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Operative treatment of aortic dissectons

- Experience with 27 patients over a 5-year period -

Jhingook Kim, M.D.", Hyuk Ahn, M.D."

Current therapy of aortic dissections remains unstandardized because of the relative rarity of

these catastrophic events and conflicting reported results of various therapeutic strategies.

Hense, we reviewed our current results and planned to purify our method of interpretation of

results and so, to standardize therapeutic managements.

This study comprised unselected, consectutive 27 patients with aortic dissections who were

operated at Seoul National University Hospital from Jan 1983 to March 1988. The results from

analysis of their preoperative, operative and postoperative {inding were as {ollows:

1) 7 patients had acute type A, 14 had chronic type A, 4 had acute type B, and 2 had chronic
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type B.

The causes of dissections were unclear, but 8 patients had Marfan's syndromes, 2 had
previous operative histories on cardiovascular systems and 2 had congenital heart diseases.
Multiple preoperative variables were found to correlate significantly with opertive mortality
and complications. The prevalences of such preoperative major complicationg factors were
significantly more frequent in acute than chronic (P<0.05) and type A than type B (P<0.01).
Operations were performed according to the type of the dissections and whether it was
acute or chronic. Usually dacron tube graft replacements were performed(25/26). Intralu-
minal sutureless graft replacement was performed in 11 patients.

Of the 14 patients with combined aortic regurgetation, concomitant aortic valve resuspen-
sion in 4, seperative aortic valve replacement in 1, and aortic valve replacement with
coronary reimplantation were performed in 9 patients.

2 patients had concomitant arch vessel managements.

Over-all operative mortality rate was 33% and 54% for acute type A, 25% for acute type B,
29% for chronic type A, 0% for chronic type B respectively. The main causes of operative
mortality were cardiovascular complications (mainly CPB-weaning failure) in acute cases

and hemorrhagic complications in chronic cases.
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* Department of Thoracic and Cardiovascular Surgery, College of Medicine, Seoul National University.
L w2 1987 Agalstayd sl Tele] diu zo] o
19881 5% 269 A+

— 497 —



—
x
rh

M2 e wgN Tl E $Telu, A4 A%
WA EahE 49t FEoln AU ALE B A
ol £ Apugol Fob ¥ o WAL ol ot Al
H Dol o}

o 5 ube] Foll wl gk 2] 84 19551 DeBakey 5V
4 2| 57} AF= 2L F o]o] Wheat 547
o] el W 3hx 2] Tukulo] Fabsle] 2 o) el W alA A
To) 9z 257 B o AW, Bl B
Hog A 83 o+ —941|-14 =] q) of F 2] HHAd
A Y ooggEa i€ A, Fubds

whe} o2 A u 20~50% ] 5o FEAEL Hol

T gl s,

o2&t o T uleke 7 w52k 19621 Sorenson
7} Olsen”’o] F-z12k=}e| EAI 5 Bell #al vlol] o3}

2 Wb o] 54

ek s
£908.20000 g e nel A HRE ol

Tl 45 A2
],xl 1:‘1_3:} =] o}

ol g sk
A s =l el ef o 45 v

A F 2ab A Bell gk AdbA el nakd g
cf ofell A =b 52 1983Wd 24-E] 19881 3U7k=] 4
Sl 595k 3l ﬁkovl 2z A 85 b
+ 27 9] 3z Ao efdo et Sl A,
Fehy, s AdE 24 %*4 skt 3% 2] 59|
278 AT A dhglet

19835 246 10881 3UBAkxl & WU FY-9 5
of Jelstel e Bt 278 S f A0 Bl o
48 d4ad 8 FEASE, S50, FET
A 9 Az 25455 £4sideh ) 4T
ol & lel DA Gol E ool ol g woll A

=

> Fl° gl
Iy

2k
2] B-F-+= Stanford group‘”ol 19700d ol =+

/

o) & vlE wjel W 2hutod (intimal tear) $1 2] 2A $)
o Arsi o) E-loll ube] 7} 9l om type A, 7IEFY] R
o F o] el £ type BE ekl 54§54 4l
Abg ubele] Azto 2 B3 o] RHEE 149 o] el 2
gholvk 2| 25} 5l ol & 4l FH el 5, 149 o] F

ol 4bsk 28 EFA3 E 14 B sz s
= d4ol™ type A(¢] % ‘acute A’g} AdH)ql @l s} 7
g, akAdo]lm type A(e]F ‘chronic A’} & ¥H)7} 14
#, dA4ol= type B(‘acute B’)7} 43, muk4o]w
type B(‘chronic B')7} 282 =5 27%9o|gich

%A ZapA 2 128 slsl 45 Miller 5*0)
FA8 %2158 39 ol 2 (preoperative major com-

 2asged e

plicating factors, & 2)& 1

Marfan® ZZ3'21% 7 ,
7 2 7] A A Ayl A3 e S5 i‘ﬁ

et

Fanb o] FMell v 4 A2 A 2l 9 w3te)
Table 1. DeBakey’s Classification of the patients in
relation to the type and acuity of the dissec-
tion
DeBaKey's Classification
I I 14 1l
acute A (N=7) 6 — .- 1
chronic A (N=14) 6 8 - -
subtotal A (N=21) 12 8 — 1
acute B (N=4) — - 4 —
chronic B (N=2) - - 2 —
subtotal B (N=5) - - 6 -
total (N=27) 12 8 [ 1
Table 2. Preoperative major complicating factors in

relation to aortic dissection

. pleural repture

. aortic regurgetation
. pericardial repture
. cardiac tamponade

. loss of peripheral pulse(s)

YWy =

. loss of renal and/or visceral perfusion on aor-
tography

7. cerebrovascular accident

8. shock

9. anuria

10. arterial thromboembolism

11. paraplegia

12. acute myocardial infarction
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Table 3. Selected preoperative characteristics comparing type A with type B dissections
Acute A Acute B chronic A chronic B All A All B
(N=T7) (N=4) (N=14) (N=2) (N=21) (N=6) P
mean age(E£SE) (yr) —

. Age Range (yr) 28—63 28—72 19-60 50—5h4 19—63 28—72 -
Male: Female 4:3 3:1 11:3 0:2 14:6 3:3 —
Marfan’s syndrome(%) 0 0 57 0 38 0 <0.01
Hyertension(%) 71 100 35 100 48 100 <0.05
Congestive Heart failure(%) 85 0 92 0 90 0 <0.01
Aortic regurgetation(%) 28 0 78 0 62 0 <0.01
Pleural or pericardial rupture 28 0 0 0 10 0 <0.01

and/or cardiac tamponade(%)
Loss of peripheral pulses(%) 71 75 0 0 24 50 -
Loss of Renal or visceral 28 50 14 0 19 33 -
perfusion (%)
Shock(%) 14 0 0 0 5 0 -
Anuria(%) 0 0 0 0 0 0 —
Stroke, Altered consciousness 28 25 0 0 10 17 -

or paraplegia(%)
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P
<0.01
<0.01
<0.05
<0.01
<0.01
<0.01
<0.05
<0.01

=6)
50
44
81
69
0

0
13
0

All chronic
11:5

19—-60

(N
o 2 a4

AA

o)

el Soll 2347 oF 3}

=21)

7:4
82
55
18
18
45
36
27

28—72

(N
| o=l 7}

(o]

=2)
50—54-
0:2
100

19—-60
11:3
57
35
92
78
14

(N=14) (N

(N=4)
28—72
3:1

100
75
50
25

=7)
28—63
4:3

71
85
28
28
71
28
14
28

Acute A Acute B chronic A chronic B All acute
(N

Female
and/or cardiac tamponade(%)

perfusion (%)
or paraplegia(%)

Shock(%)

Pleural or pericardial rupture
Anuria(%)

Marfan’s syndrome(%)
Congestive Heart failure(%)

Hyertension(%)
Stroke, Altered consciousness

Loss of peripheral pulses(%)

Aortic regurgetation(%)
Loss of Renal or visceral

mean age(*SE) (yr)

Age Range (yr)

Male:

Table 4. Selected preoperative characteristics comparing acute with chronic dissections.
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Table 5. Operative techniques in relation to the type and acuiy of the dissections
acute A acute B chronic A chronic B
(N=7) (N=4) (N=14) (N=2)
primary closure of intimal tear 1
Graft anastomosis 3 0 11
Sutureless graft 4 4 2 1
Management on aortic valve 3 11
AV resupension 2 2
AVR with supracoronary
graft anastomosis 1
Bentall’s operation 1 8
Management on arch vessel 1 1
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Table 6. Causes of early

postoperative mortality in relation to the type and acuity of the dissection

acute A acute B chr. A chr. B subtotal acute  subtotal chronic Total
(N=7) (N=4) (N=14) (N=2) (N=11) (N=16) (N=27)
Mortaity 4(57%) 1(25%) 4(29%) 0 5(45%) 4(25%) 9(33%)
Cardiac 3 1 1 - 4 1 5
Pulmonary - - - - — - -
Renal - - - - — — -
Bleeding — — 3 - — 3 3
Sepsis 1 - - -~ 1 - 1
Others - — — - - - —
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Table 7. Possible sings of aortic dissection in chest roentgenogram

A. Widening of the aortic arch

. A change in configuration of the aorta on sucessive roentgenogram

. Obliteration of the aortic knob with displacement of trachea to the right

B
C
D. A localized hump on the aortic arch
E

. Aortic wall thickening indicated by widening of the aortic shadow outside intimal calcification
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Table 8. Indications for definite surgical and Medical therapy in aortic dissection’

Surgical
1. Treatment of choice for proximal dissection
2. Treatment for distal dissection complicated by the following:
a. progression with vital organ compromise
. rupture or impending rupture(saccular aneurysm formation)
. aortic regurgetation

b
c
d. inability to control pain or blood pressure medically.
e. retrograde extension into the ascending aorta

i

. Marfan’s syndrome
Medical
. Treatment of choice for uncomplication distal dissection
. Treatment for uncomplicated proximal dissection if the siteof origin cannot be clearly identified

. Treatment for stable, isolated arch dissection

W

. Treatment of choice for chronic dissection, 1. €., uncomplicated dissection presenting 2 weeks or later after

onset.

(* adapted from Reference (12))
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Table 9. Operative mortality in selected series’
acute chronic
Series type A type B type A type B
No % No % No % No %
UCLA (1972) 9 39 2 50 12 67 0 40
Yale (1974) ¢ 45 12 42 — - — -
Alabama (1976) 17 24 11 36 13 15 10 40
THI -Houston (1977) 51 18 - - - - - —
Stanford (1979) 53 34 20 45 29 14 23 22
Present study (1988) 7 57 4 25 14 29 2 0
* Partially adapted from Ref(19)
** Texas Heart Institute
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