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The treatment strategy for acute
type A aortic dissection must
consider all patient variables,
disease etiology, and distinct pa-
tient anatomy over personal
surgical philosophy.
Irbaz Hameed, MD, Arnar Geirsson, MD, and
Roland Assi, MD, MMS

For patients with persistent false lumen and malperfusion
following acute type A aortic dissection (TAAD), prognosis
remains dismal despite heroic surgical measures. The
Canadian Thoracic Aortic Collaborative reviews the
management of this complication in their timely article.1

They discuss the pathophysiology of acute TAAD repair
and distal anastomotic new entry tear following hemiarch
repair based on contemporary open and endovascular surgi-
cal strategies for aortic arch management.

Distal anastomotic new entry tear is not uncommon
following acute TAAD repair despite rigorous surgical tech-
nique and recent innovations.2 This predisposes the recov-
ering aorta to persistent antegrade pulsatile false lumen
pressurization that can hamper long-term downstream remod-
eling. Multiple approaches attempting to effectively seal
distal anastomoses, preserve true lumen patency, and mitigate
new entry tears have been espoused by different groups.3,4

The current spectrum of treatment algorithms ranges
from anastomotic techniques of reinforcing suture lines us-
ing biological sealants and polytetrafluoroethylene felt, to
strategies based on graft implantation and stenting. The
latter mainly comprise total arch replacement, hybrid
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approaches with conventional or frozen elephant trunk,
zone 2 partial total arch replacement with subsequent
thoracic endovascular aortic repair, and type II hybrid
arch replacement. Newer techniques rely on the use of
bare-metal stents across the aortic arch and/or descending
aorta at the time of the index surgery to reinforce true
lumen expansion. The evidence supporting the use of these
novel techniques is limited to small studies.
Although all strategies seemingly offer sound options for

managing persistent false lumen and malperfusion, it must
be underscored that no single strategy is necessarily better
than the others and each has specific technical nuances,
advantages, and disadvantages. In fact, certain complex
scenarios may demand more than 1 surgical and endovascu-
lar technique depending on the aortic pathology, patient anat-
omy, comorbidities, and surgeon/institutional experience.5,6

In addition to tailoring the correct strategy to each individual
patient, aortic surgeons confronted with acute TAAD with
malperfusion must carefully inspect downstream aorta for
re-entry tears on preoperative angiograms and be meticulous
when anastomosing around weak and damaged tissue.
Further, careful consideration must be given to stent and
graft sizing to prevent downstream re-entry tears as well as
minimize risk of postoperative spinal cord injury. Beyond
the operating room, rigorous hemodynamic monitoring and
maintaining adequate cerebrospinal fluid pressure are critical
to mitigate postoperative complications.
The absence of randomized data and long-term longitudi-

nal studies render all treatment strategies comparable.
Regardless of personal surgical philosophy, the choice
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of treatment must take into consideration all patient
variables, disease etiology, and distinct patient anatomy.
What is evident is that we unfortunately still have a long
way to go to reduce the mid and long-term morbidity and
mortality associated with acute TAAD repair. Until then,
the key to improved outcomes remains prompt recognition
of malperfusion and restoration of true lumen flowwith strict
attention to detail at every second of the perioperative period.
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