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‘If you do not expect the unexpected you will not find it’.
(Heraclitus)

In their article entitled, ‘Risk stratification of ulcer-like projec-
tion in uncomplicated acute type B aortic intramural haema-
toma’, Chen et al. [1] report their experience about the prediction
power of aortic adverse event (AAE) that some kind of ulcer-like
projection (ULP) morphology might have when developed in un-
complicated acute type B intramural haematoma (B-IMH).

Despite a constant, if not growing interest surrounding B-IMH
and the perception that the presence or development of ULP
might frequently lead to life-threatening AAE, there are still sub-
stantial equipoise in the literature regarding the type of treatment
algorithm [2]. The study of Chen et al. [1] underlines once again
how B-IMH is a highly dynamic process, even if their study does
not consider that also in asymptomatic patients the most danger-
ous period for ULP development and/or AAE after the clinical
onset of B-IHM is within the first 2 weeks (e.g. the authors repeat
an early computed tomography scan only if clinical changes
occur). At any rate, progression towards AAE was observed in up
to 40% of the patients, especially in those presenting or develop-
ing ULP which, therefore, may play a significant role in determin-
ing which type of treatment should be applied in these
circumstances [3]. Furthermore, at least one-third of the observed
B-IHM was lost during follow-up, thus we can presume that this
high rate of adverse progression of ULP might be even higher.
Baseline data meta-analysis showed patients with complicating
features of ULP were more likely to be managed with thoracic
endovascular aortic repair (TEVAR), and when selective TEVAR
was used in B-IMH with ULP progression, it was found to be
associated with lower risk of dissection and lower risk of rupture
during follow-up [4].

Given the unpredictable, rapidly changing behaviour of this
treacherous type of aortic lesion, there are 2 important aspects
that will may help to refine the best management strategy of
B-IMH with ULP [5, 6]. First, identifying morphological variables

unquestionably associated with progression towards AAE. What
this clinical experience of Chen et al. [1] is adding new is that
they were able to identify more specific morphologic criteria of
such ULP that predicted AAE with high accuracy, especially the
depth >_5.0 mm of the ‘crater-like’ protrusion within the IMH
when located in the proximal aortic segments. Secondly, identify-
ing the best time window to repair the aortic lesion; indeed, po-
tentially this will be the most difficult aspect to be optimized.
Avoiding aorta-related mortality (ARM) due to rupture or aortic
disease progression is the mainstay of the each type of treatment
approach, not only in the acute setting but also during the fol-
low-up [7, 8]. In our personal experience, nearly 70% of the
detected ULPs developed/progressed significantly within 30 days
from admission. Given the fact that selective TEVAR has proven
effective with a 92% freedom from ARM at 5 years, a selective
but proactive early approach with TEVAR may be beneficial at
preventing both AAE and ARM [6]. That said, TEVAR for B-IMH is
not coming without costs: a major concern is the potential risk of
endograft-induced new intimal lesion. However, this occurred
rarely was not exclusively determined by the underlying aortic
disease, rather a combination of factors, and most have been
amenable of redo-TEVAR without additional ARM.

In conclusion, the study of Chen et al. [1] is significant because
underlines that clinical and morphological details really may help
operators in surgical decision-making: considering that ULP with-
in B-IMH is a rapidly evolving entity, and high-risk ULP is a mark-
er of AAE despite optimal medical therapy, a more proactive
operative treatment with TEVAR may be warranted in these clin-
ical scenarios.
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