 (16.7%) 0.850
Anterior i icul h of the lef
nterior interventricular branch of the left 6 (15.0%) 4 (13.3%) 0.844
coronary artery, n (%)
Right coronary artery, n (%) 4 (10.0%) 3 (10.0%) 1.000
Table 6 — Quantitative echocardiographic assessment of cardiac cavities
Parameter Group A (n=40) Group B (n=30) P
LVEF, % 56.7+8.90 57.6+£8.50 0.681
LV stroke volume, ml 73.1£15.5 68.4+15.6 0.209
LV end diastolic volume, ml 114.2+31.1 111.4+25.9 0.688
LV end-diastolic volume index, ml/m? 59.9+16.2 59.9+15.3 0.996
LV end-diastolic dimension, cm 4.73+0.98 4.65+0.82 0.702
LV end-systolic volume, ml 38.2+11.6 36.8+10.3 0.605
LV end-systolic volume index, ml/m? 20.146.31 19.745.65 0.807
LA volume, ml 35.1£9.27 35.3£8.84 0.925
LA volume index, ml/m? 18.5£5.14 18.9+4.71 0.732
IVS thickness, cm 0.98+0.19 0.89+0.22 0.285
LVPW thickness, cm 0.83+0.11 0.81+0.08 0.402

Note. LVEF — left ventricular ejection fraction; LV — left ventricle; LA — left atrium; IVS — interventricular septum;

LVPW — left ventricle posterior wall

Further distribution and comparison of patients by
LVEF also did not reveal a significant difference between
the study groups (p=0.508); moreover, in the majority of
patients in both groups, LVEF was preserved and
amounted to more than 40% (38 (95.0%) cases in group
A and 28 (96.67%) cases in group B) (Table 7).

It is also worth noting that according to Echo-CG
data, patients from group A had pleural effusion
significantly more often (by 18.33%) compared to
patients from group B (10 (25.0%) vs. 2 (6.67%),
p=0.044).
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Table 7 — Distribution of patients in the study groups
depending on the left ventricular ejection fraction

LVEF Group A (n=40) | Group B (n=30) P
>50% 32 (80.0%) 27 (90.0%) | 0.508
40-50% 6 (15.0%) 2 (6.67%)

<40% 2 (5.00%) 1 (3.33%)

Note: LVEF — left ventricular ejection fraction

In order to accurately visualize the pathology of the
descending thoracic aorta, computed tomography (CT)
was used in the study. According to the results of the
analysis, the spread of dissection to the abdominal aorta

Table 8 — Contrast-enhanced CT in the study groups

was significantly more frequent in group A (by 25%,
p=0.016) than in group B (Table 8).

At the same time, in patients of group B, the
dissection was limited to the thoracic aorta by 29.2%
more often (p=0.008) compared to group A (Table 8).

Interestingly, patients from group A had intramural
hematoma by 35.0% more often compared to group B
(p=0.001) (Table 8).

Also, in patients of group A, the maximum diameter
of the false lumen was significantly larger by 30.9%
compared to group B (p=0.001) (Table 8). As for the
maximum diameter of the true lumen, patients of group
A had significantly smaller diameter (by 6.22%)
compared to group B (p=0.031) (Table 8).

Parameter Group A (n=40) Group B (n=30) P
Dimensions of the descending thoracic aorta, mm

Proximal, mm 47.5+4.55 46.5+4.30 0.101
Middle, mm 42.4+5.03 41.7+3.98 0.132
Distal, mm 37.844.92 36.94+4.05 0.173
Dissection, n (%)
Aortic arch involved 3 (7.50%) 2 (6.67%) 0.894
Limited to the thoracic aorta 23 (57.5%) 26 (86.7%) 0.008
Abdominal aorta involved 14 (35.0%) 3 (10.0%) 0.016
Iliac arteries involved 3 (7.50%) 1 (3.33%) 0.457
Intramural hematoma 18 (45.0%) 3 (10.0%) 0.001
False lumen
Diameter of the false lumen, cm 4.04+0.79 2.79+0.92 0.001
Atherosclerosis, n (%)
- present 8 (20.0%) 7 (23.3%) 0.736
- absent 32 (80.0%) 23 (76.7%) '
Thrombosis of the false lumen, n (%)
- patent lumen 27 (67.5%) 24 (80.0%) 0.244
- partial thrombosis 13 (32.5%) 6 (20.0%) '
Maximum diameter of the true lumen, cm 3.17+0.76 3.3840.97 0.031

In addition, the study analyzed the degree of
operative risk according to EuroSCORE Il among
patients of the study groups, but did not find any
significant difference between the groups (4.44+1.37%
versus 4.30£1.49%, p=0.684) (Fig. 3).

DISCUSSION

Overall, in both study groups, the typical profiles of
patients with descending thoracic aortic dissection were
middle-aged and elderly men with concomitant arterial
hypertension; the results obtained in the study were
fully consistent with the IRAD data. Thus, according to

this registry, a typical profile of a patient with type B
dissection is an elderly, hypertensive man who
complains of sudden chest and/or back pain. Most
patients with type B dissection are hemodynamically
stable, without developing hypotension or spinal cord
ischemia; even pulse deficit is rare [9].

According to the 2024 European Society of
Cardiology guidelines, the treatment of complicated
descending thoracic aortic dissection is either urgent
TEVAR or surgery as an addition to medical therapy,
while medical therapy itself has been the mainstay of
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treatment for uncomplicated descending thoracic aortic
dissection [7, 13, 27].

At the same time, each of these methods is
characterized by a number of disadvantages. In
particular, early mortality after surgery for acute aortic
dissection is about 10%, even in cardiac surgical centers
with significant experience, and there remains a
significant number of patients who die before reaching
the operating room [19]. As for TEVAR, this treatment
method has been successfully applied for complicated
descending thoracic aortic dissection and is the
standard treatment choice if there are no clear
indications for open surgery (lower limb arterial
disease, severe tortuosity of the iliac arteries, acute
aortic arch angle, and absence of the proximal aorta)
[20]. However, data from the European Clinical
Registry suggested that a 30-day mortality rate after
TEVAR equaled 8%, with an 8% risk of stroke and a
2% risk of spinal cord ischemia in 50 patients with
acute descending thoracic aortic dissection, which
raises questions about the safety of early TEVAR [21].
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Figure 3 — Operative risk assessment using

EuroSCORE Il in the study groups, %

In turn, drug treatment of uncomplicated dissection
of the descending thoracic aorta, according to various
studies, was characterized by 30-day mortality from
the moment of hospitalization ranging from 6 to 10%.
The 1-year, 4-year, and 5-year survival rates were
81.6%, 72.3%, and 60%, respectively [22]. At the
same time, after 5 years, an expansion of the false
lumen up to 50% was observed [23].

AUTHOR CONTRIBUTIONS / BKJIAJL ABTOPIB

It is worth noting that drug treatment aims to
achieve good control of heart rate and blood pressure
using calcium channel blockers, angiotensin receptor
blockers, and statins. These drugs have a positive
effect and help to achieve a reduction in aortic
enlargement and complications. pB-blockers and
angiotensin receptor blockers additionally help to
reduce aortic enlargement in the cohort of patients
with Marfan syndrome [24]. al-adrenergic and
nonspecific B-blockers can be used as alternative
medications. Patients should be closely monitored, and
hypertension control is a priority in these patients [25].

Given this, further studies are needed on risk
stratification by assessing factors associated with
increased mortality for appropriate management of
patients with descending thoracic aortic dissection.

RESEARCH LIMITATIONS

This is a retrospective and single-center study with
a relatively small number of patients, therefore it is
prone to bias.

CONCLUSIONS

Our study provides a better understanding of the
clinical profile of patients with type B aortic dissection
under different treatment methods. In particular,
among patients with descending thoracic aortic
dissection who had undergone endovascular aortic
repair together with the best medical therapy, there
was a significantly lower number of elderly patients;
they had complaints of chest and back pain more often
and used medications more frequently; in addition,
they had a worse renal function, significantly higher
creatinine levels and lower glomerular filtration rate,
more complications in the form of pleural effusion and
a higher frequency of dissection spreading to the
abdominal aorta; CT data revealed a higher frequency
of intramural hematoma, a higher maximum diameter
of the false lumen, and a lower maximum diameter of
the true lumen compared to patients from the other
group.

Given this, further studies are needed on risk
stratification by assessing factors associated with
increased mortality for appropriate management of
patients with descending thoracic aortic dissection.
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