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=Abstract=
Redo Operations for Recurrent Dissection After Operation for Type

A Aortic Dissection

Yoo Sun Hong, M.D.*, Jung Han Kang, M.D.*, Chee Soon Yoon, M.D.**, Hyun-Sung Lee, M.D.*,
Hyung Dong Park, M.D.*** Byung-Chul Chang, M.D.*

Background: Stanford type A aortic dissection after graft replacement of ascending aorta
and/or aortic arch required careful follow-up due to progression of the enlarged false lumen
or the rtecurrence of dissection. From June 1984 to June 2000, 124 patients underwent
operations for type A aortic dissection. Among them, 6 patients underwent reoperation due to
recurred aneurysm or dissection. We evaluated that the causes of reoperation, including
Marfan syndrome, the approach and result of reoperation, and strategy to reduce the risk of
recperation, Material and method: The first operation was done on acute stage in 4 cases,
and chronic stage in 2 cases. There were Marfan syndromes in 3 cases. The entry site was
the ascending aorta for all cases except one who underwent Bentall operation(n=3) or
ascending aorta graft replacement(n=2). In one case, Bentall operation and total arch
replacement was performed due to chronic type A dissection with multiple fenestrations.
Mean interval of reoperation was 67.6months(tange 5 months to 14 year 4months) after the
first operation. Reoperations were performed with recurrence of dissection(n=4), threatening
aneurysmal evolution of persisting dissection(n=1), and false aneurysm with infection(n=1).
The redo operation involved the hemiarch in 1 case, distal ascending to total arch and
descending thoracic aorta in 4 cases, and only descending thoracic aorta in 1 case. Resulf:
There were Marfan syndromes in 18 patients. The mean age in type A dissection was 56.7
years and that in the first operation of reoperation cases was 32.2 years. Especially in 3
patients with Marfan syndrome, the mean age was 29 years. All patients who underwent
reoperation survived. Postoperative complications were bleeding and tracheostomy in I,
mediastinitis in 1 and transient delifium in 1 case. Postoperatively, all the patients were
followed-up in regular interval. Five patients were evaluated with computerized tomography,
1- 79months(mean: 31.5months) after the reoperation. The false lumen had regressed in 1
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cases, persisied withoul progression in 4 cases. Conclusion: The clinical results of
reoperation after type A aortic dissection operation were satisfactory. In younger patients
with Marfan syndrome, the risk of reoperation was high. Careful and regular follow-up for
the persistent false lumen is necessary.

(Korean Thorac Cardiovasc Surg 2001;34:604-10)
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Table 1. Type of dissection and operative data for the first operation.
(?f; Sex Onset Marfan Stz‘:;fzrd Graft replacement Cerebral perfusion cori;?itg:t.ion
1 33 F chronic no A Bentall, Arch antegrade -
2 32 F acute yes A Asc retro mediastinitis
3 41 M acure no A Bentall - -
4 25 M acute yes A Bentall - -
5 31 M chronic no A, s/p PDA division Asc - -
6 31 M acute yes A Bentall retro -
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Table 2. Cause of reoperations and operative data for the second operation.
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Agé Duration . Cerebral TBT ACC TCA
Onset Lesions Graft replacement . . . .
(yrs) (months) perfu- sion  (min) (min) (min)
1 33 6 Chronic T.Ao. D, A T.Ao. non 93 78 -
2 32 5 Chronic infected false A. Hemiarch retro 181 46 42
Total arch t
3 46 64 Acute T.Ac. D, R @ aen o retro 378 80 57
mid T.Ao.
Total arch t
4 39 172 Acute  A.Ao. Arch. T.Ao. D otal areh 1o retro 356 82 43
proximal T. Ao.
Total arch
5 38 82 Acute  A.Ao. Arch. T.Ao, D ot arch 1o retro 300 75 69
mid T.Ao.
6 37 77 Acut A.Ao. Arch. T.Ao. Total arch to " 260 - 4
T = A
e Abd.Ao. D, A mid T.Ao. retre

TBT, total bypass time; ACC, aorta cross time; TCA, total circulatory arrest time; mon, months; yr, year; T, thoracic; Ao, aoria;

D, dissection; A, aneurysm; A, ascending; Abd, abdominal.

continue Table 2.

L, Follow-
Incision Complication False lumen Outcome WP
(months)
Left posterolateral
1 et posterciatena - no check Alive 79
thoracotomy
Distal T.Ao.
2 Median st t ediastinitis Ali 44
edian sternotomy mediastiniti Abd. Ao, ve
Left anteroaxillary
3 thoracotomy, lransverse - Abd. Ao. Alive 31
stermnotomy at 4th ICS
Bilateral anteroaxillar bleedin,
4 nieroaxitary £ Abd. Ao. Alive(hepatoma) 17
thoracotomy tracheostomy
5 Median sternotomy delirium closed Alive 17
Left anteroaxillar Distal T.Ao.
[t anter
Y Abd. Ao. .
6 thoracotomy, transverse - Abd. A Alive 1
. Ao.
sternotormy at 4th 1C§
Aneurysm
ICS, intercostal space
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Fig. 1. (A,B) Pre-reoperative computed tomogram(1997-date) shows dilatation and dissection of the arch and descending
thoracic aorta. (C,D) Follow-up computed tomogram(1998- date) after reoperation shows normal size aorfic arch. The tomogram
shows still dissecting lumen at the distal descending thoracic aorta.
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