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Patient History

• 86-year-old female with a history of severe chronic obstructive
pulmonary disease, vocal cord paralysis, and a calcified mediastinal
mass presented with acute on chronic dyspnea on exertion.



Evaluation
• CT angiography of the chest demonstrated absent left (L) pulmonary artery 

(PA) blood flow and severe right (R) PA stenosis, as well as severe dilation 
of the R PA proximal and distal to the stenosis and a large calcified 
mediastinal mass. 
• Bronchoscopy with biopsies of the calcified mass revealed inflammatory 

changes concerning for fibrosing mediastinitis (FM). 



Treatment 
• Multidisciplinary decision made to pursue PA stenting

as treatment for severe PA flow-limiting stenosis.
• A pigtail catheter in the main PA was used to perform

pulmonary angiography to provide a roadmap for
intervention. Angiogram identified area of stenosis
with significant pre- and post-stenotic dilation.

• Pigtail catheter exchanged over a 0.035in J-tipped wire
and a 6F Multipurpose catheter exchanged across the
lesion in the R PA to assess its hemodynamic
significance.

• Initial Right Heart Catheterization:
• RA: 12 (mmHg)
• RV: 73/16
• PA (proximal to lesion): 75/28 (46)
• PA (distal to lesion): 26/16 (19)

• Pressure ∆ across lesion ~50mmHg

Pre-intervention pulmonary angiogram



Treatment (continued)
• Intravascular ultrasound imaging was performed for 

vessel sizing.

• Over an Amplatz Extra Stiff wire, pre-dilation balloon 
inflation was performed to ensure lesion compliance.
• Pre-dilation to final size was avoided to decrease 

risk of stent migration in the setting of pre- and 
post-stenotic dilation.

• Following serial dilation with a 5.0x60mm Mustang 
balloon and then a 8.0x20mm Evercross balloon, an 
Express LD 10x25mm stent was deployed.

• Post-Intervention Right Heart Catheterization:
• PA (proximal to lesion): 70/19 (39)
• PA (distal to lesion): 46/19 (29) 

• Pressure ∆ across lesion ~24 mmHg

Right PA stent placement



Systemic Hemodynamics Intraprocedurally

Pre-ballooning

While balloon is inflated

Balloon inflation in R PA 
results in dramatic—but 
transient—reduction in 
systemic blood pressure

Interventionalists should 
consider prophylactic or 
"bail-out" hemodynamic 
support strategies in this 
specialized population.



Final Post-Intervention Pulmonary Angiogram 



Hospital Course and Follow-Up

• Initially required nasal cannula oxygen but quickly weaned off after PA 
stenting.

• The patient’s dyspnea and functional status improved significantly, and 
these results were sustained on follow-up over 14 months after stent 
placement.

• Remained on baby aspirin and clopidogrel for 6 months after stent 
placement, then lifelong aspirin monotherapy. 



Hospital Course and Follow-Up (continued)
• Pulmonary angiogram and right heart catheterization 

10 weeks after intervention revealed a continued and 
significant improvement in pulmonary pressures with 
a durable reduction in the lesion gradient. 
• Pre-intervention PA pressure: 75/28 (46)
• Pre-intervention lesion gradient: ~50mmHg

• Post-intervention PA pressure: 52/14 (29)
• Post-intervention lesion gradient: ~20mmHg

• CT angiogram for surveillance at 11 months showed a 
widely patent stent.

Repeat pulmonary angiogram



Question

According to the largest published series of patients who underwent vascular 
stenting for fibrosing mediastinitis, reintervention was required in 28% of 
subjects. Which vessel had the highest rate of reintervention? 

a. Inferior vena cava
b. Superior vena cava
c. Pulmonary artery 
d. Pulmonary vein



Correct Answer, Rationale, and Reference
The correct answer is (b), superior vena cava (SVC). According to Albers et al., 28% of 
patients who underwent vascular stenting experienced symptomatic recurrent obstruction 
necessitating reintervention. Among those who received an SVC stent, 54% required 
reintervention (compared to 5% in PA stents and 25% in pulmonary vein stents). Moreover, 
median time to presentation of symptomatic recurrent stenosis was 24.5 months among 
those who received an SVC stent, compared to an overall median time to recurrence of 115 
months. Patients receiving SVC stents also had a relatively high rate of multiple 
reinterventions, with 46% requiring more than 1 revision; the authors, however, were 
unable to identify any factors associated with the need for more revisions, including final 
stent diameter, percent of goal diameter, or complexity of stent placement (multiple or 
bifurcating stents). The inferior vena cava was not intervened upon in this study 
population.

Albers EL, et al. Percutaneous vascular stent implantation as treatment for central 
vascular obstruction due to fibrosing mediastinitis. Circulation. 2011;123:1391-1399. 



Conclusions and Learning Points
• Fibrosing mediastinitis is a rare, life-threatening infiltrative inflammatory 

condition that can lead to compression of thoracic structures, and is most 
commonly associated with prior histoplasma infection. 
• Medical therapies are of limited utility, and surgical ones have high morbidity and 

mortality. 
• Percutaneous PA stenting in patients with FM may result in sustained 

improvement in pulmonary hypertension, increased vessel caliber, and symptom 
relief; it is also associated with low rates of restenosis and reintervention.
• This is the first report of PA stenting for FM in a patient >80 yrs old with 

completely absent blood flow in the contralateral PA, increasing risk due to 
reduction of the patient’s cardiac output during balloon inflation in the target PA; 
this case thus supports the safety and efficacy of PA stenting for severe PA 
compression caused by FM, even in elderly patients with high PA gradients and 
significant bilateral vascular disease.




