m [ggno

gooooboobooogosanfoodADD0DDOOODOO
guouobbgooooooboooa

gboooooooooboboooooboooooboobobooobooooon
gboooooooooboboooooboooooboobobooobooooon

00000 12065690 2003

oo0o0oo0e8od sO00020010 1000000000000 OOO0OOCOO0OO 200
oooooooooOoOoo0oOooooooObooOoOoooooDooOoOsanfordAD0OO
gbobobz200oo0ooboooooboooboooobooocrtoooooboooooboooDo
gboooooooooboboboooooobooobooobooboboobooooobo1nooDo
ooboelOOoOooooo3obOOOoOOOOOOOOOoOoOoOoOoOooonooooonon
gooooooooooooooooooOooOoOoooOobooooOoyooboOOOODOOOO
goobooooobooosebnobooo0bobob4re00DOO0OOOOOOOODOOOO
gbobooobooboobooobobooboogeconooss3aooooooooooog
gboboobooboboooboooooboss3nuoowesoonb12480noonog
gboooooooooboobobooboooboooobooobobobooobooooboDbo
gooooooooooooooooosooooooooobooooyooooOOO
oooboooboooobo44000ooboooooboooooboooon
Oo0oO0O0O0O0O00000000000000ODeBakey NIDOOOOOOO0O0O0O0O0O00O
gboooooooooboobobooboooboooobooobobobooobooooboDbo
goooooooco0oOoooooo0oO0OoooDOoCocoO00OooODODOodOdHHemi-archd
gboobooboobooboooobooooboboboobobooobmooooboo
12010 65690 20030

goddOsenfordADOOOCOCOCOOOOOOOOOOOOOOOOOOOOOOOCTO
O

OSanford ADODDOOODOOOAODODOOOOODOOO
gboboooooooobooboooobobobo
ooboooooooooooooooboboooooo
ooooooACCOOOOOODDDOOOOOOOOO
ooboooooooooooooooboboooooo
gboboooooooobooboooobobobo
gbobobo1eesooobobooboobonDo

000000000 O Te: 0798-45-68520
gees-gso100000OOOODODODO 11
00020020 90 240

00020030 30 50

11

ooooooooOooooOoooooboboooooo
ooooooooOooooOoooooboboooooo
ooboooooooooooooooboboooooo
oooooooooooooobocrtoooooobooono
ooooooboo

goooo

019890 500020010 10000000 20000
oobooooooooooooooooboboooooo
ooooooAOOO30OO0O0oOooobOOooonO 4
000000 300DeBakey l10 3000002000
O0o00o0000O0 sb00O0Di12000 00330820



66

gooe2x70 M 0OO0O00OOOOOO
cTioodooooooooooon
0ooboooooooooooon
000ooOoooooooooooo
000oo0ooooooooooon
0 0 O O Hemashiel@ Boston Scientific
OON. J. 00020 d Inter Vascular
OlInterVascularO ON. J. OO B OO
UBEHOOOOODODOBOOOOOO
oooooisecozeecoooonon
0000o0ooooooooooon
000ooooool1igooooon

60

0

No. at risk

Arch

80+

40,

204

Survival rate (%)
100

gboooo1z2o 20

Descending
1

Ascending

0

Descending 3
Ascending 13

7

fo years after
surgery

2 1
4 2
3 1

Fig. 1 Actuaria survival rate (including hospital mortality)

J2000000000000000
goooles0oo0ooooooon
0o0oooooooooooooon
000 3000000000000000000199
0 0 O O Gelatine Resorcine Formdll GRFIT] CardialO
Saint-EtienneD0 0000 M 00000000000
goocTooonoono 100o0e0ddgd1ono200
0000 1000000000000000000o0
0oodoooooooooooboooooooooo
0000000o0o0o0oooooooooooo o0
dooooooooOoOoO0oO0oooooooood
d000000000000000100000000
goddddiddoisgoooooooo480000O
0000000000000 0000oooooon
00o0o0o0o0o0o0oo0o0mobooo0Dmboooono
D000 O0OD0o0o00oomooomoooo
00000000oooooooooooooooon
0 0 Kaplan-Meier] O O O Generalized Wilcoxon 0 O O
0000000000000 0000oooooon
gooopo00000000O0OOOOO

gooo

obooooocoobOoobo sboooboooooboooo
Loshioooooooooooo1ooooon
g0o0o0o0oooooobo 20000000000 gobIC
ooooo0ooo0oOooooO0oooOoooo yooOOO
O0MFig. 1M O0OO846+10000000O1000003
O04rex2250 00000 300000000000
oooao
ooboooooooooooooboooboboooooo

12

Descending: descending thracic aorta, Ascending: ascending aorta, Arch:
aortic arch, NS: not significant

D
o

g %0 P<0.01

I - | |

E 30 ‘ ‘ ‘

g 20

5 10

jo)

] 0

50—l

-20

N=11 N=6 N=3
Ascending Arch Descending

Fig. 2 Enlargement rate of descending aorta
Ascending: ascending aorta, Arch: aortic arch,
Descending: descending thoracic aorta

0011001000000 300 100000000 6
goboooOoooooooooooooono
gooO00o0DOO000O000@mFrig20D00O000O0O
853+13.10 00000000 01005£19400000
goooobOooooOooOooon0i1248+162000
goboo0os30oooomp=o006OOnOO
goooooooooboobooooooboooooobooon
goooOoooooobooOooooobobooooooo
gooobooo 3s@oooboOo 100000000
gz20@0m000000010000000000O00ODIC
0000000000000 Fe. 3000000
gooogleo0ooOOODODODOOOOO 7 O
44+2220 0000000000000 0OMONP=0.0120
oooooo



20030 40 gOdO000sStanford ADOODODOOOOOOOOD 67

00000000000000000 Reoperation free rate (%)
100
000D00000CTO000000 | Ascending, Descending
000060 00000000000 80
00000000000000001 I
00000CTMFig 4a 0000 o L
0000000000 0000O0 407 Arch
3BMMOO0000000 600000 20- P05
00000000000000000 o
T T T T
034mm000000000000 3 0 3 5 7 10 years after
No. at risk surgery
0O0CTO00O0DO0000D0000 Descending 3 3 ) ) 1
00000000080 000000 Ascending 11 7 4 3 2
Arch 6 3 3 3 1

gdpoos30o0ooooodooaon

Fig.3 Actuarial re-operation free rate
boooooooooooooooo Descending: descending thoracic aorta, Ascending: ascending aorta, Arch:
00o0o000oooooooooono aortic arch
00o0o000oooooooooono
00000000000 1000000CTM Fig.4b0 DOOOOO0OO46mm0O121000000000000
Jdd0oO0dDobOO0o0o0obbOOoOoooOoOoO3smma 0100000000000 0000000132000
godoboo0oooodobooOooobbOooOooo oooo

Fig.4a 63yearswoman

:_:.-_J r__._"
Post op (1M) Post op (6M)

Fig. 4b 53years man

. k
=
1h. ')

Post op (1M) Post op (9M) Post op (15M)

Fig.4a,b  Contrast enhanced CT scan
(a): 63-year-old woman with the primary intimal tear located in ascending aorta.
(b): 53-year-old man with the primary intimal tear located in aortic arch.
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Long-term Results after Ascending Aorta Graft Replacement
for Acute TypeA Aortic Dissection

Hideki Y ao, Takashi Miyamoto, Sukemasa Mukai, Mitsuhiro Y amamura, Hiroe Tanaka,
Takashi Nakagawa, Masaski Ryomoto, Y oshihito Inai, Y oshiteru Y oshioka and Masanori Kgji.
Department of Thoracic and Cardiovascular Surgery, Hyogo College of Medicine

Key words: Acute type A aortic dissection, Ascending aorta graft replacement,
Long-term Results, Contrast enhanced CT scanning

The purpose of this study isto evaluate the fate of the fal se lumen after ascending aortic graft replacement for acute
type A aortic dissection.

Between March 1989 and January 2001, 30 consecutive patients underwent ascending aortic graft replacement
within 2 weeks after onset. Marfan’s syndrome (4 patients), hospital death (3 patients) and DeBakey type Il (3 patients)
were excluded. There were therefore 20 patients in this study (mean age : 62+ 7 years, 8 men and 12 women).
Hypothermic circulatory arrest was used in al patients. Additional selective cerebral perfusion was performed in 2
patients, and retrograde cerebral perfusion was aso performed in 11, respectively. The long-term follow up ratio was
100% and mean follow up period was 57.6 months. For evaluation of the distal false lumen, contrast enhanced CT
scanning was used.

Three of the 30 patientsdied in hospital (hospital mortality rate: 10%). Causes of hospital death were one case each
of low output syndrome, acute suppurative mediastintis and subarachnoid hemorrhage.

Fourteen patients with primary intimal tear located in the ascending aorta or descending aorta, had no enlargement
of the descending thoracic aorta. Six patients with the primary intimal tear in aortic arch had enlargement of the
descending thoracic aorta.

There were two | ate deaths, due to re-operation and gastric cancer. The probability of actuarial survival rate at 7
years depended on the site of the primary intimal tear: for the ascending aorta it was 84.6%, 100% for the descending
aorta, and 47.6% for the aortic arch.

Three patients with the primary intimal tear in the aortic arch had |ate reoperations. One had aortic arch replace-
ment and two had closure of entry and aortoplasty of the descending thoracic aorta. The actuarial reoperation-freeratio
in patients with a primary intimal tear located in the ascending aorta or descending aorta was much better than with
primary intimal tear located in the aortic arch.

In summary, the indications of ascending to aortic arch replacement, excluding Marfan’s syndrome, should only
be for patients with the primary intimal tear located in the aortic arch for acute type A aortic dissection.

0 Jpn. J. Vasc. Surg., 12: 65-69, 20030
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