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Type A Dissection with Malperfusion

• STS database 2017-2020

• Malperfusion: 2748 of 9953 (27.7%)

Limb>Renal>Cerebral>Visceral>Coronary

• Mortality 

With malperfusion 26.8%  

Coronary OR 2.28

Mesenteric OR 1.82



Charlton-Ouw KM. Ann Vasc Surg 2016; 36: 112–120

UTHealth Experience (2000-2014)

• 68 limb malperfusion

• Need for limb revascularization was 

associated with mesenteric 

ischemia (OR 2.3)

• 14 (20%) required revascularization 

after central repair

Need for Limb Revascularization in Type A AD



Does FET Reduce Need for Revascularization?

Preventza. JTCVS 2014; 148: 119–25

Baylor 2005-2012

• Conventional (Group A) vs. 

antegrade stent grafting (Group B)

• Malperfusion resolution

Group A (13 of 24) 54.3%

Group B (16 of 19)  84.2% 

p=0.037



Does FET Reduce Need for Revascularization?

Emory Aortic Databse (2004-2025)

• 153 iliofemoral/renal malperfusion

• Central aortic repair +/- FET

• Need for revascularization

FET- (N=102) 17.6%

FET+ (N=51) 15.7%

p=0.856

Nissen AP. JTCVS 2026; 171: 366–73



When can central repair alone 
fix the malperfusion?

Strategies for Malperfusion

Central Repair Peripheral Repair



CIIb
In case of clinical and imaging 
evidence of visceral malperfusion, 
revascularization may be considered 
prior to aortic repair



Morphological Classification

Concave Convex

Ikeno Y. J Vasc Surg. 2025 Jan;81:66-74



Acute type A repair
(2008 -2023)

543 pts

263 pts

• Central repair first

• Dissection extending 

beyond zone 7 (SMA)

• Available CT images

Inclusion Criteria:

Patients and Methods



Concave Convex

78 pts
(30%)

185 pts
(70%)



P Value

<0.00115.6 ±6.26.0 ±4.2TL diameter (mm)

<0.00115.3 ±5.822.8 ±4.6FL diameter (mm)

0.00230.0 ±4.628.1 ±3.6Diameter (mm)

<0.00129 %5 %Thrombosed FL

Aortic Diameter
Concave shape showed smaller aortic diameter and 
less thrombosed FL



Incidence of Upper Body Malperfusion

Morphologies did not affect upper body malperfusion

P Value

0.38718 %23 %Cerebral malperfusion

0.1534 %9 %Coronary malperfusion



P Value

<0.0015 %41 %Visceral

<0.00118 %53 %Renal

<0.00116 %51 %Lower extremity

<0.00139 %78 %Any malperfusion

0.0352.5 ±2.13.3 ±2.5Lactic acid

Incidence of Malperfusion

Concave pattern was associated with lower body malperfusion



SMA Malperfusion

Subgroup Analysis - SMA

Concave
32 pts

(32 / 78, 41%)

Convex
10 pts

(10 / 185, 5%)

42 pts
(42 / 263, 16%)



Static obstruction

Static Static + Dynamic

Dynamic obstruction

(n=34) (n=10)

Mode of SMA Malperfusion

72%
n=25/34

28%
n=9/34

30%
n=3/10

70%
n=7/10



Concave Convex

p = 0.059

Operative Mortality in SMA Malperfusion

higher in the convex group

19%
50%



Bowel Resection in SMA Malperfusion

More frequent in the convex group

Concave Convex

p < 0.001

13%

70%



CASE 



48-year-old M, Acute onset chest pain



• Abdomen: tenderness+, no rebound
• Pulses: Absent left femoral, absent bilateral DP/PTs
• RLE motor+, sensory -; LLE motor decreased, sensory -
• WBC 10, Lactic acid 9
• TEE: Severe AI
• Bedside Ultrasound

• Left CFA: no flow, compressible
• Right CFA: + flow 
• Right SFA: no flow, noncompressible



Procedures

• Hemiarch + partial root replacement
• Open thrombectomy BLE
• Right to left femoro-femoral bypass
• Angiogram

RLE three vessel runoff, LLE AT+peroneal runoff
• Left lower extremity 4 compartment fasciotomies

Gastrocnemius muscle marginal viability
• Ex-lap, ABTHERA VAC closure

bowels all viable
• Intraoperative CRRT



Postop Course

• POD#1 Second look + abdominal closure
• LLE fasciotomies closed after debridement
• POD#20 weaned off RRT 
• POD#35 discharged to SNF

• POD#50 bilateral TMA



Summary



Conclusions

The morphology evaluation of the true 
lumen at the diaphragm level may be 
beneficial for planning approach for acute 
type A dissection with visceral malperfusion.
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