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Figurel Coronary malperfusion (transesophageal echocardiography).
A: Ostial dissection is limited to the area of the coronary ostium. Right coronary artery occlusion results from compres-

sion by the false lumen.
B: Right coronary ostium disruption due to intimal detachment.
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C: Left coronary ostium occlusion resulting from inversion of dissecting intimal flap.
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Figure2 Cerebral malperfusion (computerized tomograph, echogram).
Left common carotid artery malperfusion required extensive repair because of compression by the false lumen, resulting patency of distal
re-entry.

Figure3 Cerebral malperfusion.

Right common carotid artery occlusion resulting from
compression by false lumen.

A: Echogram.

d B: Computerized tomograph.

C: Preoperation.

D: Six hours after operation.

E: After cerebral decompression.

Figure4 Cerebral malperfusion.
Cerebral infarction due to embolism.
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Figure5 Spinal malperfusion.
Paraplegia due to thrombosed acute aortic dissection type B.
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Figure 6 Visceral and extremity
malperfusion.

Visceral and extremity malperfusion of
thrombosed acute aortic dissection type.

A: True lumen stenosis resulting from com-
pression by false lumen.

B: Emergent endovascular stenting aimed to
enter closer and preserve the true lumen.
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Treatment of Acute Aortic Dissection Involving Organ Malperfusion
Hiroaki Sasaki and Hitoshi Ogino

National Cardiovascular Center, Department of Cardiovascular Surgery, Osaka, Japan
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For various kinds of organ mal perfusion associated with aortic dissection, adequate strategies for diagnosis and
treatment differ according to the pattern or range of aortic dissection. In particular, organ malperfusion due to acute
aortic dissection requires arapid diagnosis of its severity and precise treatment without delay, to better the prognosis of
patients. Furthermore, close observation of the ever-changing organ malperfusion that occurs with the progression of
aortic dissection is mandatory. We summarize the appropriate strategies for the malperfusion of each affected organ.

(3 Jpn Coll Angiol, 2008, 48: 47-53)
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