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ABSTRACT

A case of isolated acute DeBakey II redissection which occurred in a postoperative survivor
who underwent an arch replacement for acute DeBakey IIIb dissection is reported. The opera-
tive findings revealed that there was an intimal tear above the left coronary cusp, that there
was a false lumen in the native ascending aorta, and that a residual false lumen caused by
the initial operation had not been detected. Redissection caused mainly by the operative proce-
dure, such as the failure to include the site of the intimal tear in the original repair and the
formation of a new dissection as a result of anastomotic failure, is frequently seen.

However, isolated redissection is a rare condition. In this paper we discuss classification,

diagnosis and treatment of redissection.
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Isolated redissection which actually consists of
a new aortic dissection in a different part of the
previously dissected aorta is extremely rare.
However, aortic redissection after surgical treat-
ment of an acute aortic dissection sometimes
develops years after surgical treatment and is
caused by the progression of a possible residual
false lumen or the medial degeneration of Mar-
fan’s syndrome. We report a case of isolated acute
DeBakey II redissection in a non-Marfan patient
and discuss the classification and treatment of
aortic redissection.

CASE REPORT

The first admission)

A 57-year-old male was admitted to our hospital
as an emrgency for sudden severe back pain on
January 11th 1992. Aortic dissection was sus-
pected because of symptoms such as sudden
interscapular pain and the feeling of impending
death, and because of the widening of the
mediastinal shadow in chest roentgenography.
Marfan’s syndrome was not recognized in his
appearance. The findings of aortography was of
DeBakey III aortic dissection. An intimal tear
was evident in the greater curve of the descend-
ing aorta beyond the left subclavian artery and a
false lumen was enlarging and progressing
toward the ascending aorta (Fig. 1). Arch replace-

Fig. 1. An intimal tear was evident in the greater
curve of the aortic arch beyond the left subclavian
artery, and a false lumen was enlarging and prog-
ressing toward the proximal part of the aorta.

ment including reconstruction of the arch vessels
was carried out in order to prevent arch vessel
occlusion and ascending aortic dissection (ascend-
ing aorta-innominate artery bypass, left carotis
artery-graft bypass, ascending aorta-left subcla-
vian artery bypass) (Fig. 2). Postoperative com-
puted tomography of the chest showed no false
channel in the ascending aorta (Fig. 3). The
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Fig. 2. Operative findings showed that an intimal
tear was evident in the greater curve of the aortic
arch and that a false lumen was enlarging and
progressing toward proximal part of the aorta (left).
Arch replacement was performed (right).

Fig. 3. Postoperative computed tomography of the
chest showed that there was no evidence of a resid-
ual false lumen in the ascending aorta.

patient was well for 3 years since surgery with-
out evidence of redissection.

The second admission)

The patient was again admitted to our hospital
with general fatigue and dyspnea on effort last-
ing 2 weeks on May 23th 1994. Physical
examination showed that a diastolic murmur was
audible at the 2nd sternal border. Cardiomegary
was found in the chest roentgenography. The
findings of echocardiography and transesophageal
echocardiography were of DeBakey II aortic dis-
section and severe aortic regurgitation. An inti-
mal flap was identified above the left coronary
cusp and enlargement of the ascending aorta and
aortic valve was found (Fig. 4). Operative find-
ings revealed that there was an intimal tear
above the left coronary cusp, that there was a

Fig. 4. The findings of transesophageal echocardio-
graphy was of DeBakey III aortic dissection.

Fig. 5. Operative findings identified an intimal flap
above the left coronary cusp and showed that the
false lumen did not involve the grafted arch vessels
(left). A modified Bentall operation was carried out,
including the reconstruction of the arch vessels.
Operative findings revealed that the intimal tear
was above the left coronary cusp, that there was a
false lumenwas in the native ascending aorta, and
that a residual false lumen caused by the initial
operation had not been detected.

false lumen in the native ascending aorta, and
that a residual false lumen caused by the initial
operation had not detected (Fig. 5). A modified
Bentall method, using a composite graft under
deep hypothermic selective cerebral perfusion,
was performed. Thus replacement of the ascend-
ing aorta, coronary reconstruction and aortic
valve replacement were carried out. Reconstruc-
tion of the arch vessels was also carried out,
because the donor artery of the previously recon-
structed arch vessels was the ascending aorta.
Pathological examination of the resected aorta
showed no medial degeneration as in Marfan’s
syndrome. There was no complication in the post-
operative course and the patient has been well
since the second surgery was performed.
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DISCUSSION

Redissection occurred in at least 8-21 % of sur-
gically treated patients, in most of whom a per-
sistent residual false lumen was recognized on
reoperation®®), Persistance of dissection in the
residual thoracic aorta is not uncommon, espe-
cially after repair of ascending aortic dissection
that extends into the aortic arch, as well as in
primary aortic arch dissection with retrograde
involvement of the ascending aorta®5®. However,
isolated redissection which is actually a new aor-
tic dissection in a different part of the previous
aortic dissection is a rare condition, which has
not been reported in literatures in English.

Clinical classification of the aortic redissection
consists of three types: 1) Redissection associated
with median degeneration, which is known as the
pathological feature of Marfan’s syndrome3:?; 2)

‘Redissection mainly caused by the operative pro-
cedure, such as the failure to include the site of
the intimal tear in the original repair and the
formation of a new dissection on as a result of
anastomotic failure; 3) Isolated redissection
which is really a new aortic dissection in a differ-
ent part of the previous aortic lesion. Marfan’s
syndrome is believed to significantly increase the
possibility of redissection®%7. Most of the non-
Marfan cases of redissection belong to the 2nd
type in which residual false lumens are recog-
nized postoperatively?. In particular, arch
replacement is considered to involve a high risk
of redissection, because it highly increases the
possibility of a residual false lumen!%%, Qur case
is of the 3rd type, because neither a residual nor
a new false lumen as the result of the initial
operation was recognized in the second operation,
and because medial degeneration was not identi-
fied in the pathological examination.

Urgent surgical treatment should undoubtedly
be carried out for redissection in the ascending
aorta, because the retrograde extension of a false
lumen sometimes develops into acute aortic
regurgitation, severe cardiac tamponade, and cor-
onary arterial ischemia.

As far as the prevention for redissection is con-

cerned, the importance of primary resection of an
intimal tear in the aortic arch is proved in signif-
icantly decreasing of the possibility of later reop-
eration and redissection?. Long term following up
should be carried out for cases in which aortic
medial degeneration is detected by postoperative
pathological examination, because the possibility
of redissection is significantly higher in Marfan’s
patients.
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