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Tablel ACC/AHA Guideline

Classification of recommendations

Class I Conditions for which there is evidence and/or
general agreement that a given procedure or
treatment is useful and effective.

Class IT Conditions for which there is conflicting evidence
and/or a divergence of opinion about the
usefulness/efficacy of a procedure or treatment.
II a. Weight of evidence/opinion is in favor of
usefulness/efficacy.

II'b. Usefulness/efficacy is less well established
by evidence/opinion.

Class III Conditions for which there is evidence and/or
general agreement that the procedure/treatment is
not useful/effective, and in some cases may be
harmful.

Level of evidence

Level of evidence A
Data derived from multiple randomized clinical
trials

Level of evidence B
Data derived from a single radomized trial, or
non-randomized studies

Level of evidence C
Consensus opinion of experts
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Medical history

Severe chest pain

!

l

Other symptomes

| Aortic dissection s/o

!

BP in extremities
AR murmur

\

Emergency
department

| Physical findings, Blood studies

=

Paradox pulse

Sign of congestive heart failure
WBC, CRP, Hb, D-dimer

| ECG, X-P, Echo

=

/!

ACS finding?

_|

Suspect acute dissection

Cardiac tamponade?
AR?

|_

Intimal flap?

| CT scan (TEE)

!
-

Acute dissection

N

I\

Yes | Suspect | | No |
ICU | Stanford A | | Stanford B | | Follow |
Emergency Op Conservative
treatment

Figurel Diagnosis of aortic dissection.

BP: blood pressure, WBC: white blood cell, CRP: C-reactive protein, Hb: hemoglobin, ACS: acute coronary
syndrome, AR: aortic regurgitation, ECG: electrocardiogram, TEE: transesophageal echocardiography
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Table2 Indication for initial therapy in patients with Stanford

type A aortic dissection

Class I

1. Surgical treatment for type A communicating aortic
dissection (emergency operation) (Level C)

2. Surgical treatment for aortic dissection with dissection-
related complications which could be relieved or be
prevented for progression by operation.

* rupture of false lumen, re-dissection, cardiac tamponade,
cerebrovascular accident, aortic regurgitation, myocardial
infarct, mesenteric ischemia, thromboembolism of

extremities etc. ( Level C)

Class I a

1. Surgical treatment for aortic dissection with
uncontrollable BP or pain by drug (Level C)

Class II b

1. Surgical treatment for type A noncommunicating aortic
dissection (Level C)

2. Medical treatment for type A noncommunicating aortic
dissection (Level C)

(98]

. Medical treatment for DeBakey type III retrograde
dissection with thrombosed false lumen of the ascending
aorta (Level C)

Table3 Indication for initial therapy in patients with Stanford
type B aortic dissection

Class I

1. Medical treatment for type B communicating and
noncommunicating aortic dissection without
complication (Level C)

2. Surgical treatment for aortic dissection with dissection-
related complications which could be relieved or
prevented for progression by operation

* rupture of false lumen, re-dissection, cardiac tamponade,
cerebrovascular accident, aortic regurgitation,
myocardial infarct, mesenteric ischemia,
thromboembolism of extremities etc (Level C)

Class I a

1. Surgical treatment for aortic dissection with
uncontrollable BP or pain by drug (Level C)
2. Medical treatment for aortic dissection with
uncontrollable BP or pain by drug (Level C)
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Initial Management at the time of Admission, Indication,
and Timing of Operative Repair of Acute Aortic Dissection

Teruhisa Kazui

Cardiovascular Center Hokkaido Ohno Hospital, Hokkaido, Japan

Key words: acute type A dissection, acute type B dissection, thrombosed type, surgica indication, emergency operation

It is well recognized that acute type A dissection suddenly develops and becomes fatal if untreated. It is essential
to make the early diagnosis of acute aortic dissection as well as types of dissection, occlusion of false lumen, and
absence or presence of serious complication to determine treatment strategies. Additionally, at the time of admission,
the patient needs to be treated with hypertensive drugs as the initial management. Transcutaneous cathter inntervention

recently becomes one of the options for treating mal perfusion syndrome.
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