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Fig.1 Strategy for Mesenteric Ischemia
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Table 10 Patient characteristicsin type A dissection

Onset of Clinical sign

Onset to

Operétive

Case ischemia of ischemia laparotomy (day) findings Procedure Result
Abdomina distension, Dissection of SMA SMA plasty,

! POD 10 melena 2 necrosis of gallbladder cholecystectomy Dead
Labo. data, Intestinal necrosis Jejunectomy,

2 POD 1 muscle defence L cholecystectomy Dead

3 POD 1 Labo. data 5 Intestinal necrosis Sigmoidectomy Dead

4 D1 Abdominal distension, pain Intestinal necrosis Resection of intestine  Alive

5 POD 1 Labo. Data - Medical Alive

6 POD 1 Labo. Data 2 No necrosis Medical Dead

7 POD 3 Labo. Data 0 No necrosis Fenestration Alive

8 POD 1 Labo. Data - Medical Dead

POD: postoperative day, D: day, Labo.: |aboratory

Table 20 Laboratory findings of type A dissection

Table 30 Angiographic findings of type A dissection

Case CPK o LDH GOT e GPTuww. Bemmar Case Cdiac SMA Rt. RA Lt.RA Rt.FA Lt.FA
1 WNL WNL WNL WNL  WNL 1 F  T(dissection) F T
2 2370 5280 650 359 -13 2 T Occ. T F
3 5000 2800 acidosis 4 F Occ. F Occ. Occ.
4 920 203 66 30 -11 6  Occ. T(dissection) T T
5 1594 6287 3053 528 +3.7 7 T Occ. Occ. Occ. Occ. Occ.
6 3247 28669 84ara 3955 *4.2 Rt.: right, Lt.: left, RA: renal artery, FA: femord artery T: true
7 501 5671 3613 2451 +28 lumen F: false lumen Occ.: occlusion
8 12027 2177 287 100 +3.8

WNL: within normal limit
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-

"% Fig.2 Mesenteric ischemia caused by
dissection extended to SMA

¥ Abdominal computed tomo-
Vo graphic scan and angiography
+ ! shows patent true lumen of SMA
contrary to the extension of dis-
section into SMA (arrows) on
_.‘ POD 1. However intestinal necro-
- N sis occurred on POD 4. Abdomi-
522 nal angiography shows occlusion
POD | POy 4 of true lumen of SMA.
Table 40 Patient characteristics in type B dissection
Case O nset (.Jf C”'ﬁica' sign Onset to Qper_ative Procedure Result
ischemia of ischemia |aparotomy (day) findings
9 D1 Abdominal pain 1 No necrosis Fenestration Dead
(Ao rupture)
10 POD 1  Paralyticileus, acidosis 0 No necrosis Fenestration Dead .
' (MNMS necrosis)
11 D1 Abdominal pain 1 No necrosis Laparctomy only Dead
12 D1 Abdominal pain 0 No necrosis Fenestration, Alive
SMA bypass
. . No necrosis Fenestration, Alive
13 D14 Melena, abdominal pain 15 SMA bypass
Intestinal Resection of intestine, Dead (infection)
14 D1 Abdominal pain, MOF 7 necrosis fenestration, survived
SMA bypass acute phase
D: day, POD: postoperative day
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Fig.3 SMA bypass

Left commoniliac artery to SMA by-
pass grafting utilizing autologous
saphenous vein (arrows) was per-
formed in both cases. Aortic fenestra-
tion in case 12 and axillo-femoral by-
passin case 13 preceded SMA bypass.
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Table 500 Angiographic findings of type A dissection

Case Celiac SMA Rt.RA Lt.RA Rt.FA Lt.FA
9 T T - Occ. T F Occ.
10 Occ. Occ. T F
11 Occ. Occ. Occ. F
12 T Occ. T T Occ. Occ.
13 Occ. Occ. Occ. Occ.

Rt.: right, Lt.: left, RA: rena artery, FA: femoral artery T: true lumen F: false

lumen Occ.: occlusion

D14

Fig. 4 Potential case of mesenteric ischemia
A 34-year-old woman admitted for type B aortic dissection without evidence of mesenteric ischemia. Computed tomo-
graphic scan shows extension of dissection to SMA accompanied by thrombosis of false lumen and severe stenosis of
true lumen on day 14. Two months after the onset, follow-up angiography and computed tomographic scan show
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neither thrombus nor stenosis of SMA.
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Management of Mesenteric I schemiain Aortic Dissection

Hidefumi Obo, Nobuhiko Mukouhara, Masato Y oshida, Keitarou Nakagiri, Tomoki Hanada,
Hiroya Minami, Ayako Maruo, Hironori Matsuhisa, Naoto Morimoto and Tsutomu Shida

Department of Cardiovascular Surgery, Hyogo Brain and Heart Center at Himeji
Key words: Aortic dissection, Mesenteric ischemia, Angiography, SMA bypass

Patients and methods: Between 1989 and 2001, 298 patients (159 type A, 139 type B) were admitted to our hospital
for acute aortic dissection. Eight type A cases and 6 type cases B were complicated by mesenteric ischemia. In cases of
type A dissection, the surgical delay approach was adopted for malperfused patients. The patients in whom pulsation
of the superior mesenteric artery (SMA) was palpable at exploratory laparotomy were followed up intensively without
any intervention. Otherwise, surgical fenestration was employed first and SMA bypass followed when fenestration
failed to reperfuse the SMA. The infarcted part of the bowel was resected. Results: In type A dissection, malperfusion
was diagnosed after central procedurein 7 patients. The selected procedure was bowel resection in 3, fenestration in 1,
SMA plasty in 1and laparotomy only in 1. It took 1 to 14 (mean 5) days from onset of dissection to laparotomy and only
3 patients survived. In type B dissection, only one patient underwent central repair and mal perfusion was diagnosed
after the procedure. In the other cases, mal perfusion was diagnosed during conservative therapy. The selected proce-
dure was fenestration in 2, SMA bypassin 3 and laparotomy only in 1. It took 0 to 29 (mean 10.3) days from onset to
laparotomy and only 3 patients who underwent SMA bypass survived. Conclusion: The mortality rate from mesenteric
ischemia caused by aortic dissection is still high. In order to overcome the variable mechanism of ischemia, utilization
of recent techniques in non-invasive medical imaging such as color Doppler echo or 3 dimensional CT are desirable.
According to the results of angiographies, SMA seemsto be akey artery for mesenteric ischemia. SMA bypass may be
agood option when surgical fenestration fails to recanalize the SMA.

O Jpn. J. Vasc. Surg., 12: 521-527, 20030
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