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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 OR1.82

Goel NJ. Ann Thorac Surg 2025,119:980-9
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Preventza of af Acquired l'l.rdh!hﬂl.r Disease
Acute type I aortic dissection: Traditional versys hybrid repair

e ey i o « Conventional (Group A) vs.
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 Malperfusion resolution
Group A (13 of 24) 54.3%

Group B (16 of 19) 84.2%
p=0.037
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Strategies for Malperfusion

Central Repair Peripheral Repair
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When can central repair alone
fix the malperfusion?



EACTS/STS Guidelines for diagnosing and treating acute and chronic
syndromes of the aortic organ

Authors/Task Force Members: Martin Czerny (® ***' (Co-Chairperson) (Germany), Martin Grabenwoger4+'
(Co-Chairperson) (Austria), Tim Berger*” (Task Force Coordinator), Victor Aboyans® (France),
Alessandro Della Corte (® #" (Italy), Edward P. Chen' (USA), Nimesh D. Desail (USA) , Julia Dumfarth & * (Austria),
John A Elefteriades' (USA), Christian D. Etz™ (Germany), Karen M. Kim" (USA), Maximilian Kreibich®® (Germany),
Mario Lescan @ ° (Germany), Luca Di MarcoP (Italy), Andreas Martens @ %' (Germany), Carlos A. Mestres @ *
(South Africa), Milan Milojevic (® * (Serbia), Christoph A. Nienaber @ “* (UK), Gabriele Piffaretti* (Italy),
Ourania Preventza® (USA), Eduard Quintana (Spain), Bartosz Rylski (@ ** (Germany), Christopher L Schlett™
(Germany), Florian Schoenhoff* (Switzerland), Santi Trimarchi®” (Italy) and Konstantinos Tsagakis & *
(Germany), EACTS/STS Scientific Document Group

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




Morphological Classification

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



Patients and Methods

(2008 - 2023)
Acute type A repalr
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Inclusion Criteria:

« Central repair first

* Dissection extending

beyond zone 7 (SMA)

« Available CT images
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Aortic Diameter

Concave shape showed smaller aortic diameter and
less thrombosed FL

v P Value
TL diameter (mm) 6.0 +42 15.6 +6.2 <0.001
FL diameter (mm) 22.8 +46 15.3 +58 <0.001
Diameter (mm) 28.1 +36 30.0 £406 0.002

Thrombosed FL 5% 29 % <0.001




Incidence of Upper Body Malperfusion

P Value

Cerebral malperfusion 23 % 18 % 0.387

Coronary malperfusion 9% 4 % 0.153

Morphologies did not affect upper body malperfusion



Incidence of Malperfusion

® J ...

Visceral 41 % 5% <0.001
Renal 53 % 18 % <0.001
Lower extremity 51% 16 % <0.00T
Any malperfusion 78 % 39 % <0.001
Lactic acid 3325 25 2] 0.035

Concave pattern was associated with lower body malperfusion



Subgroup Analysis - SMA

SMA Malperfusion
42 pts

(42 /263, 16%)
|

v y
Concave Convex
32,. () 10.
(32 /78, 41%) (10 /185, 5%)



Mode of SMA Malperfusion

Static obstruction

9 -@

Static Static + Dynamic

Dynamic obstruction

-®

O (n=10)




Operative Mortality in SMA Malperfusion

higher in the convex group

o = 0.059

19

Cove Convex




Bowel Resection in SMA Malperfusion

More frequent in the convex group

o < 0.00]

Cove Convex




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 Al

Bedside Ultrasound

« Left CFA: no flow, compressible
 Right CFA: + flow
 Right SFA: no flow, hnoncompressible



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

Visceral
Malperfusion Morphology
Evaluation
( Bowel resection ) , w
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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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