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Clinical Study of Surgical Treatment of Aortic Aneurysm

Ji Yoon Ryoo, M.D.*, Hong Joo Jeon, M.D.*, Kwang Hyun Cho, M.D.*

We have experienced 25 cascs of aortic aneurysm from October 1987 to January 1996.
Paticnts ranged in age from 26yrs to 73yrs(mean age 52. Syrs). There were 13 males and 12 females.
Eighteen cascs were thoracic ancurysm and seven were abdominal ancurysm. The cause of aneurysm were
dissecting in 16cases aneurysms and non-dissecting in 9 cases. Risk factors of aortic aneurysm were hyper-

tension, hypercholesterolemia, Marfan’s syndrome.

In thoracic ancurysm patients, 12 cases of dissecting ancurysm underwent ancurysmectomy and replace-
ment of vessel interposition graft with or without coronary artery implantation on the graft. 6 cases of
non-dissecting aneurysm underwent operation with same policy as dissecting aneurysm. In 7 case of ab-
dominal aneurysm,all patients underwent aneurysmectomy and graft interposition with straight or Y graft.

There were 5 postoperative death(mortality 20%). Several cases of complications were improved with
proper managements. All survivors showed improvement in clinical symptom and sign and discharged

without specific complications.

(Korean J Thorac Cardiovasc Surg 1997;30:300-7)
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Table 1. Case Summary
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Table 3. Analysis of Thoracic Dissecting Aneurysm Cases

Total Cases: 25

Age: 26~73(52.5)

M:F=13:12

Site of Aneurysm
Ascending; 10
Ascending & transverse; 4
Descending; 4
Abdominal; 7

Table 2. Ciassification of Patients (According to Causes of
Aneurysm)

Site Cause No. of Patients

Thoracic Dissecting 12
Non-dissecting 6

Abdominal Dissecting 3
Non-dissecting 4
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Type » No. of Cases
Stanford A AA only 3
AA+Arch 2
AA+AR 4
Stanford B 3
Total 12

AA Ascending Aorta
AR: Combined Aortic Regurgitation

Table 4. Analysis of Thoracic Non-dissectingAneurysm
Cases

Site No. of Cases
Annuloaortic Ectasia 4
AA+Arch 1
Descending Aorta 1
Total 6

AA: Ascending Aorta

Table 5. Clinical Sx & Signs

Sx & Signs

Dyspnea

Sudden Chest Pain 7
Abdominal Pain 5
Syncope 4
Abdominal Palpable Mass 3
Palpitation & Arrhythmia 2
Hemiplegia 2
Chest Discomfortness 2
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Fig. 1. Preoperative chest CT Scan of dissecting aneurysm
shows dissection of ascending aorta and false lumen contain-
ing hematoma.
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Fig. 2. Preoperative chest MRI shows dilatation of ascending
aorta and false lumen containg hematoma
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Fig. 3. Operative field shows marked dilatation of ascending
aorta.
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Fig. 4. Operative finding shows incision of the aneurysmal
sac and implantation of artificial vessel graft
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Fig. 5, 6. Operative findings show incision of the aneurysmal sac, implantation of the valved conduit and reimplantation of coron-

ary arteries(Cabrol Operation)
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Table 6. Method of Diagnosis
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Table 9. Postoperative Complications

Thoracic Aneurysm Abdominal Ancurysm

CT:5S CT:1
Angiography : 2 UsS:2
CT + MRI: 8 CT+US:2

Angiography + MRI : 2
Clinical Sx & Sign : 1

CT : Computed Tomography

CT + Angiography : |
CT + US + MRI : 1

US : Ultrasonography
MRI : Magnetic Resonance Imaging

Table 7. Methods of Operation

Thoracic Dissecting Cases

Stanford A Cabrol Op 2
Graft interposition 5
Cabro! Op+ graft interposition 2(2)
Stanford B Graft interposition 3(1)
Thoracic Non-dissecting Cases
Bentall Op 1
Cabrol Op 3

Graft interposition

Abdominal Cases
Graft interposition 4(2)
Invcrted Y graft 3

Op Operanon ( ) : Mortality cases
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Table 8. Postoperative Mortality Cases

Complication No. of Cases

Wound Infection 6
Acute Renal Failure

Cercbral Hypoxia

Congestive heart Failurce

paraplegia

Respiratory Failure

Stress Ulcer — GI Biceding — Truncal Vagotomy
Postoperative Bleeding — Reoperation

Decp Vein Thrombosis
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Cascs Ses/Age Operation name Complication Cause of Death
Cases | F/65 Carbrol + Graft interposition CHF CHF

Cases I1 F/54 Graft interposition Pneumonia Sepsis

Cascs 11 M/46 Graft Interposition ARF ARF

Cases 1V F/48 Graft Interposition ARF ARF

Cases A% F/37 Cabrol + Graft mtcrposmon Ccrebral Hypox1a Brain Death

CHF Congestive Heart Failure ARF : Acute Renal Failure
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