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Table 100 Death-from-any-cause-free ratio in type B aortic dissection shown by Kaplan-Meier method

1yr* 2yrs*  5yrs* 10 yrs* Author Published year
Patent type** 83% 79% Kaji et al 2003°
84% 48% Kozai et al 20014
87% 48% Akutsu et al 20042
Thrombosed type* 100% 97% Kaji et al 2003°
97% 63% Kozai et al 20014
95% 74% 56% Akutsu et al 20042

*:1(2, 5 or 10) year(s) after onset of aortic dissection, **: dissection with patent false lumen,

#: dissection with thromosed false lumen

Table 200 Baseline characteristics on admission in the patent group and thrombosed group

Variables Pa:ﬁni ig;up Thron(1: (isg(zi)g roup p value
Male sex, n (%) 30 (63%) 41 (66%) 0.841
Age, yrs 62 (51, 68) 66 (57, 75) 0.009
Blood pressure prior to therapy

Systolic, mmHg 180 (157, 206) 180 (146, 200) 0.638

Diastolic, mmHg 100 (86, 110) 98 (78, 110) 0.707
Location of most dilated aortic segment at the distal arch

n (%) 21 (44%) 39 (63%) 0.055
Aortic diameter on admission, mm 40 (37, 46) 40 (36, 42) 0.166

045mm, n (%) 13 (31%) 8 (14%) 0.053
Follow-up period (months) 72 (27, 113) 49 (30, 103) 0.509

Numerical data are shown as median values (25" percentile, 75™ percentile).

Patent group includes 4 patients with Marfan syndrome.
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Pastilissection
Atdischarge 2 yrs 5yrs 10 yrs
Patients at risk Thrombosed group 62 52 25 12
(Censored case) (20) (26) (12)
Patent group 48 37 27 10
(Censored case) (5) (6) (15)
Related-death- Thrombosed group 100 96 + 4 86+ 8
free ratio (%) Patent group 87 +5 76+ 7 66+ 9

Dissection-related-death-free ratio (%) is shown as mean = SEM

Figure 100 Dissection-related-death-free ratio of patients in the thrombosed group and that of patients in the
patent group are compared by the Kaplan-Meier method and log-rank test. The number of patients at risk
and the dissection-related-death-free ratio are shown for each follow-up point. The number of censored
cases is indicated in parentheses. The incidence of dissection-related-death is higher in the patent group

than in the thrombosed group (p = 0.0048).
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T oot ditabiog] segmon® away From diseal arch
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Fimi- 1 1sserrian

Atdischarge 2 yrs 5yrs 10 yrs
Patients at risk Away from distal arch 27 17 14 7
(Censored case) 2 (2 (8)
At distal arch 21 9 5 2
(Censored case) (0) 2 0)
Related_-event- Away from distal arch 100 69 +9 60 + 10 60 + 10
freeratio (%) At distal arch 100  43+11  33+10 1348

Dissection-related-event-free ratio (%) is shown as mean = SEM

Figure 200 Dissection-related-event-free ratio in patients with the most dilated aortic segment located at the distal
arch and in patients with the most dilated aortic segment located away from the arch are compared by the Kaplan-
Meier method and log-rank test. The number of patients at risk and the dissection-related-event-free ratio are given
for each follow-up point. The number of censored cases is indicated in parentheses. The incidence of dissection-
related events is higher in patients with the most dilated aortic segment located at the distal arch than in those with
the most dilated aortic segment located away from the distal arch (p = 0.0065).
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Table 30 Indication of surgery for aortic dissection (aneurysm) in the chronic period

Absolute indication:
Rupture

Re-dissection with organ ischemia

Aortic diameter: 60-mm (TAA), 50-mm (AAA), 50 or 55-mm (TAA-Marfan)

Relative indication:

Aortic diameter: 50-60mm (TAA), 40-50mm (AAA), 45-50mm (TAA-Marfan)

Increasing in diameter 5- mm/year
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Strategy in the Chronic Period for Type B Aortic Dissection
with Patent False Lumen

Koichi Akutsut? and Keiji Tanakat

!Intensive and Coronary Care Unit, Nippon Medical School, Tokyo, Japan
2Department of Cardiovascular Medicine, National Cardiovascular Center, Osaka, Japan

Key words: aortic dissection, type B, false lumen patency, strategy, chronic period

We discuss medical treatment for patients with Stanford type B aortic dissection. Its prognosis of type B with patent
false lumen in the chronic period has been worse than we anticipated. Patency of the false lumen is a strong independent
prognostic factor for alethal event associated with aortic dissection. Therefore, we need a careful watch on type B with
patent false lumen in the chronic period, and should waste no time in performing interventional therapy, if and when
necessary. (3 Jpn Coll Angiol, 2006, 46: 61—-66)
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