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Acute Aortic Injury after Nuss Bar Removal

—A case report—

Yang Haeng Lee, M.D.*, Jae Min Park, M.D.*, Il Yong Han, M.D.*,
Young Chul Yoon, M.D.*, Youn Ho Hwang, M.D.*, Kwang Hyun Cho, M.D.*

Nuss operation as a method for correction of pectus excavatum is safe and satisfactory, but its complication presents
pneumothorax, displaced bar, wound infection, pericarditis, pleural effusion, hemothorax, cardiac injury etc. We report
a rare case of acute ascending aortic rupture after displaced and adhered Nuss bar removal. The patient was a
30-years old man who received Nuss operation 3 years ago. Nuss bar was removed without resistance but mas-
sively bled at both operation wound, so immediately femoro-femoral CPB and median sternotomy was done and re-
paired proximal aortic arch under deep hypothermic total circulatory arrest. The patient was discharged without com-
plication at postoperative 13 day.

(Korean J Thorac Cardiovasc Surg 2006;39:868-871)

Key words : 1. Chest wall
2. Funnel chest
3. Aorta, ascending
4. Aortic rupture

oy o BEE A4 gl 2d F e BE A AR §

¥ ke 24 Wals bard waslol AAE U

274 @A AL FEAE Ay e F4E Ol o} 3zt AMIARLZ 19 Fo bar AA FES A
A3l (Fig. 1) 4R k& 57 YAl 15 inch Nuss bar Y3l ckFig. 4). AA ulH slef] o]AH +EAE Tl 5
AdE #F Yo ngd UIE RSl aBZTEs T 2A4HE B9 ¥ 3A39E F9 23 g8 =%
Alatoich. 5 F WEA glo] Ayt & ¥ 794 A7 AAE AAYS & 1ZFE AAsE 7)o &
bare] ¥ $](displaced bar)7} #Ql=lo] F9 STl HAR 7k Agte] glglent ¥ Fa] glo] Nuss barg # 3ol
bar 9 nABWE k] 2T ATES APEct A BAA AAE stk & dF 5F Aol barg
(Fig. 2). 109 & & WF A Nuss barrk A%l AAG Tl A& TUde] A7) BeAd Fol

1 a
gger Blad 4 DT AUYckFie 3. 1 ¥ 9 A U A% mE EY £48 o delm, 2853 )

*IANez oA FiaEd FRe9

Department of Thoracic and C diovascular Surgery, Pusan Paik Hospital, College of Medicine, Inje University

tE =R AVA WAFHATNY FALEHI N Fov) BEHY

EEA4Y 120064 69 26°’ AAEAY 20069 79 11Y

A7 - ol (614735) FAA PANTF AFE 633165, YA Y BRI F1)3}
(Tel) 051-890-6336, (Fax) 051-890-1297, E-mail: ctslee @ijnc.inje.ac.kr

2 =% AFE g AaAe] AHERE L NgFF A3l o

— 868 —



Fig. 1. Pre-operative chest CT (Maximal depression point is T-8
level and the pectus index is 3.5).

Fig. 2. Follow-up chest X-ray shows uprightly displaced bar.
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Fig. 3. Follow-up chest X-ray after | month shows normally posi-
tioned Nuss bar.

Fig. 4. Follow-up chest X-ray after 2 years shows displaced bar.
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Fig. 5. A schematic figure injured ascending aorta.
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