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The balloon occlusion: the right balloon in the right

basket.

Central Message

Balloon occlusion of the stent into the

descending thoracic aorta during an FET

procedure allows a reduced visceral ischemic

time but adds complexity to the operation and

does not change the outcomes in acute type A

dissections.

See Article page 25.
Acute type A aortic dissection is a detrimental disease despite
surgical therapy. Recently, the possibility to be more radical
and curative using the frozen elephant trunk (FET) procedure
allows replacement of the arch from entry tears, remodeling
the descending and—sometimes the abdominal aorta—in a
1-step procedure.1,2 However, there are 2 main issues related
to this technique: the procedural complexity in an acute
setting and the risk of distal malperfusion after flow rerouting
between the true and false lumen.

In this issue of The Journal of Thoracic and
Cardiovascular Surgery, Liu and coworkers proposed an
attractive adjunct of the FET technique in case of acute
type A aortic dissection.3 In particular, after stent graft
release into the true lumen of the descending thoracic aorta,
an aortic balloon was deployed in the stented portion of the
graft and filled with saline to occlude and avoid
displacement while perfusion of the lower body was
resumed through the femoral artery. The possibility to
occlude the thoracic aorta while performing the distal
anastomosis in a dry surgical field has the advantage to
restoring peripheral flow from the femoral artery, increase
the nasopharyngeal temperature to 28�C, and shorten
circulatory arrest time. In the study, the authors evaluated
the efficacy of this technique matching the balloon
population with a control group (FET under moderate
hypothermic circulatory arrest without aortic balloon
occlusion) and reported a certain protective effect on liver
and kidney with similar other adverse events and mortality
compared with the conventional FET technique. The idea
to perform an intra-aortic balloon occlusion is not new
and was reported as early as 1954 during the Korean War
in patients with hemorrhagic shock. Subsequently, it was
used preoperatively to control hemorrhage from a ruptured
abdominal aortic aneurysm, intraoperatively for abdominal
aortic aneurysm repair, and for postpartum hemorrhage.4
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Following this principle, in vascular surgery, in case of
traumatic injuries with hemorrhagic shock, the use of
resuscitative endovascular balloon occlusion of the aorta
represents a successful technique adopted to temporary
stabilize a patient with noncompressible torso hemor-
rhage.5 It could be considered a fast and effective technique
to face a challenging situation. In all of these cases, the
intra-aortic balloon occlusion was performed in very crit-
ical conditions ‘‘to make a virtue of necessity,’’ according
to a famous idiom found first in Chaucer’s The Knight’s
Tale: ‘‘Then is it wisdom, as it seems to me, to make virtue
of necessity.’’6 In the report of Liu and colleagues,3 this
technique seems to add technical complexity to an already
difficult operation in the acute setting. Some doubts arise
about balloon sealing into the stent, which requires a sort
of oversize of the acute flap with the risk of new entry tears.
Other issues—not considered by the authors—are the
number of distal tears, the possible rupture of the balloon,
and the backflow of the blood coming from the false lumen.
In addition, the management of extracorporeal circulation,
cerebral perfusion, and distal perfusion might require an
experienced perfusionist, not always available during the
night. New technical details can be helpful for the
ry c January 2021
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evolution of this operation but, according to the results of
Liu and colleagues, we are not able to see a clear advantage
of the intra-aortic balloon occlusion during the FET
procedure in terms of clinical outcomes. This study has
other evident limitations like patient and matching
selection, the absence of complete anatomic parameters,
and of a propensity matching analysis.

Unfortunately, the report of Liu and colleagues is not able
to solve the main issues about use of the FET procedure in
acute type A aortic dissection because the balloon occlusion
technique adds complexity to a still demanding procedure
and does not modify the outcomes in terms of visceral
malperfusion. This new adjunct for the FET technique
needs to be validated in more robust studies with more
selective inclusion criteria to gain a full acceptance and
therefore, until now, it appears to be more an ‘‘uncertain
virtuosism’’ than ‘‘a virtue of necessity.’’
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