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GIOI THIEU LUAN AN

1. Pit van dé

Loc dong mach chit (LDMC) loai A cip tinh gdy tir vong nhanh
chéng do v& vao khoang mang tim gy chén ép tim. Néu khong duoc
phiu thuat, 50% tir vong trong 48h dau va 90% tir vong trong 1
thang. Néu duoc diéu tri ding va phau thuat kip thoi, ti 18 nay giam
di rét nhiéu, c6 thé chi con dusi 10%.

2. Tinh c4p thiét cia dé tai

Phau thuat LDMC loai A cip tinh dd duoc thyc hién trong nudc tir
hang chuc nam nay. Tuy nhién ti I& tir vong & thoi ky dau con rat cao, téi
hon 30%. Hién nay, bénh vién Viét Pic da thuc hién phau thuat
LDMC loai A cép tinh thuong qui nhu tit ca cac cap ciu ngoai khoa
khac. Tuy nhién day van duoc coi la mot trong nhitng phau thuat tim
mach ning né nhat do thuong dién ra trong dém, doi hoi nhan luc
chuyén khoa sau, phdi hop nhip nhang vé& ca phau thuat, gdy mé hdi
stre ciing nhu van hanh tuan hoan ngoai co thé (THNCT). Tai Viét
Nam ciing d4 c6 nhiing tong két vé phau thuat bénh 1y DPMC nguc
no6i chung, nhung van con it tai liéu tap trung vao két qua phau thuat
cta riéng LDMC loai A. Nghién ctru dic diém bénh ly va két qua
diéu tri phau thuat cua bénh nay 1a can thiét dé dwa ra duoc mot tong
két ddy du, tir d6 co6 thé phan tich, tim hiéu wu, nhugc diém cua ting
ki thuat nham dat duoc hiéu qua cao hon, giup ha duoc ti 1¢ tir vong
tuong duong voi cac trung tdm 16n trén thé giai.

3. Muc tiéu caa dé tai:

Chung tdi tién hanh d¢ tai: “Nghién ciru dic diém bénh ly va két
qua diéu tri phdu thuat 16c ddong mach chi cap tinh loai A-
Stanford tai Bénh vién hitu nghi Viét Duc” véi hai muc tiéu:

1. M0 ta ddc diém 1am sang, cdn 1am sang va ton thwong gidgi phau
ciia l6c dong mach chii logi A cdp tinh tai Bénh vién Viér Buic.
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2. Pdanh gid két qua phdu thudr diéu tri l6c dong mach chi logi A
cap tinh tgi Bénh vién Viér Puc.
4. Nhirng dong gép moi cia luan an

- L& cbng trinh nghién ctu tong thé dau tién & Viét Nam vé
LDMC loai A Stanford cap tinh.

- Chyp cat 16p vi tinh (CLVT) va siéu am (SA) tim 1a nhiing
phuong phap hang dau chan doan chinh x4c bénh LDMC.

- LDMC loai A Stanford cép tinh can duoc phdu thuat cang sém
cang tot. Ti 1& cau sbng bénh nhan sau mé va sau thoi gian theo doi 3
nam dat tuong duong vai cac tac gia khac trén thé gii.

- Thé LBMC méu tu trong thanh (MTTT) c6 két qua phau thuét

s6m va trung han tdt hon thé kinh dién.

5. B6 cuc luan an
Luan &n c6 127 trang véi 4 chuong chinh:
Dit van dé: 2 trang
Chuong 1. Téng quan: 38 trang

Chuong 2. Déi tuong va phuong phap nghién cau: 13 trang

Chuong 3. Két qua nghién ctu: 25 trang
Chuong 4. Ban luan: 45 trang
Két luan va kién nghi: 3 trang

Luan &n c6 31 bang, 9 biéu dd, 49 hinh v& va 132 tai liéu tham khao.



CHUONG 1: TONG QUAN

1.1. CAu triic va co ché hinh thanh léc ddong mach chi
1.1.1. Cdu triic thanh déng mach chi

Gom 3 16p 4o: trong, gitra va ngodi. Thuong ton giai phau bénh
hay gap trong LDMC la thoai hoa &o gitta (medial degeneration), tuy
nhién day khdng phai 1a thuong tén dic hiéu cho LDMC. Thuong ton
c4u trdc mach nudi mach cua 16p 40 ngoai 1a nguyén nhan dan téi thé
LDMC ma khdng c6 16 rach &o trong.

1.1.2. Co ché hinh thanh léc dpng mach chii

Khoang 90% LPMC dugc khoi phéat bang mot 16 rach 4o trong.
S4 it trudng hop con lai dugc cho 1a bét dau boi sy rach cua 16p mach
nubi mach, tir d6 tao ra huyét khdi chiém toan bo long gia ma khdng
c6 13 rach 4o trong.

1.2. Cac phan loai l6¢c dong mach chua
1.2.1. Phén logi De Bakey

Loai I: 16c ca ¢ BPMC nguc va bung. Loai II: 16¢c chi & BPMC Ién.
Loai IlI: 16¢ tir sau DM dudi don tréi.

1.2.2. Phén logi Stanford

Loai A: I6¢c bao gom DMC 1én. Loai B: 16c tir sau DM duéi don trai.
1.2.3. Phén logi Svensson

Loai 1: LBMC kinh dién. Loai 2: thé mau tu trong thanh (MTTT).
Loai 3: ¢0 16 rach 4o trong nhung khong kém theo mau tu. Loai 4: 16¢
do 6 loét xo vira thung PMC. Loai 5: LBPMC do can thiép noi mach.
1.3. Chén doan l6¢ ddng mach chii loai A cip tinh
1.3.1. Bénh cdnh Iam sang:

Hoi chimg DMC cap gom dau nguc, ting huyét ap (THA). C6 thé
nghe thay tiéng théi tim truong cua hd van PMC. Qua trinh LDMC
c6 thé gdy ra hau qua thiéu mau tai cic co quan dich, goi 13 hoi
ching giam tudi mau tang (malperfusion syndrome), bao gdm: giam
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tudi mau ndo, giam tudi mau tim, thiéu mau chi, thiéu mau mac treo
va giam tudi mau than,
1.3.2. Chén dodn hinh anh.

- XQ nguc: chi c6 mang tinh chat goi ¥, khong dic hiéu.

- Chyp CLVT: déu hiéu chinh dé chian doan LDMC thé kinh dién 1a
véch 4o trong (intimal flap), chia d6i long BPMC thanh Iong that va long
gia, con voi thé MTTT 14 ving tang ti trong hinh liém, twong Gng voi
khéi mau tu & 16p 4o gitra. Chup CLVT con chan doan cac bién chang
cua LbMC.

- SA tim: C6 hinh anh véch 4o trong chia DPMC thanh long that va
Iong gia, sa cac 14 van DPMC gay hd van DPMC. SA tim con gilp xac
dinh bat thuong vé cac 14 van PMC, gién vong van, gidn cac xoang
Valsava va goc DPMC, cac thuong ton cac dong mach vanh (BMV) va
cac bién chung cia LDMC.

1.4. Piéu tri 16¢c dong mach chi loai A cap tinh
1.4.1. Piéu tri ngi khoa

Co sd cua diéu tri ndi khoa LDMC 1a sir dung cac thudc c6 tac
dung giam ddng thoi cuong do va tan s6 co bop co tim, tidu biéu 1a
thudc chen beta voi dich diéu tri 1a: nhip tim < 60, huyét ap t6i da 100
- 120mm Hg hodc huyét ap trung binh DM < 60-70 mmHg.
1.4.2. Piéu tri phdu thudt

- Lya chon vi tri dat 6ng dong mach (BM) cho THNCT: Pat tai
PM nach tao ra dong mau xudi dong sinh ly, thuan tién cho tudi mau
ndo khi nging tuan hoan. Bit tai DM dui nhanh, dé thuc hién nhung
c6 thé gay hoi chang giam tudi mau do tuwdi mau nguoc vao long gia
va tréi mang xo vira.

- Cac ki thuat bao vé ndo va tang: Ha than nhiét sau va ngung tuan
hoan toan b c6 thé ton thuong té bao truc tiép do lanh & nhiét do
su, rdi loan dong méau ning sau md va khong du thai gian cho nhiing
truong hop phau thuat phirc tap kéo dai. Do d6 ha than nhiét nhe -
vira kém theo tudi mau ndo chon loc xubi dong la ki thuat dugc lua
chon nhiéu hon, vira giam duoc nguy co réi loan toan than sau mo,
vira dap tmg duoc yéu cau vé thoi gian khi mo phirc tap, kéo dai.
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- Ki thuét thay doan PMC [én don thuan: Pay 1a ki thuat co ban,
nén tang cho phau thuat LBMC loai A, duogc chi dinh trong truong
hop quai PMC khong co6 16 vao va khong phinh gidn Ion, cac cau
tric van PMC, cac xoang vanh va 16 PMV trong gi¢i han binh
thuong. Poan PMC 1én duoc cit bo s& duoc thay thé biang doan
mach nhan tao kém theo phuc hdi cac mép van DMC bi sa. C6 thé
thuc hién thay doan DPMC 1én véi ki thuat “kin” (cap PMC) hoac ki
thuat “mé” (khong cap PMC) kém theo ha than nhiét vira, ngirng
tuan hoan va tudi mau ndo chon loc xudi dong.

- Ki thuat thay géc PMC (phiu thuat Bentall): Thay gbc PMC
dugc chi dinh trong bénh LDMC loai A cip khi khong thé bao ton
hay sira chita duoc géc PMC do thuong ton bénh ly tir trudc (hay
gap nhit 1a gidn géc PMC bam sinh) hoic do qué trinh I6c. Bénh
nhan duoc thay thé DMC 1én bang mach nhan tao, thay van PMC
nhan tao ddng thoi cim lai cac DMV,

- Ki thuat tao hinh géc PMC: duoc chi dinh khi c6 thuong ton
thuc thé cd tir trugc hoic do 16 cua cac xoang va vong van DPMC
nhung cac 14 van PMC twong ddi binh thuong. Hai ki thuat chinh
dugc &p dung la phiu thuat tai tao gdc PMC, tao moi xoang Valsava
(remodeling), con goi la phau thuat Yacoub va phau thuat dung lai
gdc PMC vio bén trong long mach nhan tao (reimplantation), con
goi 1a phau thuat David. Pay 1a nhiing phau thuat phuc tap, doi hoi
thoi gian THNCT kéo dai, do d6 thuong chi dugc chi dinh cho nhiing
bénh nhan LDMC loai A tré tudi va cé huyét dong truéc moé tuong
d6i on dinh,

- Ki thuat thay PMC: Thay quai PMC duogc chi dinh trong nhitng
truong hop Vét rach o trong rong nam & quai PMC hodc quai DPMC
gidn phdng lon hoac thay thé quai PMC mot cach hé thong cho
LDMC loai | DeBakey (khong ké dén 1 vao hay kich thudc quai) voi
muc dich cai thién két qua 1au dai sau phau thuat. Mot sb ki thuat co
thé duoc ap dung kém véi thay quai DMC, nhu ki thudt “voi voi” hay
dat gia d& c6 phu cho DMC xudng.

- Piéu tri phau thuat - can thiép (hybrid): La su két hop dong
thoi hai phuong phap phau thuat vao can thiép dya trén su cai tién
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ki thuat thay quai PMC, véi “voi voi” duoc thay thé bang gia 4o
c6 phu (stent-graft). Pay 1a ki thuat doi hoi trang thiét bi hién dai
va tén kém, méi chi thuc hién dugc & céac trung tm phau thuat 16n
trén thé gigi.

- Piéu trj can thiép cho PMC 1én: méi chi duoc thyc hién boi mot
s it tAc gia, chua co sy dong thuan rong rai.

CHUONG 2
POI TUQNG VA PHUONG PHAP NGHIEN CUU

2.1. Péi twong nghién ciru

Bénh nhan dwoc chan doan xac dinh 1a LDMC loai A cap tinh,
phau thuat tai Bénh vién Viét Buc tir thang 1/2012 téi thang 4/2015.
2.1.1. Tiéu chudn lwa chen bénh nhan

Tat ca cac bénh nhan chan doan 1a LBDMC loai A cap tinh duoc
phau thuat véi THNCT. C6 day di hd so, bénh &n.
2.1.2. Tiéu chudn logi trir bénh nhan

LDMC loai A man tinh, hoic diéu tri noi khoa, khdng phau thuat,
hoic khong du hd so bénh én.
2.2. Phwong phap nghién ciu

M0 ta tién ciru v6i ¢ mau tdi thiéu 1a 61 ddi twong.
2.3. Cac tham sb nghién ciru
2.3.1. Céc thdng sé 1am sang va can 1am sang

- Dich t& hoc.

- Bic diém 1am sang trude phau thuat.

- Xtr trf true phau thuat: diéu tri noi khoa — tha thuat cip cuau.

- SA tim: Dich mang tim, phan sut téng mau (EF), mic do ho van
PMC, loc vao cac PMV, 16¢ vao cac DM nudi ndo, tinh trang van BPMC.

- Chup CLVT: Dich mang tim, duong kinh cac doan goc DMC,
PMC 1én, quai PMC, PMC xudng, tinh trang huyét khéi long gia,
l6¢c vao cac PM nudi ndo (than canh tay dau, cac DM canh). Tinh
trang hep, tic caa DM nudi ndo, hinh anh thiéu mau nio, xuat huyét
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ndo, loc vao cac DM tang va tinh trang thiéu méau cac tang tuong
g, phan biét cac thé LDMC theo De Bakey, Svensson.

2.3.2. Cac théng sé phdu thugt

- Bién s lién quan t6i THNCT: Thoi gian chay THNCT, thoi gian
kep BPMC, thoi gian ngung THNCT, thoi gian tudgi mau ndo chon loc, vi
tri dat 6ng BM: DM néch, DM dui, mtrc d6 ha than nhiét.

- Ton thwong giai phau trong mo: Dich méau khoang mang tim, vi
tri 15 vao, tinh chét huyét khdi 16ng gia, 16¢ vao cac mach nudi néo,
I6c vao cac mach vanh, sa van BPMC do l6c, thuong ton 14 van PMC.

- Ki thuét phiu thuat: Thay PMC 1én don thuan, khau treo mép
van PMC. Can thiép géc PMC: Phau thuat Bentall, stra - tao hinh
DMV, stra - tao hinh géc PMC: phau thuat David, phau thuat
Yacoub. Can thiép PMC 1én va quai DPMC (toan bo hoac mot phan),
c6 thé kém theo céc ki thuat sira hodc thay thé gbc PMC.

- Ki thuat xir Iy thuong ton DMV Tao hinh PMV, bic cau DMV,
2.3.3. Céc thdng sé sau phdu thugt

- Két qua sém sau mo: Thoi gian thd may, nam vién, cac bién
chang: Suy tim, suy than, than kinh (tam thoi, tai bién mach n&o), ho
van DMC. Ti 1¢ tir vong va céc nguyén nhan gay tir vong, ti 16 mé lai
va cac nguyén nhan. Panh gia su lién quan giira két qua sém voi cac
yéu tb: tudi, thé LDMC, mirc d6 ha than nhiét, vi tri dat dng BM, tudi
mau nao chon loc, pham vi can thiép bPMC.

- Két qua theo ddi dinh ki sau mé: THA, bién chang than kinh,
dién tim, SA tim: EF, kich thudc cac budng tim, van DPMC va mirc do
hé, danh gia tién trién ho van PMC theo Kaplan Meier. Chup CLVT:
tién trién cua cac doan PMC chua dugc phau thuat: duong kinh, tinh
chat 16c: long gia, long that, huyét khéi. So sanh cac bién s6 nay
truéc va sau khi phiu thuat. Panh gia tién trién gian phdng doan
DMC con lai (chua duwoc phiu thuat) theo Kaplan Meier.Tim mdi
lién quan: gitra tién trién gidn phdng doan PMC con lai (chua dugc
phau thuat) véi thé LDMC (thé kinh dién va thé MTTT), giira su bién
d6i kich thudc PMC véi mac do huyét khdi hoa long gia, gitra sy
bién dbi kich thuéc gbc DMC véi hai phuong phap phau thuat: tao
hinh gbc DMC va bao ton gbc PMC. giita thé LDMC (thé kinh dién va
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thé MTTT) v6i mac do huyét khéi hoa - thodi trién 1ong gia sau mo. Tir
vong mudn va nguyén nhan. Phau thuat lai muon va nguyén nhan.

CHUONG 3: KET QUA NGHIEN CUU

3.1. Bic diém l1am sang, can 1Am sang va thwrong ton giai phiu
3.1.1. Pic diém l1am sang

- S6 bénh nhan nghién ctu 1a 81, trong d6 nam/ nit = 2,3/1, tudi
trung binh cua nghién ciru la: 51,7 £ 11,4,

- Tién str: thuong gap nhat 1a THA (gan 50%), 3 LDMC, 3 phéng
DMC, 2 di phau thuat tim h.

- Triéu chimg 1am sang thuong gap nhat cia LDMC loai A cap la
dau nguc dot ngot, THA. Tuy nhién c6 5 bénh nhén vao vién véi
bénh canh sbc, tut huyét 4p, nguyén nhan chinh 1a chén ép tim cép va
t6n thuong DMV giy nhdi mau co tim cap.

3.1.2. Pdc diém can 1am sang chdn dodn tén thwong gidi phiu

- Tét ca bénh nhan déu chup CLVT va SA tim dé chan doan xac
dinh LDMC loai A cap, trir 1 trudng hop chup cong hudng tir & bénh
vién tuyén trudc (khong c6 may chup CLVT).

- Ton thuong giai phau trén SA tim:

Bdng 1: Ton thwong gidi phdu trén SA tim

Triéu chirng N % (n =81)
Tran mau mang tim 36 449
L vao PMC Ién 45 55,6
L6 vao quai PMC 21 259
Ho van DMC vira 17 21,7
Hé van DMC nhiéu 15 18,1
Loc DM nudi ndo 47 57,8
Loc bMV 12 15,2
La van DPMC bénh ly 3 3,6

EF <50% 5 6,2
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Nhdgn xét: 44,9% bénh nhan c6 dich mau mang tim nhung mirc do
khong nhiéu. H& van PMC vira, nhiéu 1a 39,8%, chu yéu la do sa cac
meép van bi l6c.
- Ton thuong giai phau trén phim chup CLVT:

Bdng 2: Ton thwong gidi phdu trén phim chup CLVT

Triéu chitng n % (n = 80)
Tran mau mang tim 33 41,2
LS vao DPMC Ién 51 63,8
Ld vao quai PMC 24 30,0
Gian géc PMC 25 31,3
Phong quai PMC 3 3,8
Dich mang phoi 11 13,8
Loc DM nudi ndo 53 66,3
Tac DM canh P 3 3,8
Nhdi mau nao 2 25
Thiéu méu than 1 bén 5 6,4
Huyét khéi long gia 27 33,8

Nhdn xét: Hon mot nira bénh nhan (54/81) c6 hinh anh léc vao cac
DM nudi ndo, tuy nhién chi 3 trong sb nay gay tic mach canh. 41,2%
bénh nhan c6 dau hiéu tran méu khoang mang tim.
- Phan loai theo De Bakey: 95,1% la loai I, 16c trén toan bo chiéu dai
ctia DMC. 4,9% la loai 1l v6i thuong ton 16¢ gisi han 6 DMC lén.
- Phan loai theo Svensson:

Trong 5 loai cua phén
loai Swensson, nghién cau 18
chi gap hai loai la thé kinh
dién va thé MTTT, voi thé 63
kinh dién 1a chu yéu, chiém

Kinh dién = Mau tu trong thanh
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(77,8%), trong khi thé MTTT chiém 22,2%.
Biéu d6 1 : Thé LPDMC theo Swensson
3.1.3. X tri trwéc phdu thugt

- Piéu tri noi khoa: Pa sé bénh nhan duoc giam dau bang morphin
tinh mach va ha huyét 4p bang thudc ha &p chen beta phéi hop nicardipin
duong tinh mach. Mot s it bénh nhan phai st dung tro tim do tinh trang
séc tim, chén ép tim cip

- Céc tha thuat cp cau:

Bdng 3: Cac tha thudt cdp citu triréc phdu thudt

Thu thuat n % (N = 81)
Dan luu khoang mang tim 3 3,7
Thé may 3 3,7
M¢ khi quan 1 1,2
Cép ctu ngirng tuan hoan 1 1,2

Nhdn xét: 3 truong hop duoc dan luu khoang mang tim trudc phau
thuat (mé nho duong Marfan hoac choc hut dudi SA tim) trong do 1
trudng hop phai cp cau ngimg tuan hoan.

3.2. Pic diém diéu tri phiu thuat

- Chi sb chung (pht): chay THNCT: 187 + 67, kep DPMC: 135 + 52, nging
tuan hoan: 42 + 21, tuéi mau

ndo chon loc: 47 + 29,

- Vi tri dat éng PM cho

THNCT:

Pai da s6 THNCT .
duoc thuc hién chi voi
6ng DM nach. Ti lé dat
5ng tai DM dui (riéng DM

= dong mach nach
= dong mach dui
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nay hoac két hop thém véi DM nach) chiém 13,6%.
Biéu dé 2: Vi tri dgt ong PM
- Ki thuat bao vé ndo va cac tang:

+ Muc d6 ha than nhiét: Bang nhiét 16,1%, ha nhe: 61,7%, ha
vira: 12,3%, ha séu: 9,9%.

+ Ngurng tuan hoan - tuéi mau no chon loc: 33,3%.
- Thuong ton giai phau trong mo:

Bdng 4: Thuwong tén gidi phdu trong mé

Thuong ton n % (n =81)
Tran méau mang tim 51 62,9
Huyét khéi long gia 61 75,3
L6 vao DMC Ién 38 46,9
L3 vao quai PMC 16 19,8
Khong c6 16 vao

(& DMC 1én va quai PMC) 2! 333
Loéc DM nudi ndo 56 69,1
Loc bMV 54 66,7
Gdc DPMC > 50mm 25 30,9
Sa van PMC do loc 49 60,5
L4 van DMC bénh ly 4 4,9

Nhan xét: L& va ghi nhan & 66,7%, trong khi 33,3% khong thiy ton
thuong nay & DMC lén va quai PMC. Nhirng truong hgp khdng quan
st thay 16 vao bao gébm thé 16c MTTT hoic thé 16c kinh dién c6 15
vao & DMC xudng hoic DMC bung tién trién nguoc dong. Ho van
PMC chu yéu do sa mép van do léc, trong khi ciu tric cac 14 van
binh thuong, chi 4,9% c6 bénh ly thuc su cta cac 14 van DPMC.
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- Pham vi can thié¢p DPMC va cac phuong phap phau thuat:

Bdng 5: Pham vi can thigp PMC v cdc phwong phdp phdu thugt (n=81)

Pham vi 3 Tén

can thiép Phwong phap phau thuit n (%) % )g
bMC
PMC |Thay DMC Ién don thuan (khong can thiép| 40

Ién hoac khau treo mép van DPMC) (49,4%)
. |PMC Ién + stra DMV 3 (3,7%)
Blfcéfn DMC lén + tao hinh gdc (Yacoub. [ ¢ (g 00 | 27
DI%/IC David) 70| (33,3%)
DPMC 1én + thay goc (Bentall) 19 (23,5%)
Thay PMC 1én + mét phan quai 0
PMC 7 (8,6%)
DMC 1én |Thay BMC 1én + toan bd quai o
+Quai |PMC 5(6.2%) | 14

0
PMC [Thay DMC lén + quai DPMC + (17,3%)

can thiép gbc PMC (tao hinh,| 2 (2,5%)
thay, DMV)
Nhdn xét: Phau thuat thay PMC 1én thuc hién cho gan mét nira bénh
nhan. Nguoc lai, phau thuat can thiép dong thoi ca PMC 1én, gbc va
quai BPMC chi dugc thuc hién & 2,5% truong hop.

- Lién quan pham vi can thiép PMC va thoi gian THNCT, kep PMC:
Phau thuat thay PMC 1én don thuan c6 thoi gian THNCT (149 + 40
phat) va thoi gian cap PMC (107 + 31 phut) thiap hon c¢6 ¥ nghia
thdng ké so vai phau thuat can thiép géc PMC (215 + 61 phat; 163 +
53 phat) hoic quai DMC (240 + 79 phit; 164 + 55 phat)

- Ki thuat xtr 1y ton thuong DPMV: Ton thuong nang can phai can
thiép phiu thuat DMV khong thuong gap chiém 13,6%, chu yéu
dugc xac dinh trong m6, nguyén nhan do qua trinh I6c 1am rach cac
I6p &0 gy hep tic hodc dit roi PMV va cha yéu 6 DMV phai (10/11
bénh nhan). Bé bao ton cac DMV, mang tim duoc uu tién sir dung dé
tai tao cac 156 vanh, trudc khi ndi vao 6ng mach nhan tao. Khi ton
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thuong DMV phtc tap, dut roi, tit ca cac truong hop déu dugc bic
cau DMV bang tinh mach hién.

- Lién quan tudi, thé LBMC va pham vi can thiép DPMC: Bénh
nhan > 60 tudi co ti I& phau thuat thay PMC 1én (68,2%) cao hon
nhém <60 tudi (42,3%), p = 0,017. Thé MTTT c0 ti I¢ phau thuat
thay DMC 1én (70,6%) cao hon thé kinh dién (43,8%), p = 0,026
3.3. Két qua sau md
3.3.1. Két qud sém

- Két qua chung: thé may: 8,9 + 10,8 (ngay). Nam vién: 23,4 +
17,1 (ngay). Suy than: 53,1%, bién ching than kinh: 23,5% (21,5%
tén thuong tam thoi, 2,5% xuét huyét nio).

- Ta vong tai vién: 14 bénh nhan (17,3%). Nguyén nhan: suy da
tang, 16c tién trién (5), nhidm tring trung thét - viém xuong uc (4),
suy tim (4), v& phong PMC xudng (1)

- Phau thuat lai: 10 bénh nhan (12,3%). Nguyén nhan: chay mau
(3), thiéu mau tang 6 bung - chi dudi (3), nhidm trang trung that,
viém xuong uc (5). C6 1 bénh nhan phai md lai 2 lan va 2/3 chay
mau md lai c6 nguyén nhan rdi loan déng mau do dung chong dong
liéu cao cho THNCT (ECMO).

- Nhém > 60 tudi c6 thoi gian nam vién, tha may, ti & tir vong,
bién chizng ndo va loc than sau md cao hon nhém < 60 tudi.

- LDMC thé MTTT ¢4 ti Ié tir vong, loc than va md lai thap hon
so vai thé kinh dién.

- Nhém thay quai DPMC c6 ti 18 tir vong va bién chang than kinh
cao hon nhém thay DMC 1én va nhom can thiép géc PMC.

- Khéng thiy c6 su khac biét vé ti Ié tir vong, bién ching sau md,
thoi gian nam vién va tho may gitta nhom dang nhiét - ha than nhiét
nhe va nhém ha than nhiét vira - sdu. Néu chi tinh & nhém c6 nging
tuan hoan, dang nhiét hoic chi ha nhe than nhiét co ti 1é tir vong
(50,0%) cao hon so véi ha than nhiét vira hoac sau (13,3%), p = 0,038.

- Nhém ngirng tuan hoan co ti 1é tir vong (28,6%) cao hon so véi
nhom khong nging tuan hoan (11,3%), p = 0,04.
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- bt dng DM tai DM nach c6 ti 1é ta vong (15,7%) va bién ching
thiéu méu 6 bung-mach chi dudi (1,4%) thip hon so véi DM dui
(27,3% va 36,4%), p < 0,001.

- Tudi mau ndo chon loc (kém theo ngung tuan hoan) cé thai gian
thd may va ti 1€ tir vong cao hon nhém khong tudi mau ndo chon loc.

3.3.2. Két qud theo dbi sau ra vign

- Thoi gian theo ddi 1a 27,6 £ 12,2 (12 - 51) (thang). 64 bénh nhéan
con song toi thoi diém hoan thanh nghién cau, c6 62 truong hop van
tiép tuc dén kham va kiém tra dinh ky, chiém ti 18 96,8%. Ti 1¢ bénh
nhan kham lai cu thé theo thoi gian: 6 thang: 100%; 1 nim: 95,3%; 2
nam: 94,3%; 3 nam: 92,5%.

- Tir vong mudn (sau ra vién): 2 bénh nhan rbi loan dong mau, sir
dung van PMC co hoc, 1 bénh nhan tai bién mach nfo - con THA
cap tinh.

- Phau thuat thi hai: 1 truong hop mé thay DPMC xudng ¢ thoi
diém 2 ndm sau ra vién, do phong PMC xudng l6n (67mm).

- Ti 1é séng con sau mo theo Kaplan Meier: 79,0%.
- Sy tién trién huyét khéi - thodi trién long gia:

Ty 1€ % 56,9 ® Trudc mod
60 - 47.2 ® Sau mo
50 - 40,7

40 -
30 -
20
10 -
0 -

Quai BMC DMC xudng DBMC bung

Biéu db 3: Swtién trién huyét khéi - thodi trién long gid
Nhdn xét: ti 1& bénh nhan huyét khéi hoic thodi trién long gia ting
1én c6 y nghia thong ké & tit ca cac doan PMC.
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- Cac phau thuat tao hinh gbc PMC (David hoac Yacoub) c6 thé
lam han ché qua trinh ting kich thudc géc DPMC.

- 96,4% hdé van DPMC mtc d6 nhe hoac khong hé, 3,6% hd van
PMC muc d6 vira, khong ¢ truong hop nao ha nhiéu.

- 95,5% c6 duong kinh DMC xudng nhé hon 50mm. C6 3 trudng
hop (4,5%) c6 duong kinh DPMC tir 50mm tré 1€n, trong d6 1 tir vong
sém, 1 di duoc mo thi hai thay PMC xudng va 1 dang dugc theo di.

- Thé MTTT c¢6 ti 1é huyét khdi hoic thoéi trién 1ong gia cao hon
S0 v6i thé kinh dién & cac phan DMC chua duoc can thiép, p < 0,05.

- Pudng kinh DMC xubng ¢ bénh nhan thé 16¢ kinh dién tang lén
nhanh hon so véi thé 16c MTTT , p < 0,05.

CHUONG 4: BAN LUAN

4.1. Pic diém 1am sang, cin 1am sang va thuong ton giai phiu:
4.1.1 Tudi, gidi
Tuong tu voi cac nghién ciu khac véi nam gigi chiém 70% (nam/ ni
= 2,3/1) va tudi trung binh 1a 51,7, tré hon ¢ nhitng bénh nhan cé kiéu
hinh Marfan véi tudi trung binh 12 33,4.
4.1.2. Tién sir bénh
46,9% c6 tién st THA, thip hon triéu chang THA thuc té khi
vao vién (59,2%). THA khong dugc phat hién va diéu tri hop 1y ciing
1a yéu t6 gia ting méc bénh LDMC.
3,7% truong hop biét c6 bénh LDMC trudc khi téi vién. Nghién
ctru ciia Ziganshin (2014): Loc PMC loai B diéu tri ndi khoa c6 1,7%
bi 16¢ nguoc dong thanh LBMC loai A.
4.1.3. Bénh cdnh 1am sang
Trong nhig truong hop sdc tut huyét ap, 3 truong hop c6 nguyén
nhan 1a chén ép tim cap duoc dan luu mang tim. Trong nhiing tinh
hudng bat kha khang khéng thé trién khai ngay phiu thuat, dn luu
khoang mang tim 1a mét bién phép tinh thé duoc &p dung dé gilp
bénh nhan thoat khai tinh trang sc tim ning, de doa tinh mang. Theo
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nghién cau cua Hayasi (2012), ti 1& chén ép tim cap chiém 23,6%,
trong s6 do co 41,8% duoc dan luu khoang mang tim trugc phau
thuat. Ngoai ra, trong nhém sdc tut huyét ap con ¢6 2 truong hop da
duoc chan doan ban dau bénh Iy mach vanh va dugc thuc hién can
thiép DMV qua da & cac co so y té khac. Hirata (2010) ghi nhan
49,7% bénh nhan LDMC loai A c6 nhiing thay doi trén dién tim,
trong d6 ST chénh Ién chiém 8,2%, ST chénh xudng trong 34,0% va
song T dao nguoc trong 21,4% trudng hop, do d6 diéu tri nhitng bénh
nhan dau nguc co thay d6i cip tinh cua dién tim can phai danh gia
kha ning bi LDMC loai A truéc khi thuc hién diéu tri thudc tiéu soi
huyét va can thiép qua da.

4.1.4. Xir tri trwéc phdu thudt

Diéu tri noi khoa: khéng c6 su khéc biét so vai cac nghién ciu
khéc v6i 67,9% str dung morphin, 48,1% str dung thudc ha ap chen
beta, 42,0% st dung thudc ha ap tinh mach (nicardipin) va 3,7% séc
tim can st dung trg tim duong tinh mach.

4.1.5. Dic diém thwong ton gidi phdu trén chdn dodn hinh dnh

- SA tim qua thanh nguc duoc thuc hién & hau hét cac bénh nhan
(96,3%). Phuong phap nay dé chan doan xac dinh bénh LBDMC ciing
nhu cAu tric tim, dac biét 12 van PMC va c6 thé thuc hién ngay trong
md. Khi két hop voi chup CLVT, ti 1é chan doan chinh xéac c6 thé dat
tgi gan 100%. Chinh vi vdy, SA tim qua thanh nguc duoc ESC
khuyén cao muc d6 I 1a phuong tién chan doan hinh anh ban dau
trong hoi chimg PMC cap. Trén SA tim 39,8% hé van PMC mirc d6
vira-nhiéu, 2,6% c6 bénh Iy thyuc thé cac 14 van. Nhu vay hau hét cac
truong hop hé van PMC khong c6 ton thuong thuc thé cac 14 van, do
co ché hé van DPMC trong LDMC loai A 1a sa cac mép van bi l4c.

- Chup CLVT duogc coi la tiéu chuan vang dé chan doan xéac dinh
LDMC, tinh trang cAc tang va hé théng mach mau trong co thé, nhét 1a
c4c tang 6 bung, tir d6 ¢6 duoc nhimg tién lwong chinh x4ac hon, dé ra
duoc nhitng ké hoach phau thuat chi tiét hon cho timg bénh nhan. Tuyét
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dai da s6 bénh nhan duoc chup CLVT truéc mé (80/81 truong hop),
phu hop vai nghién ctiu tir IRAD, vai ti 1€ bénh nhan dugc chup cong
huong tir dé chan doan LDMC loai A cp tinh chi dudi 2%, con lai la
chup CLVT.

Dua vao CLVT, LDMC loai A con cé thé duoc chia nho thanh
cac nhdm theo phan loai De Bakey hoac theo phén loai Svensson. Su
phan chia chi tiét hon nhu vay khong lam thay doi chi dinh phau
thuat cia LDMC loai A ma cha yéu c6 ¥ nghia trong tién lugng va
theo ddi sau phau thuat. Ti & thé l6c MTTT 1a 22,2%, loai Il
DeBakey 13 4,9%, tuong ty cac nghién ctru trén thé gidi.

4.1.6. Pic diém thwong ton gidi phdu trong mé, doi chiéu véi chan
dodn hinh anh truéc mé

- Tran mau mang tim: Ti I& tran mau mang tim trong mé 1a 62,9%,
trong khi chan doan hinh anh trudc mé c6 ti 1é nay thap hon, dbi véi
SA tim la 44,9% va chup CLVT la 41,2%. Nhitng bénh nhan dugc
ghi nhan c6 tran mau mang tim trong mé ma khdng cé diu hiéu nay
trén phim chup CLVT va SA tim déu c¢6 muac do dich méau it va
khéng anh huong toi huyét dong. Ngoai ra, thoi diém phau thuat
thudng mudn hon dang ké so vai thoi diém thuc hién cac xét nghiém
chan doan hinh anh (tir vai gio t6i vai ngay) ciing 1a nguyén nhan dan
t6i su khac biét trén.

- L6 rach 4o trong (16 vao): Ld vao quan sat duoc khi phau thuat
12 46,9% & DMC lén, 19,8% & quai DMC va 33,3% khong thiy 13
vao & hai vi tri ndy (trong ung véi 16 vao c6 thé & BPMC xubng,
PMC bung hoic khong c6 15 vao trén toan bo chiéu dai PMC). Cac
ti 16 nay thip hon dang ké so véi chan doan can 14m sang trugc mé.
Sy khéc biét nay 1a do SA tim han ché danh gia & phan quai DPMC,
trong khi chup CLVT voi d day lop cit khong du nho s& kho khin
dé khao sat chinh xac thuong ton ¢ cac phan géc DMC di dong theo
nhip dap qua tim. Chinh vi vay, theo Takami (2012) dé tién lugng
dugc chinh xac hon vi tri 15 vao tir trudc khi phiu thuat, can phai
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danh gia tong hop cac dau hiéu trén phim chup CLVT: tran mau
mang tim, duong kinh BMC, kich thudc va tinh trang huyét khoi
long gia trén nhiéu vi tri khac nhau cia PMC.

- Ton thuong cac DM nudi ndo: Ti 1 bénh nhan c6 thuong ton 16¢
vao cac PM canh trong mo 13 69,1%, kha tuong ung vai két qua trén
chup CLVT truéc md. Tuy nhién, chi mot phan nho trong s nay gay
hep, tic c6 y nghia dong mau 1én ndo, vé6i chi 3,8% c6 tic DM canh
chung bén phai, phu hop véi nhan xét cua tac gia Deck (2010) véi ti
I& 16c vao cac DM canh trong LDMC loai A 1a 15 - 41% va hau hét
trong sb nay khéng c6 biéu hién triéu chirng than kinh khu trd.

4.2. Pic diém phiu thuat
4.2.1. Lua chon Vi tri dit ong dong mach cho tudn hodn ngodi co thé.

86,4% THNCT duoc dit éng DM tai DM nach. ESC (2014)
khuyén céo (loai 11a) lya chon DM néch 12 vi tri dat 6ng dau tién cho
THNCT trong phau thuat LDMC loai A cap.

4.2.2. Ha than nhigt, ngang tudn hoan va twéi méau néo chen loc

Dé giai quyét mau thuan gitra mirc do ha than nhiét va mac do an
todn cac tang, van dé then chét 1a ndo bo. Tudi méu ndo sinh ly nht
(tudi méu chon loc xudi dong) va nging tuan hoan cac tang con lai &
muc d6 ha than nhiét vira 1a lua chon wu thé hién nay, véi khuyén céao
(loai I1a) caa ESC (2014). Trong nghién ciru nay, ti Ié tir vong & nhém
ngtmg tuan hoan - ha than nhiét > 28°C cao gip hon 3 lan nhém ngirng
tuan hoan - ha than nhiét < 28°. Nhu vay, ha than nhiét it nhat & muc
do vira cho phau thuat LBMC loai A c¢6 ngirng tuan hoan la can thiét,
vira dam bao an toan cic tang nhung ciing han ché duoc cac bién
ching rdi loan toan than do phai ha than nhiét qué thap.

Ngirng tuan hoan 1a mot yéu t6 nguy co anh huong rd rét tai ti I8
tir vong sau mé. Trong nghién ciu nay 33,3% ngirng tuan hoan vai ti
& tir vong ctia nhom nay Ién téi 28,6%, cao hon c6 ¥ nghia théng ké
s0 v6i nhém khong ngung tuan hoan (chi 1a 11,3%). Vi vay, ching
t6i khdng ap dung phwong phap nging tuan hoan cho moi bénh nhan,
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ma chi cho nhiing trudng hop 6 chi dinh thay 1 phan quai hozc toan
bo quai DMC, hoidc thay PMC 1én véi ki thuat “miéng nbi xa mo™.
4.2.3. Phdu thugt thay @png mach ch Ién.

Pay 1a phau thuat it xan lan nhat va thoi gian ngan nhat trong diéu
tri LDMC loai A. Chinh vi vay, mac du khong loai bo dugc ti da ton
thuong 16c, ki thuat thay DMC 1én don thuan hién nay van dugc &p
dung phé bién nhat cho phiu thuat LBDMC loai A, véi 58% trong
tong s6 1148 bénh nhan & 7 trung tdm tai ltalia (Russo (2015)).
Trong nghién ciru nay, ti 1& bénh nhan dugc thay PMC 1én don thuan
la 49,4%.

4.2.4. Phdu thugt thay quai déng mach chii

Pay 1a phuong phép triét dé nhat loai bo thuong ton 16c DMC,
qua d6 cai thién nguy co phau thuat lai muon. Tuy nhién phau thuat
thay quai PMC doi hoi ha than nhiét, ngirng tuan hoan, tudi mau nao
chon loc va ndi lai cac DM canh. Do d6 day 1a phau thuat c6 nguy co
cao: thoi gian phau thuat kéo dai, nhiéu réi loan toan than, chay mau
sau md, bién chung ndo, qua d6 lam ting ti Ié tar vong. Trong nghién
ctru cua chdng toi, so voi nhém thay DPMC 18én va nhom thay gbc
PMC, mic du sy khéc biét khong c6 ¥ nghia théng k&, nhém bénh
nhan dugc thay quai c0 ti 1€ tir vong cao hon (28,6% so vai 12,5% va
18,5%), ti 1¢ bién chiing ndo cao hon (35,7% so vdi 27,5% va 11,1%.
ESC (2014) ciing nhan manh phiu thuat thay quai DPMC ¢ ti Ié tir
vong va bién chtg ndo cao hon. Trong nghién ciu cua ching toi, ti
Ié bénh nhan duoc phau thuat thay toan bo quai 12 8,7%.

4.2.5. Phdu thugt can thiép goc dpng mach chii

Da phan 16c DMC loai A cé thuong ton hd van PMC mirc do
nhe dén vira do sa cAc mép van trong qud trinh 16c géc PMC, véi
hinh thai binh thuong cia cac 14 van. Do d6, khau treo c¢b dinh mép
van don thuan kém thay thé DMC Ién Ia can thiép thuong dugc sir
dung nhét. Tac gia Bavaria (2001) st dung ki thuat ndy cho 78%
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cua 104 truong hop dugc phau thuat. Trong nghién ctu nay, ti Ié
khau treo mép van don thuan 1 35,4%.

Phau thuat tao hinh géc PMC (David hodc Yacoub) dugc chi dinh
khi 6 ton thuong 16¢ hoic bénh ly cua gbc BPMC. Tuy nhién, day la
cac phau thuat phuc tap, doi hoi kinh nghiém va thoi gian phau thuat
kéo dai nén it dwoc ap dung trong phiu thuat LBMC loai A, vbn
dugc thuc hién chu yéu trong diéu kién cap ctu, tinh trang bénh nhan
nang né va nguy co phau thuat I16n, dic biét vai nhitng bénh nhan I6n
tudi. Chinh vi thé trong nghién ciru cia Russo (2015) trén 1148 bénh
nhan LDMC loai A cép, chi co6 1,2% duoc thyc hién phiu thuat
David. Trong nghién ctiu caa ching t6i, c6 5 truong hop duoc phau
thuat stra chira, tao hinh gbc BPMC (chiém 6,2%), trong d6 c6 4 phau
thuat Yacoub, 1 phau thuat David.

4.2.6. Phdu thugt can thigp dgng mach vanh

Kawahito (2003) nghién ctru trén 196 bénh nhan LBMC loai A,
¢6 12 trudng hop ton thwong DMV phai tién hanh can thiép phau
thuat (chiém 6,1%). Trong d6 tuyét dai da s cac trudng hop (11/12)
duogc tién hanh phau thuat bac cau chu vanh, véi 8/12 1a thyuc hién
cau ndi cho DMV phai. Tac gia khdng st dung phuong phap sira
chira lai PMV do thay DMV mun nét, dé ton thuong. Trong nghién
cau ndy, ti 1€ thuc hién cac can thi¢p PMV la 13,6%, trong d6 6,2%
thuc hién sira chira truc tiép hoic sira chita bing mang tim va 7,4%
thuc hién bic ciu DMV bang tinh mach hién. Tat ca cac trudng hop
bac cau déu thuc hién véi DMV phai.

4.3. Két qua sau phiu thuat
4.3.1. Két qud sém

- Ti 1é tar vong sém va nguyén nhan: Nghién ctu cua tac gia Pape
(2015) trong khoang thoi gian 18 nam (1995 - 2013) vai 2952 bénh
nhén, ti 1é tir vong sém 1a 19,7%. Ti 1¢é nay dugc cai thién theo thoi
gian, tir 25% & giai doan dau, t6i giai doan gan ddy nhit 1a 18,4%.
Trong nghién ctu cua chang toi, ti 1€ tir vong sém tai vién la 17,3%
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(14 bénh nhan) va ti 1é tir vong sau mo 1 thang 1a 16,0% (13 bénh
nhan). Nguyén nhan cua tir vong: suy da tang, l6c tién trién (5),
nhiém trang trung that - viém xuong wc (4), suy tim (4), v phong
PMC xubng (1)

- M6 lai sém va nguyén nhan: Nghién cau caa ching ti c6 10 bénh
nhan mé lai som, chiém 12,3% vai 11 phau thuat. Nguyén nhan: chay
mau (3), thiéu méau tang 6 bung - chi duéi (3), nhidm triing trung thét,
viém xuong tc (5). C6 1 bénh nhan phai mo lai 2 lan va 2/3 chay
méau mo lai c6 nguyén nhan rdi loan dong mau do ding chong dong
litu cao cho THNCT (ECMO). Con theo nghién ctu coa tac gia
Trimarchi (2005) trén 526 bénh nhan tir IRAD ¢6 12,8% mb lai.

4.3.2. Két qud theo dbi sau ra vién

- T vong: Trong nghién citu ¢6 3 bénh nhan tir vong sau khi ra
vién, dat ti 18 séng sau 1 niam 13 80,2% va sau 3 nim 1a 79,0%. Két
gua nay tuong duwong véi nghién ciu caa Crawford (2010) véi 79,0
% sau 1 nam va 66,0% sau 5 nam va cua Geirsson (2007) la 80,0%
sau 1 nam va 63% sau 5 niam. C4c bénh nhan tir vong 1a do bién
ching ciia van tim co hoc (réi loan doéng mau - 2 truong hop) va
THA (tai bién mach néo - 1 truong hop).

- Phau thuat thi hai: Chi ¢ 1 bénh nhan phau thuat thi hai ¢ thoi
diém 24 thang sau mé vi phong I6n DMC xudng. Theo khuyén céo
muc | caa ESC (2014): phau thuat hoic can thiép dat gia d& co phu
dugc chi dinh cho nhitng bénh nhan LBDMC xudng c¢6 duong kinh
PMC 16n hon 60mm, téc d6 ting duong kinh trén 10mm/nam.

- Tién trién 1ong gia cac doan PMC bj 16¢ chua duoc can thiép
phu thudc vao céc thé 16c PMC. Thé MTTT c6 ti Ié thoai trién long
gia cao, dén 48% bién mat hoan toan long gia, tra lai cAu trdc binh
thuong cia BPMC, do do6 kich thuéc DPMC tang cham hon so vdi
nhitng bénh nhan van con 1ong gia - Iong that (Nishigami - 2000).
Trong nghién cau nay, ti 1& giam kich thudc - thodi trién long gia
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doan PMC xudng cua thé MTTT 1a 94,1%, trong khi thé kinh dién c6
mic do huyét khdi hda long gia chi 1a 12 39,4%.

- Tién trién géc DMC: Trong nghién ciu cta ching toi, trude
phau thuat ¢ 39,8% hd van PMC mtrc d6 vira - nhiéu. Theo dai sau
ra vién ti 1€ khéng hd hoac hé nhe 1a 96,4% nam, ti 1€ hé van DPMC
vira 1a 3,6% va khong c6 trudng hop ndo hé nhiéu, nang. Tac gia
Hysi (2015) nghién ctru trén 226 bénh nhan, sau 10 nidm, phau thuat
thay PMC 1én c6 ti I¢ phau thuat thi hai cao hon so véi nhitng bénh
nhan duoc phiu thuat thay thé géc PMC. Con véi nhitng bénh nhan
c6 kiéu hinh Marfan, néu phau thuat thay DPMC ma khong thay/ sira
gdc BDMC thi ti Ié mé thi hai gbc DMC 1én ti 40% (Rylski - 2014).

KET LUAN

1. Pic diém 1am sang, cin 1am sang va thwong ton giai phiu 16c
dong mach chi loai A cép tinh.

- Bénh LDMC loai A cap tinh c¢6 nhiéu bién chiing ning:
62,9% tran mau khoang mang tim, 3,7% chén ép tim cap, dan luu
mang tim trudc phau thuat.

- 6,2% biéu hién séc tim do chén ép tim va thiéu mau co tim
cap. 3 truong hop phai the may, trong d6 1 trudng hop phai cap
ciru ngirng tuan hoan. Nhiing truong hop nhdi mau co tim c6 EF
dudi 40%.

- 18,1% h¢d van BDMC nhiéu, trong d6 1 trudng hop phu phoi
cap, phai mé khi quan cap ciru truge khi phau thuat.

- Pa s6 thé giai phiu 1a 16c dong mach chu kinh dién (77,8%),
thé MTTT chiém 22,2%.

- 4,9% thuong tén giai phiu gisi han & BMC 1én (loai Il De
Bakey) trong khi 95,1% con lai ton thuong & ca PMC nguc va
bung (loai | De Bakey)
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2. Két qua caa phiu thuat diéu tri 16c ddng mach chii loai A cép tinh

- THNCT duoc thiét 1ap chi véi ng PM tai DM nach chiém
86,4%, DM dui chiém 13,6%.

- Thay DPMC 1én dugc thuc hién nhiéu nhat (gan 50%), véi thoi
gian THNCT va thoi gian cap PMC thap hon cac phau thuat khéc.

- 13,6% ton thwong ning DMV can phai can thiép, hay giap hon &
DMV phai (10/11 bénh nhan). T4t ca cac trudng hop bic ciu BPMV
déu sir dung tinh mach hién.

- Thoi gian theo ddi trung binh 1a 27,6 + 12,2 (12 - 51) (thang). Ti
I& bénh nhan song toi thoi diém hoan thanh nghién cau 1a 79,0% (14
bénh nhan tir vong tai vién va 3 bénh nhan tir vong muon). Nguyén
nhan chinh cua tr vong tai vién 1a 16c tién trién & cac doan dong
mach chu chua can thiép gay suy da tang (5/14 truong hop). Khéng
¢6 bénh nhan nao tir vong do chay mau sau mé.

- 12,3% mb lai s6m véi nguyén nhan nhiéu nhat 1a nhiém tring
trung that - viém xwong wc. 2/3 bénh nhan mé lai vi chay mau trong
qua trinh sir dung ECMO hd tro, sir dung chéng déng lidu rat cao.

- Bién ching hay gdp nhat sau mé 1a suy than va cac réi loan than
kinh, chu yéu 1a céc rdi loan than kinh tam thoi, chi 2,5% tai bién
mach nao.

- 3 bénh nhén tir vong muon do céc nguyén nhan khéng lién quan
truc tiép t6i cac thuong ton 16¢. Chi ¢6 1 bénh nhan can mé lai trong
thoi gian theo di do phong PMC xudng.

- Sau md c6 su cai thién rd rét vé mac do hd van BPMC, huyét
khdi hoa va thoai trién long gia. Gidn phong PMC xudng sau phau
thuat lién quan chat ché véi kiéu hinh Marfan va huyét khéi hda long
gia. LBMC thé MTTT va phau thuat tao hinh géc BMC lam giam
muc do tang kich thuéc BMC.

- Sau phau thuat, LBDMC c6 thé thodi trién long gia hoan toan,
DMC c6 hinh thai nhu binh thuong. Sy thodi trién nay thuong gap ¢
thé MTTT hon thé kinh dién.
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KIEN NGHI

- LDMC loai A Stanford cép tinh 1 bénh ly téi cip ctu, can duoc
chan doan xac dinh ciing nhu phiu thuat cang sém thi cang giam
dugc ti 1€ tir vong tang theo gio cua bénh.

- Ngoai kham 1am sang, cac bién phép quan trong dé chan doan
xac dinh bénh nay 1a chup CLVT 16ng nguc, 6 bung va siéu am tim.
Hai bién phap nay ngoai kha niang chan doan chinh xac bénh, con
phan loai LDMC theo Stanford thanh loai A va loai B, tir d6 tao co
s dé du kién cac phuong phap diéu tri n6i chung va phau thuat noi
riéng cho loai A. Cac co s& khdng c¢d chup CLVT c6 thé sir dung
chup cong huong tir dé thay thé.

- C6 su khac biét dang ké cua ton thuong trong md vai cac bién
phap chan doan truéc mé vé cac tidu chi quan trong 1a 16 vao ¢ PMC
1én va quai PMC, ton thuong hé thdng mach nudi ndo va hé thng
PMV. Do d6 bat buoc phai c6 sy danh gia chinh xac, ti mi ton
thuong trong mo cua toan b tir gdc dén quai PMC, trong d6 can
phai ngirng tuan hoan dé danh gia quai PMC.

- Trong truong hop chén ép tim cap tinh do LDMC loai A Stanford
ma khong thé phau thuat ngay, choc hit khoang mang tim duéi SA hoic
dan luu duong Marfan 12 can thiét dé cau sng bénh nhan.

- Trong nhiéu truong hop LBMC loai A Stanford cip tinh, 4p dung
phau thuat don gian nhat 1a thay DMC 1én két hop vé6i khau treo mép
van DMC c¢6 thé 1am giam nguy co tir vong va bién chiing sau mé.

- Ap dung dit dng DM tai vi tri DM nach két hop véi ngung tuan
hoan, tuéi mau ndo chon loc xudi dong va ha than nhiét nhe-vira la
an toan cho phau thuat LDMC loai A Stanford cap tinh.
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INTRODUCTION

1. Background

Acute type A aortic dissections (AAAD) are a life threatening
condition requiring immediate surgical intervention to avoid aortic
rupture or pericardial tamponade. AAAD has a mortality of 50%
within the first 48 hours and 90% within 30 days if not operated.
Perioperative mortality maybe reduce to under 10% if intervention is
performed immediately with improvements in surgical and
anaesthetic techniques.

2. Urgent nature of the study

Surgery treament for AAAD has been done in Vietnam for
decades. In this early period, despite improvements in surgical and
anaesthetic techniques, perioperative mortality remain high to 30%.
Now, this operation can ben done routinely like all of other
emergencies. However, AAAD surgery is the most complex and
severe technique in cardiovascular conditions because of emergent
scenarios, teamwork combination: surgery, anaethesia-reanimation
and perfusion of cardiopulmonary bypass (CPB).

Somes reports for surgical results of thoracic aortic pathology has
been publised in Vietham, but but there is no document to focus on
AAAD itself.

This study try to provide an overall view about AAAD surgery to
improve techniques and reduce the mortality comparable to other big
open heart centers in the world.



3. Objectives
The study <“Research the pathologic characteristics and

surgical results of acute type A aortic dissection in Vietduc

hospital » was carried out with the following objectives:

1. Descriptions of clinical, paraclinical and pathologic
characteristics of acute type A aortic dissection in Vietduc
hospital.

2. Descriptions of surgical results of acute type A aortic dissection
in Vietduc hospital.

4. New contributions from the thesis
- This study is the first overview of acute type A aortic dissection

in Vietnam.

- Computerized tomography and echocardiography are the most
important imaging techniques for diagnosis acute type A aortic
dissection.

- Surgery in acute type A aortic dissection must performed as soon
as possible. Early and mid-term (3 years) survival in this study are
similar with many reports in the world.

- Early and mid-term in the intramural hematoma are better the
classic dissection.

5. Thesis outline

This thesis including 127 pages, 4 chapter:

Chapter 1. Overview 41 pages
Chapter 2. Materials and method 13 pages
Chapter 3. Results 25 pages
Chapter 4. Discussion 45 pages
Conclusion and petition 3 pages

It consists of 31 tables, 9 charts, 50 diagram and figures, 132
references.
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Chapter 1: OVERVIEW

1.1. Arterial wall anatomy and aortic dissection pathogenesis
1.1.1. Arterial wall anatomy

The arterial wall consists of organized connective tissue
composed of cells and matrix fibers arranged in three tunicae: the
intima, the media, and the adventitia. The pathology associated with
aortic dissection (AD) was termed medial degeneration, is
characterized by disruption and loss of elastic fibers and increased
deposition of proteoglycans. Hemorrhage of the vasa vasorum
located within the medial layer of the aorta may lead to AD without
entrance tears.
1.1.2. Aortic dissection pathogenesis

AD is defined as disruption of the media layer of the aorta with
bleeding within and along the wall of the aorta resulting in separation
of the layers of the aorta. In the majority of patients (90%), an intimal
tears is present that results in tracking of the blood in a dissection
plane within the media. In approximately 10% to 20% of patients,
arises from hemorrhage of the vasa vasorum located within the
medial layer of the aorta without intimal tears.
1.2. Aortic dissection classification
1.2.1. DeBakey classification

Type |: Dissection originates in the ascending aorta and
propagates distally to include at least the aortic arch and typically the
descending aorta. Type IlI: Dissection originates in and is confined to
the ascending aorta. ype IlI: Dissection originates in the descending
aorta and propagates most often distally.
1.2.2. Stanford classification

Type A: All dissections involving the ascending aorta regardless
of the site of origin. Type B: All dissections that do not involve the
ascending aorta.



1.2.3. Svensson classification

I - Classic dissection with intimal tear. Il — Intramural hematoma
(IMH) without intimal tear.. Il - Intimal tear without medial
hematoma. IV - Penetrating atherosclerotic ulcer. V - latrogenic
(catheter angiography or intervention) dissection
1.3. Diagnosis acute type A aortic dissection
1.3.1. Clinical Presentation

Most patients experience sudden severe pain at the moment of
dissection. Malperfusion syndromes were defined according to
symptoms from each arterial system and required clinical evidence of
lack of blood flow to defined organ system. That included: cerebral
malperfusion - stroke; cardiac malperfusion - ECG changes, CK or
troponin  elevation - myocardial dysfunction; iliofemoral
malperfusion, loss of pulses, sensory, or motor function;
renamalperfusion - creatinine elevation, lack of urine output; innominate
malperfusion - loss of pulses, sensory, or motor function; spinal
malperfusion - paraplegia; mesenteric malperfusion - abdominal
tenderness, bowel ischemia, elevation of liver function tests.

1.3.2. Imaging Modalities

- Chest X-Ray: chest x-ray is inadequately sensitive to definitively
exclude the presence of AD.

- Computerized tomography (CT): The classic feature of AD is a
partition between the true and false channels; such a partition, which
is formed by the intimal flap. Secondary findings include internal
displacement of intimal calcifications or a hyperattenuating intima;
delayed enhancement of the false lumen; widening of the aorta; and
mediastinal, pleural, or pericardial hematoma. For IMH, unenhanced
CT shows a cuff or crescent of high attenuation and displacement of
intimal calcifications. On enhanced CT scans, a smooth region of low
attenuation can be seen.
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- Echocardiography: The key finding images is the intimal flap
sep- arating true and false lumen. Aortic valve prolapse and aortic
inssufficiency (Al), aortic root dilatation, hemopericardium are
frequent findings and easily detected by echocardiography.

1.4. Management of acute type A aortic dissection
1.4.1. Medical management

Surgery is the treatment of choice for AAAD. Whether or not the
patient undergoes any intervention, medical therapy to control pain
and the haemodynamic state is essential. Initial management of
thoracic AD should be directed at decreasing aortic wall stress by
controlling heart rate and blood pressure by intravenous beta
blockade. Reasonable initial targets are a heart rate less than 60 bpm
and a systolic blood pressure between 100 and 120 mm Hg.

1.4.2. Surgical management

- The axillary artery should be considered as first choice for
cannulation for surgery of the aortic arch and in AD because of
benefits on antegrade flow in CPB and cerebral perfusion while
circulatory arrest. The femoral artery cannulation is more feasibility
and quickly but oncomitant periph- eral vascular disease, the risk of
retrograde emboliza- tion, and extension of the AD into the femoral
artery may make this approach undesirable.

- Total deep hypothermic circulatory arrest may lead directly to
cellular damage due to very low temperature, coagulative disorders.
With a brain temperature below 20°C, blood circulation can be safely
stopped for 30 to 40 minutes, so not enough for complex operations.
Mile to moderate hypothermic circulatory arrest with continous use
of antegrade cerebral perfusion is safety, even in prolonged periods
(> 60 minutes) of circulatory arrest.

- AAAD remains a life- threatening disease. First-line therapy
usually comprises emergency surgery aiming at preserving life with
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the lowest perioperative risk profile possible. Therefore, ascending
aortic replacement constitutes the most common surgical procedure
for AAAD. This operation is indicated for aortic arch without intimal
tear and aneurysm, nonectatic aortic root and normal coronary
orifices. The dissecting segment of the ascending aorta is excised and
replaced with a tube graft. The prolapse aortic valve commisures are
resuspended with double pledgeted mat- tress sutures. This procedure
is performed with distal ascending aortic clamp or “open technique”
without clamp under moderate hypothermic circulatory arrest and
antegrade cerebral perfusion.

- In patients with severe disruption of the si- nus of Valsalva and
with an aortic sinus diameter greater than 50 mm or severe Al, more
extensive surgery with aortic root replacement (Bentall procedure) is
warranted. In this operation, replacement of the ascending aorta and
valve should be performed using a composite valve graft.

- Aortic valve sparing operations were developed to preserve the
aortic valve in patients with aortic root aneurysm with or without Al
and in patients with ascending aortic aneurysm and Al secondary to
dilation of the sinotubular junction, or severe disruption of the sinus
of Valsalva or coronary ostia. In these instances the cusps have to be
reasonably normal. There are 2 most common techniques: (1)
“remodeling of the aortic valve annulus” by Yacoub whereby the
aortic sinuses were excised and replaced with tailored tubular Dacron
graft with three neo-aortic sinuses. (2) “reimplantation of the aortic
valve” by David whereby replacement of one, two, or three aort- ic
sinuses with a tailored tubular Dacron graft to reimplan- tation of the
aortic valve into a cylindrical Dacron graft. Aortic valve sparing
operations are complex operative pro- cedures and require long
cardiopulmonary bypass and aortic clamping times, which often
increase the risk of post-pump coagulopathy. Thereby, this technique
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is more appropriate for stable and younger patients.

- If the inner layer of the aorta is disrupted over the entire length
of the aortic arch or if the arch has ruptured or is aneurysmal,
replacing the entire arch is indicated. Some indicates this technique
systematically for all of patients type | DeBakey for longterm
outcomes because of improve dissected distal aorta with “elephant
trunk” technique on descending aorta.

- Within the last decade, endovascular stent-graft devices have
been widely adopted to treat thoracic aortic disease. Novel hybrid
strategies combining the use of these devices with conventional open
surgery show promise to simplify more extensive aortic repair at the
time of acute dissection. This approach based on principle of “frozen
elephant technique”. However, it need modern interventional device
and expensive hybrid operative room.

- Endovascular stent grafts are not approved for AD involving the
ascending aorta or aortic arch.

Chapter 2: MATERIALS AND METHODS

2.1. Patients

All of patients with definitive diagnosis AAAD who have been
operated in Vietduc hospital from 1/2012 to 4/2015.
2.1.1. Exclusion criteria

All of patients with definitive diagnosis AAAD who have been
operated with cardiopulmonary bypass and the has full medical
profile.
2.1.2. Inclusion criteria

Patients with definitive diagnosis chronic type A aortic disseciton,
or medical management, or no full medical profile.
2.2. Statistical analysis

Prospective study with minimum sample is 61.



2.3. Variables
2.3.1. Clinical and paraclinical variables

- Epidermiologic variables

- Preoperative clinical variables

- Initial management: medical management - preoperative
emergency

- Echocardiography: hemopericardium, EF, degree of Al,
dissected injuries of coronary artery, dissection and occlusion of
aortic arch branches.

- CT: hemopericardium, diameters of aortic root, ascending aorta,
aortic arch, descending aorta, thrombose in false lumen, dissection
and occlusion of aortic arch branches, cerebral ischemia, cerebral
hemorrage, dissection of visceral arteries, visceral ischemia and more
detail sub-type A dissection with DeBakey and Svensson
classification.

2.3.2. Surgical variables

- CPB variables: CPB time, aortic clamp time, circulatory arrest
time, selective cerebral perfusion time, arterial cannulation (axillary
versus femoral artery), degree of hypothermia.

- Intraoperative pathologic injuries: hemopericardium, entrance
tears, thrombosed false lumen, dissected carotid artery, injury of
coronary ostia, prolapse of aortic cusp and commisure.

- Operative technique: ascending replacement, commisural
resuspension, Bentall operation, Aortic valve sparing operations
(‘Yacoub, David), partial and total arch replacement.

- Tecnique for coronary injuries: plasty or coronary artery bypass
grafting.

2.3.3. Post-operative follow up

- Early results: mechanical ventilation time, hospital stay time,

complications: heart faillure, renal faillure, neurological complication
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(temporal, cerebral vascular incidence), Al. Mortality and cause of
death, reoperation and cause. Analysis of relationship between early
results with: age, AD types, hypothermia, arterial cannulation,
selective cerebral perfusion, segment of aortic replacement.

- Mid-term follow up results: mortality and cause of death,
reoperation and cause, hypertension, neurological complication,
ECG. Echocardiography: EF, diameters of cardiac chambers, aortic
valve. CT: progressive of dissected aorta: diameter, patent false
lumen: thrombosed and regression. Analysis these factors in different
conditions: preoperation and postoperation, methods of operation and
types of AD.

Chapter 3: RESULTS
3.1. Clinical, paraclinical and pathologic characteristics
3.1.1. Clinical prsentation

- 81 patients, male/female: 2,3/1, age: 51,7 + 11,4

- History: hypertension is most common (approximately 50%), 3
ADs, 3 aneurysm, 2 open heart surgeries.

- 2 most clinical common findings are chest pain and
hypertention. 5 cardiogenic shock due to cardiac tamponade and
acute myocardial infarction.

3.1.2. Paraclinical and pathologic characteristics

- Echocardiography and CT are the initial imaging modalites for
definitive diagnosis AAAD, except 1 with magnetic resonance
imaging before Vietduc hospital.

- Echocardiographic pathologic characteristics:
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Table 1: Echocardiographic pathologic characteristics

Variables N % (n=81)
Hemopericardium 36 449
Intimal tear in ascending aorta 45 55,6
Intimal tear in arch 21 25,9
Moderate Al 17 21,7
Severe Al 15 18,1
Dissected arch branches 47 57,8
Dissected coronary artery 12 15,2
Pathologic aortic cusp 3 3,6
EF < 50% 5 6,2

Note: 44,9% mild or moderate hemopericardium. 39,8 moderate and
severe Al due to prolapse commissure.
- CT pathologic characteristics:

Table 2: CT pathologic characteristics

Variables n % (n = 80)
Hemopericardium 33 41,2
Intimal tear in ascending aorta 51 63,8
Intimal tear in arch 24 30,0
Aortic root ectasia 25 31,3
Arch aneurysm 3 3,8
Pleural effusion 11 13,8
Dissected arch branches 53 66,3
Right carotid occlusion 3 3,8
Cerebral ischemia 2 2,5
Uniteral renal ischemia 5 6,4

Thrombosed false lumen 27 33,8
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Note: More than half of patients (54/81) dissected arch branches,
however 3 carotid occlusion. 41,2% hemopericardium.

- De Bakey classification: 95,1% of type | and 4,9% of type II.

- Svensson classification:

Among 5 classes of

Svensson classification, this

study has 2 classes: class 1 -

classic dissection (77,8%)

and class 2: IMH (22,2%) 63

18

Classic IMH

Figure 1: Svensson classification

3.1.3. Preoperative management

- Medical management: Most of patients have been treated with
intravenous morphin and betalockade combined with nicardipin. A
small number must be indicated inotropic agent because of
cardiogenic shock and temponade.

- Firs aid management:

Table 3: Firs aid management

Firs aid n % (n =81)
Pericardial drainage 3 3,7
Mechanical ventilation 3 3,7
Tracheostomy 1 1,2
Circulatory arrest emergency 1 1,2

Note: 3 preoperative pericardial drainages via via pericardiocentesis or
surgical pericardiotomy (Marfan’s technique) in which 1 circulatory
arrest emergency.
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3.2. Surgical technique characteristics

6

= axillary artery
= femoral artery

Figure 2: Arterial cannulation

- General variables: CPB time: 187 + 67 (minutes), aortic clamp time:
135 + 52 (minutes), selective cerebral perfusion time: 47 + 29 (minutes),
circulatory arrest time: 42 + 21 (minutes).

- Arterial cannulation: majority of axillary cannulation (86,4%).
13,6% of femoral cannulation.

- Techniques for cerebral and visceral protection.

+ Degree of hypothermia: normothermia 16,1%; mild
hypothermia:  61,7%; moderate hypothermia: 12,3%; deep
hypothermia: 9,9%.

+ Circulatory arrest and selective cerebral perfusion: 33,3%.

- Pathologic characteristics:

Table 4: Pathologic characteristics

Variables n % (n=81)
Hemopericardium 51 62,9
Thrombosed false lumen 61 75,3
Entrance tear in ascending aorta 38 46,9
Entrance tear in arch 16 19,8
No entrance tear (in ascending 7 333
aorta and arch)

Dissected arch branches 56 69,1
Dissected coronary artery 54 66,7
Aaortic root > 50mm 25 30,9
Aortic prolapse 49 60,5

Pathologic cusp 4 4,9
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Note: 66,7% entrance tear in ascending aorta or aortic arch. The
remaining cases (33,3%) has no entrance tears include IMH or
retrograde classic dissection from descending or abdominal aorta. Al due
to dissected commissural prolapse with normal morphologic cusps.
- Segement of aorta and surgical technigues
Table 5: Segement of aorta and surgical techniques

Segement . . Total
Surgical techniques n (%)
of aorta (%)
Ascendin replacement +commissural| 40
Ascending g P (
resuspension or not) (49,4%)
Ascendin replacement
g T 3 (3,7%)
coronary ostial plasty
Ascending | Ascendin replacement  + 27
: g replacemt 5 (6,2%)
+ Root | Yacoub or David operation (33,3%)

Ascending  replacement

. 19 (23,5%)
Bentall operation

Ascending  replacement  +

. 7 (8,6%
partial arch replacement (8,6%)
Ascending |Ascending replacement + total 14
g grep 5 (6,2%)
+ Arch |arch replacement (17,3%)
Ascendin + partial arch
g P 2 (2,5%)

replacement + aortic root

Note: About half of patients (49,4%) ascending replacement. 2,5% of
most complex operation: ascending replament combination of aortic
root and arch intervention.

- Relationship between segment of interventional aorta and CPB
time, aortic clamp time: CPB time ((149 + 40 minutes), aortic clamp
time (107 + 31 minutes) in ascending replacement lower than aortic
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root (215 £+ 61 minutes; 163 + 53 minutes) and arch interventions
(240 + 79 phat; 164 + 55 phat).

- Techniques of coronary repair: 13,6% of severe coronary artery
injuries due to intimal disruption or occlusion by disseted and most
of these cases locate in right coronary artery (10/11 cases). The
technique of repair depends on the type and the extent of the lesion
and on which coronary artery is involved. In the absence of
intussusception, the coronary artery is incised longitudinally and
patch repair is performed. In the pres- ence of extensive distal
dissection, coronary bypass grafting is the only alternative to ostial
reconstruction. Saphenous vein grafts are used, because thoracic
artery bypass in emer- gency surgery for acute AD is not advisable.

- Relationship between age, type of AD and segment of
interventional aorta: ascending replacement in group > 60 years
(68,2%) is higher than in group <60 years (42,7%), p = 0,017.
Ascending replacement in group IMH (70,6%) is higher than in
group classic dissection (43,8%), p = 0,026.

3.3. Postoperative results
3.3.1. Early results

- General results: mechanical ventilation: 8,9 + 10,8 (days),
hospital stay: 23,4 + 17,1 (day), renal faillure: 53,1%, neurological
complication: 23,5% (21,5% temporal complication and 2,5%
cerebral hemorrhage).

- In hospital mortality: 14 cases (17,3%). Cause of death:
polyorganic faillure - progressive dissection (5), sterno-mediastinitis
(4), heart faillure (4), rupture of descending aneurysm (1).

- Reopertation: 10 cases (12,3%). Cause of reoperation: bleeding
(3), visceral - lower limb ischemia (3), sterno-mediastinitis (5). One
patient has tiwce reinterventions due to coagulative disorder with
high dose heparin for CPB (ECMO).
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- Hospital stay, mechanical ventilation, mortality, renal faillure
and neurological complication in group > 60 years are higher than in
group < 60 years.

- mortality and neurological complication in group arch
replacement is higher than in group ascending replacement and in
group aortic root intervention.

- No difference on mortality, complications, hospital stay and
mechanial ventilation between group normo - mild hypothermia and
group moderate - deep hypothermia. Under circulatory arrest
condition, mortality of group normo - mild hypothermia (50,0%) is
higher than in group moderate - deep hypothermia (13,3%), p =0,038.
- mortality of group circulatory arrest (28,6%) is higher than in group
no circulatory arrest (11,3%), p = 0,04.

- Mortality and visceral - lower limb complication (1,4%) in group
axillary cannulation (15,7%) is lower than in group femoral
cannulation (27,3% and 36,4%), p < 0,001.

- mortality and mechanical ventilation in group selective cerebral
perfusion is higher than in group no selective cerebral perfusion.
3.3.2. Mid-term follow up results

- Mid-term follow up is 27,6 =+ 12,2 (12 - 51) (months). 64
survival patients at the end of study and 62 cases are full follow up
(96,8%) and more detail on time: 100% at 6 months, 95,3% at 1 year,
94,3% at 2 years and 92,5% at 3 years.

- Late death: 2 cases due to coagulative disorder with mechanical
valse, 1 case due to cerebral vascular accident with hypertensive onset.

- Late reoperation: 1 descending replacement due to dissecting
descending aorta at 2 years postoperation, when 67mm of aortic
diameter.

- Survival rate on Kaplan Meier is 79,0%.

- Thrombose and regression of false lumen:
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Figure 3:Thrombose and regression of false lumen
Note: Thrombose and regression of false lumen increasing with time
in all of segments of not interventional aorta.

- Aortic valve sparing operations (David and Yacoub) decrease
size of aortic root.

- 96,4% mild or not aortic inssuficiency, 3,6% moderate and no
severe aortic inssuficiency.

- 95,5% aortic diameter < 50mm. 3 cases (4,5%) aortic diameter >
50mm, in whom 1 early death, 1 late reoperation with descending
replacement.

- Thrombose and regression of false lumen in group IMH are
higher than in group classical dissection, p < 0,05.

- Enlargement of descending aorta in group classic dissection is
faster than in group IMH, p < 0,05.
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Chapter 4: DISCUSSION

4.1. Clinical, paraclinical and pathologic characteristics
4.1.1. Epidermyology

Age and sex are similar other studies (70% male and mean age: 51,7).
4.1.2. History

46,9% hypertension lower than itself finding at time of admission
(59,2%) because of occasional antihypertensive treatment. 3,7% AD.
Ziganshin (2014): 1,7% type B AD progress to retrograde AAAD.

4.1.3. Clinical presentation

3 cases of pericardial drainage due to tamponade and not to able
to performe immediately operation for AAAD. Hayasi (2012): 23,6%
temponade, in which 41,8% need to preoperative pericardial
drainage. 2 cases of diagnosis of acute coronary syndrome before
Vietduc hospital. These cases has been undergone angiography.
Hirata (2010): Acute and chronic ECG changes were observed in
49.7% and 36.5% cases, respectively. ECG was normal only in
27.0% cases. ST elevation was observed in 8.2% cases and was
closely related to direct coronary involvement. ST depression and T
wave changes were observed in 34.0% and 21.4% cases, respectively.
Physicians taking care of patients with chest pain and acute ECG
changes should consider the possibility of AAD before performing
thrombolysis or percutaneous catheter intervention.

4.1.4. Medical management

Similar others: 67,9% intravenous morphin and 48,1%
intravenous beta blocker.

4.1.5. Imaging pathologic characteristics

- 96,3% transthoracic echocardiography. This method is for initial
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definitive diagnosis, even intraoperative. Use echocardiography and
CT, sensibility and specifilty reach to 100%. ESC (2014):
transthoracic cardiography is recommended as an initial imaging
investigation. On this imaging modality, 39,8% moderate - severe Al
and 2,6% pathologic cusps.

- CT is the most commonly used imaging technique for evaluation
of AAS, and for AD in particular, because of its speed, wide- spread
availability, and excellent sensitivity of 95% for AD. Sensitivity and
specificity for diagnosing arch vessel involvement are 93% and 98%,
respectively, with an overall accuracy of 96%. In this study, CT is
used for 80/81 cases. IRAD (2000): only 2% magnetic resonace
imaging for initial diagnosis AAAD.

- Based on CT, type A - Stanford dissecion is divided into subtype
with DeBakey or Svensson classificaiton. In this study, 22,2% of IMH
and 4,9% DeBakey type I, similar others in the world.

4.16. Compare pathologic findings intraoperatively and
preoperatively.

- Hemopericardium: intraoperative hemopericardium (62,9%) is
higher than preoperative echocardiography (44,9%) and CT (41,2%).
This difference is due to low sensitivity and specificity of these imaging
methods for a small amount of blood in pericardial cavity.

- Entrance tear: This finding is found in ascending (46,9%), arch
(19,8%), lower than in preoperative imaging, because of limitation of
echocardiography in arch and mobidity of heart is difficult for
tomography. Takami (2012): We can predict the primary entry site by
the preoperative CT findings in patients with type A AAD, considering
pericardial effusion, aortic diameter, widths of true and false lumens, and
false lumen thrombosis at different anatomic levels.
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- Dissected carotid artery: This intraoperative injury is similar
with preoperative CT with 69,1%, in wich only small of right carotid
occlusion. Deck (2010): Carotid dissection, frequently bilateral, may
be observed in as many as 15%-41%; however, signs of focal
cerebral ischemia do not develop in the majority of cases.

4.2. Surgical characteristics
4.2.1. Artertial cannulation

86,4% of axillary cannulation and only 13,6% of femoral
cannulation. ESC (2014): The axillary artery should be considered as
first choice for cannulation for surgery of the aortic arch and in AD.
4.2.2. Hypothermia, circulatory arrest and selective cerebral
perfusion

ESC (2014): Recommendations for class lla: Selective antegrade
cerebral perfusion should be considered in aortic arch surgery, to
reduce the risk of stroke and moderate (26 - 28°C) rather than deep
(20 - 22°C) hypothermia under extracorporeal circulation. In this
study, mortality in group hypothermia > 28°C is 3 times higher than
group < 28°C.

Circulatory arrest is risk factor for mortality. In this study 33,3%
circulatory arrest has mortality of 28,6% is significantly higher than
others (11,3%). So, this technique only apply for clear indications for
arch replacement or ascending replacement with “open technique”.
4.2.3. Ascending replacement

This is the most minimally invasive and short opertation for
AAAD. This operation does not remove maximum dissecting areas
but it is usually applied for AAAD, with 58% of 1148 patients in 7
italian centers (Russo - 2015). In this study, 49,4% ascending
replacement.
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4.2.4. Arch replacement

This technique eliminate maximum dissected aorta, therefore
improve long term reoperation. However, this approach require
circulatory arrest, hypothermia, selective cerebral perfusion and
carotid reimplantation with long CPB, aortic clamp time, more
coagulative disorder, bleeding and mortality. In this series, mortality
and neurologic complications in group arch replacement are higher
than in group ascending or aortic root interventions.

4.2.5. Aortic root interventions

Resuspend- ing detached commissures in 35,4% (Bavaria - 2001:
78%). Ascending aortic replacement constitutes the most common
surgical procedure for AAAD. This operation is indicated for aortic arch
without intimal tear and aneurysm, nonectatic aortic root and normal
coronary orifices. The dissecting segment of the ascending aorta is
excised and replaced with a tube graft. The prolapse aortic valve
commisures are resuspended with double pledgeted mat- tress sutures.

Aortic valve sparing operations were developed to preserve the
aortic valve in patients with aortic root aneurysm with or without Al
and in patients with ascending aortic aneurysm and Al secondary to
dilation of the sinotubular junction, or severe disruption of the sinus
of Valsalva or coronary ostia. Aortic valve sparing operations are
complex operative pro- cedures and require long cardiopulmonary
bypass and aortic clamping times, which often increase the risk of
post-pump coagulopathy. Thereby, this technique is more appropriate
for stable and younger patients. Russo (2015) only 1,2% David
operation in 1148 patients. In this study, 6,2% aortic valve sparing
operations.
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4.2.6. Techniques for coronary inuries

Techniques of coronary repair: 13,6% of severe coronary artery
injuries due to intimal disruption or occlusion by disseted and most
of these cases locate in right coronary artery (10/11 cases). The
technique of repair depends on the type and the extent of the lesion
and on which coronary artery is involved. In the absence of
intussusception, the coronary artery is incised longitudinally and
patch repair is performed. In the pres- ence of extensive distal
dissection, coronary bypass grafting is the only alternative to ostial
reconstruction. Saphenous vein grafts are used, because thoracic
artery bypass in emergency surgery for acute AD is not advisable.

4.3. Postoperative results
4.3.1. Early results

- Mortality and cause of death: Pape (2015): Data from 4,428
patients enrolled at 28 IRAD centers between 1995- 2013, the in-
hospital mortality rate of patients presenting with type A decreased
significantly from 25% to 18%. In this study, in hospital mortality is
17,3% and 30 days mortality is 16,0%. Cause of death: polyorganic
faillure, sterno-mediastitis, heart faillure and descending aneurysm
rupture.

- Reoperation: 10 cases (12,3%) with 11 operations. Cause of
reoperation: bleeding, visceral-lower limb ischemia, sterno-
mediastitis. In group of bleeding, the cause is coagulative disorder
due to hight dose heparin for CPB (ECMO). Trimarchi (2005):
surgical outcomes in 526 of 1032 patients enrolled in the
International Registry of Acute Aortic Dissection from 1996 through
2001, early reoperation is 12,8%.
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4.3.2. Follow up results

- Late mortality: 3 deaths over time: 1 year mortality: 80,2%, 3
years mortality 79,0%. These mortality are same with Crawford
(2010): 79,0% and 66,0%, respectively. Modes of death: coagulative
problem due to mechanical valve (2 cases) and cerebral vascular
accident due to acute hypertensive onset (1 case).

- Late reoperation: only 1 patient of descending replacement at 24
months after discharge, due to 67mm dissecting aneurysm. ESC
(2014): surgery should be considered in patients who have
descending aortic aneurysm with maximal diameter 60 mm, or
increase in aortic diameter >10mm/year

- Thrombosed and regression of false lumen: Nishigami (2000)
48% complete regression in group IMH, therefore increase in aortic
diameter may be slowly compared with patent false lumen. In this
sdudy, 94,1% regression of false lumen in group IMH, whereas
39,4% in group classic disseciton.

- Aortic root progression: 96,4% mild or not Al, only 3,6%
moderate and no one severe Al. Hysi (2015) data from 226 patients
between 1990 and 2010, suggests that complete aortic root
replacement in AAAD decreases the rate of late reoperation.

CONCLUSION

- Severe complications in AAAD: 69,2% hemopericardium, 3,7%
cardiac tamponade need the pericardiocentesis before surgery. 6,2%
cardiogenic shock due to cardiac tamponade and acute myocardial
infartion. Three cases of mechanical ventilation in which 1 need the
circulatory arrest emergency.
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- Histopathologic classification: 77,8% classic dissection, 22,2%
intramural hematoma, 4,9% type 1l DeBakey, 95,1% type | DeBakey.

- For cardiopulmonary bypass, axillary cannulation: 86,4% and
femoral cannulation: 23,6%.

- The most common operation is ascending replacement
(approximately 50%) with cardipulmonary bypass and aortic clamp
time less than others (aortic root or arch intervention).

- 13,6% coronary artery intervention, more common in the right
coronary artery (10 of 11 cases). All of these interventions are
coronary artery bypass grafting with saphenous vein.

- In hospital mortality is 17,3% and 3 years mortality is 79,0%.
No death due to bleeding. 3 late deaths due to mechanical valve and
arterial hypertension.

- Postopertative reoperation: 12,3%, the most common cause is
sterno-mediastinitis. 2 reoperations due to coagulative bleeding in
ECMO with hight dose heparine. 1 late reintervention for descending
replacement.

In the intramural hematoma, degree of aortic inssufficiency,
regression of false lumen are more common than the classic
dissection.

PETITION

- Acute type A aortic dissection is a life-threatening condition that
requires immediately definitive diagnosis and surgical treament to
reduce the extremely poor prognosis.

- Urgent and definitive imaging of the aorta using
echocardiography, computed tomographic imaging, or magnetic
resonance imaging is recommended to identify or exclude thoracic
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aortic dissection in patients at high risk for the disease by initial
screening.

- There are some differences on intraoperative findings compared
with preoperative imaging, therefore careful examination overall
proximal aorta, including arch under short time of circulatory arrest,
hypothermia is necessary.

- Preoperative pericardial drainage with control of volume is a
safe and effective procedure for acute type A aortic dissection
complicated by critical cardiac tamponade.

- In many instances, supracoronary ascending aortic replacement
constitutes the most common surgical procedure for acute type A
aortic dissection. A partially dissected aortic root may be repaired
with aortic valve resuspension.

- The axillary artery should be considered as first choice for
cannulation for surgery of the aortic arch and in aortic dissection.
Moderate hypothermia, selective antegrade cerebral perfusion should
be considered in acute type A aortic dissection surgery, to reduce the
risk of stroke and visceral complications.
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