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3 Questions

1) Is an operation indicated?

2) What operation do we do?

3) Where should the operation be done?
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3 Questions

1) Is an operation indicated?

1) Type A vs B etc

2) timing

2) What operation do we do?

1) Hemi

2) Total

3) Frozen Elephant Trunk

3) Where should the operation be done?

1) Dedicated team

2) Malperfusion
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What we are treating
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Dissection is Highly Lethal: “1%/hr”

Note these are autopsy 

data from the 1950’s –

“of those who died….”
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A Closer Look: Distinguishing Subsets of Dissection

Type A = involves Ascending

Type B = involved the aorta 

around Back (the descending 

aorta is next to the spine!)

And “B” rhymes with “3” so 

Type B is the same as Type 3
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Dissection is Highly Lethal: UK Data

50% pre-hospital 

mortality for 

Type A
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What is the Rate of Death?

IRAD:

The risk of death is 

significantly higher for 

type A than type B

10% mortality in 24 hours 

for Type A
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What is the Rate of Death?

IRAD

30% mortality in 24 hrs

if not operated (1%/hr) 
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How should we treat them Surgically?
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Surgical Overview
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Surgical Overview
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The Standard Operation: Replacement of Ascending Aorta with 
Hemi-Arch, Valve Resuspension or Root Replacement

Valve Resuspension
Root Replacement



16

Resuspension Generally Preferred, but …
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Management of the Aortic Arch
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Zone 3 Total Arch Replacement
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Add TEVAR: “Frozen Elephant Trunk”

• Improves flow into true lumen, 

promotes false lumen thrombosis, and 

may address malperfusion

• Can favorably affect distal aortic 

remodeling

• Small risk of paraplegia

• Probably best restricted to patients at 

risk for patent false lumen (large 

proximal fenestration in DTA) or 

compressed true lumen
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The impact of frozen elephant trunk is unclear

Open reintervention

Survival
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What do we mean by Malperfusion?

Impact on Mortality:

Pacini et al for the Emilia-Romagna AAD Registry 
(2011) N=502

• 43.7% mortality with Malperfusion vs  
• 15% without (p<.001)

Geirrson et al U Penn(2007)  N=244
• 30.5% mortality with Malperfusion vs  
• 6.2% without (p<.001)

IRAD Registry
• Surgical mortality for patients with visceral 

malperfusion = 41.7%

Greater than 2x increase in mortality
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Management of Malperfusion
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U Penn – Concomitant TEVAR

Some impact by adding TEVAR



25

Michigan approach: Fenestration first
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Who/Where Should Surgery be Done?
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Where should the operation be performed?
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Who should perform the operation?
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Care can be  Regionalized: Minneapolis MN

Time from Dx to OR cut from 8 hrs to 5.6


