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Intimal tear

Proposed mechanisms of initiation of aortic dissection. A = adventitia; I = intima; M = media.




Type A (proximal) | Type B (distal)
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Class 1: kAaoo1koOGg St LOUO

Class 2: evoéotolywuatiko atpatwypo ( 28-47%-AD )
Class 3: evtomiouEVOG SLaYwPLOUOG

Class 4: dtatitpalvov EAKOG

Class 5: tpavpa, LaTpoyevniG SLaXwPLOUOG




PREDISPOSING CONDITIONS FOR AORTIC
DISSECTION

Long-standing arterial hypertension

Smoking

Dyslipidemia

Use of cocaine/crack

P L i i

Marfan's syndrome
Ehlers-Danlos syndrome

Hereditary vascular diseases
Biscuspid aortic valve
Coarctation

Vascular inflammation
Giant cell arteritis
Takayasu arteritis
Behcet's disease
Syphilis

Ormond's disease

Deceleration trauma
Car accident
Fall from height

Iatrogenic factors
Catheter/Instrument intervention
Valvular/aortic surgery

Side- or cross-
clamping/aortotomy

Graft anastomosis

Patch aortoplasty

Cannulation site

Aortic wall fragility

Other
Pregnancy
Turner's syndrome




OQPAKIKO AAT'OX (96%)
0%V, awpvidlo, HEYLOTN EVTAOT) GTNV 0P
Metavaotevtiko (17%)
Evtomion: mpooBio toiywpa (aviovoca aoptn),
pnecomAatio Ywpa (katiovoa aoptn), TPOCWTIO,
KOLALQ, AKPOQL.

YYTKOITH (13%)
YYM®OPHTIKH K.A. (7%)
AEE (6%)




KAINIKA EYPHMATA

YIIEPTAZH (70%)
YIIOTAZH - WEYAOYTIOTAZH
AIATAPAXEX TOY S®YTMOY

(30% TwV £yyv¢ -15% 6TOVG ATI® SLAYWPLONOVG)

OYXHMA ANEITAPKEIAY AOPTHZ (30%)
NEYPOAOT'IKA EYPHMATA (6-19%)
OEM (1-2%) - cuvi|0wg 8e€lé ote.
[TAEYPITIKH XYAAOT'H




KAINIKA EYPHMATA

210 5-8% Tmepimov Twv aoBeVWV P ETTEKTAOT) UTTAPXOVTOG
SLOYWPLOTIKOV VEVPUCUATOG OTT KOIALAKT 0lOpTH UTTOPEL v
LELWOEL TN POT] ALUATOC OTOVG VEQPOUG KL VA TIPOKAAEDEL
VEPPLKT] OVETIAPKELN

Braunwald E 2008

Fann AM Ann. Surg. 1990;212:705
Gambria RP Ann. Surg. 1988;208:619




KAINIKA EYPHMATA

Movo 010 1-2% TwV MEPIMTTWOEWV, ELPAVIETAL
OEM cav cuveEmela SLaYwPLOTIKOV AVEVPUOUATOG
To OEM cuvnBwg opeiletal o€ TaAivdépoun
ETMEKTAOT TOU SLOYWPLOTIKOV LOTIOV 1] OLUATWUATOG
OTO OTOULO EKQPLONG TNG SEELAC OTEPAVLALAG
aptnpiag

Spittel PC et al Mayo Clin Proc 1993;68:642
Glower DD Ann.Surg.1991;214:31




AKTIVOYpOa®ia Owpakog

B

» Algupuvon TnG aopTIKAG OIAOUETAS (81-90%)
> AlgUpuvon TOU aVWTEPW NECOBWPOKIOU
» 2nueio aoBeoTiou




AIAI'NQXH

EYAIZOHZIA

EIAIKOTHTA

AIAG. YTTEPHX.

(%)
59-85

(%)
63-96

AlIOIZ. YINEPHX.

98-99

94-97

96-99

100

MRI

98

98

AOPTOIPADIA

88

94




ALY ®WPLOPOC X0 PTG

OL SLaBEoLeG aTEKOVIOTIKEG pEBoSoL yia TV dtdyvwon

TOVU QOPTIKOV SLAXWPLGLLOV.

Table 12  Diagnostic imaging in acute aortic dissection

Recommendation ClassI Ta IIb III Level of evidence

Transthoracic echocardiography followed by transoesophageal echocardiography
Computed tomography

o if detection of tears is crucial

Contrast angiography

¢ to define anatomy in visceral malperfusion and to guide percutancous interventions
¢ in stable patients

e routine preoperative coronary angiography

¢ in haemodynarnically unstable patients

Magnetic resonance imaging

¢ in haemodynamically unstable patients

Intravascular ultrasound

¢ {o guide percutaneous interventions

OO0




AlOXWPIOPOG Q0PTNG

(tutrou A katd Stanford ) ToTrou | katd De Bakey)
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AIQXWPICHOG Q0PTAG
(Tutrou B katd Stanford ry tutrou [l katé De Bakey)
Kataypoapn pong evrog Tou Peudois auAol HE TO EYYXPwUD
KOl TO TtaApkd Doppler

T










S T
B-TFE/A
5110

Intimal Flap

False Lumen

RBL & lef

10 cin Trse Lumen

False Loy




ALY ®WPLOTIKO QVEVPUOUX QO PTG

ZUXVOTNTA XPNOLUOTIOM OGS TWV ATEIKOVIOTIKWY TEXVIKWY GOV 0PYLKN)
ETLAOYT Yot TNV SLAYVWOT).

(International Registry of Acute Aortic Dissection 1996 - 628 ac0B¢evelg,
13 d1ebvn kevtpa )

B overail
1st

No. of Patients

" TEE/TTE Aortography M




ALY ®WPLOPOC X0 PTG

ZUYKPLOT TNG SLyVWOTIKNG alog TWV ATEIKOVIOTIKWY HEBOSwV TToV
XPMNOLLOTIOLOVVTAL 0TN SLAYVWOT) TOU SLaxwpPLoptoV TG AopTNS

Table 14 Comparing the diagnostic value of imaging technigues in aortic dissection

TTE/TEE CT MRI Angiography  IVUS

Sensitivity

Specificity

Classification

Tear localization

Aortic regurgttation
Pericardial effusion
Mediastinal haematoma
Side branch involvement
Coronary artery involvement
X-ray exposure

Patient comfort

Follow-up studies
Intra-operative availability




OZY LTEDANIAIO EINEIXOAIO ME
ITPOOAEYTIKH EIIIAEINQXH NE®PIKHX
ANEITAPKEIAX

[Iapovolacn MEPITTTWOEWC

Avépoag 69 etwv 101 XOMN 6TO VOGOKOUELD AOYW
ELPAVLIOTG BWPAKIKOV TTOVOL, SlapKelag SV0
WPWV.
[1po 12wpou aiocBdaveOnke Eviovo AAyog aTnv
00U KOl TO KATW AKPA, TTOU OUVOOEUBONKE YE
AlhwOIa KAl apyoTeEPA UTTOXWPENOE.
ATouLkO LoTOPLKO

* 'Hmia aptnplak:n vmeptaon

* YTIEPYOANOTEPLVALUL

* M1 KamvIoTNG

* Lakxapwong safnmg (-)







OZY EM®PATMA MYOKAPAIOY ME
IIPOOAEYTIKH EINAEINQEH NEG®PIKHX
ANEITAPKEIAY

To HKT kaTtd Tnv €1I00ywyr TOU OTO VOOOKOMEIO
O aoBevig dev TTOVOUOCE

sweos w "'lg,',wlfwi‘};grj TR Ll

(Al




OZY EMO®PAI'MA MYOKAPAIOY ME
ITPOOAEYTIKH EIIIAEINQXH NE®PIKHX
ANEITAPKEIAX




OZY LTEDANIAIO EINEIXOAIO ME
ITPOOAEYTIKH EIIIAEINQXH NE®PIKHX
ANEITAPKEIAX

E

Revealed a 60% stenosis in the
middle portion of LAD
and 50% stenosis of Cx




OZY LTEDANIAIO EINEIXOAIO ME
ITPOOAEYTIKH EIIIAEINQXH NE®PIKHX
ANEITAPKEIAX

Intimal flap i;1 the descending aorta
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Alaxeipion acBevwy pPe AopTIKO OIOXWPICHO




AMEXH XYNTHPHTIKH
ANTIMETQITIXZH

TOMOOETHEH TPAMMAON
MEIQZH AIl: (100-120 mmHg)

NITPOTIPWOOLKO VATPLO
AMEA
AvaoTtoAeig Ca

MEIQZXH dP/dt: eopoAoAn
EIMNIITOMATIEMOZX: TEPLKAPSLOKEVTNOT)




ANTIMETQIIZHTON OZEQN AOPTIKQN XYNAPOMON

ApYLKY) @APUAKEVTIKN AVTIUETWTILOT Kol oTaBepoToinon
Elocaywyn oe MEO 1 MA® e 0kOTO TOV EAEYXO TNG APTNPLAKNG TI{EOTG,TNG KAPSLAKNG
OLUYVOTNTAG KL TNG wpLlalag dlovpnong.
XTOXOI XYNTHPHTIKHX OEPAIIEIAX
Melwon g aptnplakng mieong (2.A.I1 o0tox0G:<120mmHg)
¢AITEIOAIAXTAATIKA ®APMAKA
Nitpompwooiko vatplo (Toté oav povobepameia)
Nitpwon
Melwon ¢ kapdLakn g cuxvotntas (6toxos <60bpm)
¢B-ANAXTOAEIX (peiwon dp/dt Tng aplotepm§ KOALAG)
AafntaroAn (cuvdvacpévn a kal B avacToAn)
EopoAdAn (Likpog xpovog nuiostag (wng-8min)
EvaAdaktika Aoyw pn KaAng avoxns Twv -avaotoAEwv
¢ANTATQONIXTEX AXBEXTIOY (StAtialéun, Bepamoapiin)
Avaiynoia

¢OIIIOEIAH (pop@ivn)




2YNTHPHTIKH OEPAIIEIA

* AVEMITAEKTOC ATT® OO OPIGUOC

e 2100EPOC LELOVOUEVOS OLUYMPICUOC OLOPTIKOV
TOEOV

o Y1a0epOC YPOVIOC (>2 efOOUGOEC)




XEIPOYPI'IKH OEPAIIEIA

* OV eyyvc ooy ®PLoNOS

* O&0g Grm owuy@mpPLonog, OTav:

Yopyel emeKTOoN UE EKTTWON (WTIKMY 0PYAVOY
Prcy 1 emixetuevy pen

LlloAlvopoun emektoon Tpog Ty aviovoo. GopTH
Aroyyawpiouog o€ ovovopouo Marfan




ANTIMETQIIIZH TOQN OEEQN AOPTIKQN XYNAPOMAON

Xelpovpyikn Oepaneia os Tvmov A (I 11) offa aopTika cVvépopa
O pvOuoc BymtoTNTOg CWEdveton katd 1 pe 2% yio kdBe owpa LETd TNV ELEAVION TOV.
EITIIIAOKEX

¢ IlepkoporloKog EMTOUATIONOG

¢ OC&sio woyopnio TOL HLOKAPOLOV

¢ loyopio COTIKOV 0pyavov

¢ YreCokoTiki cviioy)

¢ Occio avemapkero aopTikng Baipioog

XEIPOYPTIIKEX TEXNIKEX

¢ Extoun tov onueiov pfiéne tov £o0m yrr@ve (intimal tear) kol avokotaokev) TG
0OPTNS HE TOTOOETNON GLVOETIKOU HOGYEVNATOS UE 1] YMPIS ETAVELPVTEVGT GE
OVTO TOV GTEQAVLIEIOV OPTNPLOV.
¢ Emowop0mon 1 avrikatactoct) 1S aopTIKNS PariPioag av £xel tpooPfinOel amo to
oL MPLoNO.
¢ AoprooTte@avioio TopaKopWy.




Xelpovpyikn Bepaneia o Tomov B
0EEQ AOPTIKA CVVEpON

H yepovpyikn Oepamneia meplopileton otnv IpOANYN KOt OVILUETMOTION
TOV ENKIVOLVOV Yo TN (o1 ETUTAOK®OV
XEIPOYPI'IKEX ENAEIZEIX

¢+ P1idn g aopTig

¢ loyouio TOV AKPOV KOl TGOV 0PYAVOV

¢ Emtipovog 1] vrotpomialov pn aveKTog movog
¢ Enéktaon tov o1oympiopnov

¢ AldTO01 TOV AVEVPVGUOTOS

¢ Mn gheyyopevn vaépTact)
XEIPOYPI'IKEX TEXNIKEX

¢ AVTIKOTAOTOO TNGS KATIOVG60S 0OPTNS

¢ Mepiukn) 1] OMKY] GVTIKOTAGTOGT] TOV GOPTIKOV TOS0V
¢ Ouproomoinon

¢ TomoO<tnon evoompoBeong




AVTIPETWOTILOT] TIEPLOTATLKOV

Table 15 Surgical therapy of acute type A (type I and II) aortic dissection

Recommendation ClassI Ta IIb I Level of evidence

Emergency surgery to avoid tamponade/aortic rupture

Valve-preserving surgery — tubular graft if normal sized aortic root and no
pathological changes of valve cusps

Replacement of aorta and aortic valve (composite graft) if ectatic proximal
aorta and/or pathological changes of valve/aortic wall

Valve-sparing operations with aortic root remodelling for abnormal valves

Valve preservation and aortic root remodelling in Marfan patients

Table 16 Surgical therapy of acute type B (type III) aortic dissection

Recommendation ClassI Tla Tb III Level of evidence

Medical therapy

Surgical aortic replacement if signs of persistent or recurrent pain, early
expansion, peripheral ischaemic complications, rupture

Surgical or endovascular fenestration and stenting if persisting mesenteric,
renal or limb ischaemia or neurologic deficits




AloXWPICHOC 0OPTAC

Ovnowotnta European Cooperative Study ( pvOpog emiBiwong)

Type I

Type II

Type III

1 year

52%

69%

70%

2 years

48%

50%

60%

IRAD study (Bvnowotnta oc 464 aocBeveig )

Type A

Type B

Medical therapy

53%

9%

Surgical therapy

27%

29%




AIAAEPMIKH EIIEMBATIKH
OEPAIIEIA

Y€ AW SLAYWPLOUOVC VIO TTPOUTIO0ETELG




EncsunPorikn Ogpomelo ne 1e evouyvyELOKN
tomobéTnon stent-graft

Endovascular Stent-graft in type B-Dissection




INSTEAD TRIAL

(INvestigation of STEnt Grafts in Aortic Dissection

ATTETUXE va BeATILWOEI TN OIETH €TTIRIWON
KOl TN OUXVOTNTA TWV AVETTIOUUNTWY
EVEPYEIWV, TTAPA TN AVAdSIANOPPWON TNG

a0pTNC (aTToKaTAoTOON dANBoUC AUAOU-
OpoupBwaon Yeudouc aulou)
Nienaber Chr Circulation 2009;120:2519-2528)
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AIAXQPIZMOZ
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EvOoTOlXWUATIKO QA TWUX

IRAD (International Registry of Aortic Dissection)
» ZuxvoeTnTta 5.7%
» EEEAIEN o€ dlaxwpioud 16%
Evangelista A Circulation 2005




AlaTITPAlVOV AONPOCKANPWTLKO EAKOC

3012004 11:56:10




OEPAITEIA ENAOTOIXOMATIKOY AIMATOMATOX

m ['evikd vtdpyel opopmvia T 10 0EH EVOOTOTY®UATIKO OUUATOLO TTOV OPOPd, TV
avio0Ga optn (TOVTTOV A) TPEMEL VAL AVTILETOTICETOL YEPOVPYIKA, EVD TO
EVOOTOLYOUATIKO OUATMOLLO TOL OPOPA TV KATIOVGA 00pTY| (TOov B) pe embetikm
QOPUOKEVTIKT] QLY.

Eneupotikn Oepomeio pe pue evooyyerloki) tomnod<tnon stent-graft

Xpnoipomotovvror yio v Bepameion Tov 0EE0C 0OPTIKOD S ®PIGLOV TOTOV B, TOL
EVOOTOLY®UATIKOD QUUATOUOTOS KO TOV LOTITPAIVOVTOC EAKOVS TG QLOPTNC.

TEXNIKEZ

¢ ToroBétnon evdompoBeong (stent) VTEVOEOLUEVO e GLVOETIKO pOoyELUA (Stent-

graft)

¢ Ouploonoinon

ENAEIZEEIX

¢ anoPpacn KAAOWV TG 0lOPTNG

¢ EMEKTOGT TOL OO WPIGLOD UE UN OVEKTO TOVO

¢ emameAoVUEVT] PIEN OTO TNV EUPAVIOT TTEPIOOPTIKOD OULLLATMOOTOC

¢ TayEla EMEKTACT TOL YELOT] ALAOV




LOXWPLOLOC XOPTNG

Enmepla tov Tunpatoc
Y€ o 4etia

11 Staywplopol

TOmogc A 7

TOomog B 4

Entittwon: 2.75 mepimtwoelc/100.000/£to¢




ALY PLOTIKO QVEVPVOUA XOPTIG

Eivain dtdyvwon tov aoptikoU Staxwplopuov eVKOoAN yLo
TOV KALVIKO YlaTpO?
H amavtnon stvat oyt
Eumelpia amo tnv Mayo clinic
62% (99/159 1 apxkn Stdyvwon NTav aopTIKOS SLoaYwPLoUOG )
24% (38/159 Stayvwotnke Tuyala )
3% (3/159 Stayvwotnke HETA ATTO EMAVEKTIUNOT TOV aoBEVOUG )
11% (17/159 amokaAv@ONKAV LETA ATTO VEKPOTOUN )

Spittel PC et al Mayo Clin Proc 1993;68:642










AVTLUETWTILOT TEPLOTATLKOV

Table 15 Surgical therapy of acute type A (type I and II) aortic dissection

Recommendation Class 1 IIa IIb IIT  Level of evidence

Emergency surgery to avoid tamponade/aortic rupture .

Valve-preserving surgery — tubular graft if normal sized aortic root and no [
pathological changes of valve cusps

Replacement of aorta and aortic valve (composite graft) if ectatic proximal L]
aorta and/or pathological changes of valve/aortic wall

Valve-sparing operations with aortic root remodelling for abnormal valves

Valve preservation and aortic root remodelling in Marfan patients

Table 16 Surgical therapy of acute type B (type III) aortic dissection

Recommendation ClassI IIa TIb III  Level of evidence

1.  Medical therapy ]
2. Surgical aortic replacement #f signs of persistent or recurrent pain, early L]
expansion, peripheral ischaemic complications, rupture
. Surgical or endovascular fenestration and stenting if persisting mesenteric,
renal or limb ischaemia or neurologic deficits

0 ac0evi|c peTta@pOnke otnv MEO g 6TOXOVG:

aLLOSVVALKO monitoring

gAeyxo ™G aptnplakng mieong (ZAIl otoxog: 100-120 mmHg) ko
eAafe iv esmolol kot NTL -
avaAynoia (iv morphine) -
EKTILUNON EMMAOKWYV TOV EMLBAAAOLY TNV XELPOVPYIKT) AVTIUETWTILON




Table 1 Size cnteria for resection of asymptomatic thomcic aortic

ANEUrysims

1. Rupture
2. Acute aortic dissection

a. Ascending requires urgent
operation

b. Descending requires a
complication- specific approach

3. Symptomatic states

a. Pain consistent with aortic
origin and unexplained by other
causes

b. Compression of adjacent
organs, especially trachea,
esophagus, or left main stem
bronchus

¢. Significant aoriic insufficiency
in conjunction with ascending
aortic aneurysm

4. Documented enlargement

a. growth = 1 cmfyear or
substantial growth and

aneurysm 15 rapidly
approaching absolute
size criteria

5. Absolute size (cm)
Marfan's
Ascending 5.0 cm
Descending 6.0 cm
MNon-Marfan’s
Ascending 5.5 cm
Descending 6.5 cm




» Ovntotnta 5-15%

» AimAaciadeTol o€
eMElyOVTA XELPOVPYELX

» [lapamAnyia 5-10%

»ONA 17-25%

Greenberg R K Circulation 2008;117:2288-2296




OvntotnTa 6%
HapanAnyla 3%
[IpovmoO£celc (2cm
vyu) opla, StapueTpo

Aayoviwv 9mm)

Conrad MF Circulation. 2008;117:841-852




Echocardiography in the Diagnosis of Aortic Dissection

100 4 7
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[ angiograp hy

Imaging
Technique

Studies
Included

Specificity

Likelihood
Ratio

Diagnostic

TEE

¢

Positive
14,1 (6,0-
33,2)8

Negative
0,04 (0,02-
0,08)

Helical
(@)

100 (96-
100)

13,9 (4,2-

98 (87-99) 16,0)

0,02 (0,01-
0,11)

98 (95-99)

98 (95-
100)

25,3 (11,1-
57,1)

0,05 (0,03-
0,10)
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Tvpe B (Distal)

Stanford classification of aortic dissection.
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Several steps in the surgical repair of proximal
(A, B, and C) and distal (D, E, and F) aortic
dissections. A and D, Dissections and intimal
tears. B, The aorta has been transected, and
the ends of the aorta have been oversewn to
obliterate the false lumen and buttressed with
Teflon felt to prevent the sutures from tearing
Rissing through the fragile tissue. C, The aortic ends
mattress are brought together in such a way that the
SULLFES b= " Interruplad . . . .
. Teflon is again used to reinforce the suture line
sutures between the two ends of the aorta and between
the aorta and a sleeve graft, if such a graft is
necessary for reconstitution of the aorta. E,
Resection of a distal dissection, with a Teflon
graft interposed in F.

Y\ Cutends
O%BrEEwWn
andior
reinforced










Transesophageal echocardiography.

FFalse Lumen
Intimal Flap

-+ True Lumen

True Lumen

False Lumen

Flow from true to false lumen at
the site of intimal tear
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AVETTAPKEIO OOPTAG

Mechanisms of aortic regurgitation in proximal aortic dissection. A, Normal
aortic valve anatomy, with the leaflets suspended (dotted lines) from the
sinotubular junction. B, A type A dissection dilates the ascending aorta, which in
turn widens the sinotubular junction from which the aortic leaflets hang so that
the leaflets are unable to coapt properly in diastole (incomplete closure). Aortic
regurgitation (arrow) results. C, A type A dissection extends into the aortic root
and detaches an aortic leaflet from its commissural attachment to the sinotubular
junction. Diastolic leaflet prolapse results. D, In the setting of an extensive or
circumferential intimal tear, the unsupported intimal flap may prolapse across







Aortogram in the left oblique view
demonstrating proximal aortic dissection and
its associated cardiovascular complications.
The true lumen (T) and false lumen (F) are

separated by the intimal flap (I), which is
faintly visible as a radiolucent line following
the contour of the pigtail catheter. The true
lumen is better opacified than the false lumen,
and two planes of the intimal flap can be
distinguished (arrows). The branch vessels are
opacified, along with marked narrowing of the
right carotid artery (CA), which suggests that
its lumen is compromised by the dissection.




B
Ascending

aorta

Abdominal
aorta







MeAeTn ™G KaTovoag Bwpakikng coptng 40
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[Tapovclaon TEPLOTATIKOU

O acBevng eEnABe amo T MEO peta amo 7 nUEPES.
H mopela ™G voonAeiag Tov Ntav avemImAEKT).
'EAae AT p1) avTIVTIEPTAOLKY) BEpaTel.

1 xpOVO UETA: EXEL AVAKTIOEL TNV TIATPY_ETLTPETOUEVT)
SpaoTNPLOTNTA.

[Ipo punvwv vtoANOnke o€ xelpovpylkn emEPBaon A0yw un
AVATOUOCOUEVTS BOVLWVOKNANG.




The hybrid elephant trunk technique
for repair of extensive aortic

aneurysms. A, The aneurysmal aorta.

B, The ascending component is
repaired using the traditional first-
stage repair leaving the elephant
trunk in the proximal descending

aorta. C, The descending

component is repaired using an
endovascular technique, either at
the time of first-stage repair or in a
delayed fashion.
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Proximal entry artery

Left subclavian arte

Thrombus

Stent-graft

Perfused
false lumen




Re-entry Tear

Distal Tear

Endovascular stent

graft in type B dissection. Cartoon
demonstrating the typical
features of type B dissection
with flow in both the true and
the expanded false lumen
resulting from a major proximal
entry tear (left); planes A to D
were followed up longitudinally
in every patient. A stent graft
was placed to scaffold the
dissected

aorta and to seal the

entry to the false lumen, resulting
in reconstruction of the

true lumen with subsequent
false-lumen thrombosis (right).
Levels were defined as (A) at
the sinotubular junction, (B) at
the center of the arch between
truncus brachiocephalicus and
left common carotid artery, (C)
at the level of the maximum
aortic diameter, and (D) at the







Intimal plague Medial Adventitial false Transmural
ulceration hematoma rupture
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False Lumen

True Lumen

Ascending Aorta

Intimal flap - Dissection

Descending Thoracic Aorta




False Lumen

True Lumen

Ascending Aorta
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Table 15 Surgical therapy of acute type A (type I and II) aortic dissection

Recommendation Class 1 IIT  Level of evidence

Emergency surgery to avoid tamponade/aortic rupture

Valve-preserving surgery — tubular graft if normal sized aortic root and no
pathological changes of valve cusps

Replacement of aorta and aortic valve (composite graft) if ectatic proximal
aorta and/or pathological changes of valve/aortic wall

Valve-sparing operations with aortic root remodelling for abnormal valves

Valve preservation and aortic root remodelling in Marfan patients

Table 16 Surgical therapy of acute type B (type III) aortic dissection

Recommendation ClassI IIa TIb III  Level of evidence

1.  Medical therapy ]
2. Surgical aortic replacement #f signs of persistent or recurrent pain, early L]
expansion, peripheral ischaemic complications, rupture
. Surgical or endovascular fenestration and stenting if persisting mesenteric,
renal or limb ischaemia or neurologic deficits

0 ac0evi|c peTta@pOnke otnv MEO g 6TOXOVGC:

aLLOSVVALKO monitoring

- €EAeyxo ™G aptnplakng ieons (ZAIl otoxog: 100-120 mmHg) ko
eAaf3e iv esmolol kot NTL

avaAynoia (iv morphine)

EKTILUNON EMMAOKWYV TIOV ETMLEAAAOLV TNV XELPOVPYIKT)
OVTLUETWTILOT)
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[lapovoa voGo¢

Avépag acBevnc, 81 etwv, mpooEpyetal oto TEII
QULTIWHUEVOC 08V SLalLPLOTIKO AAYOC 0TO BwpaKa UE
OAVTAVAKAQOT) GTNV 00@V, APpXOUEVO ATIO 3WPOV.

ATOMIKO AVQAUVI|OTLKO
Aptnplakn vmeptaon amo 10eTiag VIO AYWYN.




[Tapovoiaon TEPLOTATIKOV
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[Tapovciaon meEPLOTATIKOU

0 acBevnc petappOnke otnv MEO pe 6toxovc:
- aLpoSLVVA KO monitoring

- €leyxo ™G apTtnpLlakng mieong (ZAIl otoyog: 100-120 mmHg) kat
géAafe iv esmolol kot NTL

- avaAynola (iv morphine)

- EKTIUNON EMMAOKWV TIOV ETMRAAAOVV TNV XELPOVPYLKY] OVTIUETWTILO)




[lapovolacT) TEPLOTATIKOV

O acBevng eEnABe amo T MEO peta amo 7 nUEPES.
H mopela ™G voonAeiag Tov Ntav avemImAEKT).
'EAae AT p1) avTIVTIEPTAOLKY) BEpaTel.

1 xpOVO UETA: EXEL AVAKTIOEL TNV TIATPY_ETLTPETOUEVT)
SpaoTNPLOTNTA.

[Ipo punvwv vtoANOnke o€ xelpovpylkn emEPBaon A0yw un
AVATOUOCOUEVTS BOVLWVOKNANG.




Acute aorlic dissection
(=14 days after onset)

‘

.{,-"_- — "--._l
“Type A

| ;

Urgent surgical Uncomplicated Rupture, limb ischemia, abdominal
repair of ascending malperfusion, persistent pain,
aorta + aoric valve or uncontrollable hypenension

Medical “anti-impulse"  Surgical or endoluminal

therapy intervention
(e.g., fenestration, stent,

aortic graft replacement,
bypass grafting)

1

‘ Chronic descending and |
| thoracoabdominal aortic
dissection

| =14 days after onset)

¥

. Close follow-up and serial CT scan 6 weeks, 3 months, 6 months,

r—"' {or MRA) of thorax and abdomen ~ then once yearly

Mo change
in aortic diameter

. Evaluation for
- surgical graft replacement

| DTAATAAA =5 cm
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