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Introduction: 
Dissection of the aorta, the main artery carrying blood away from the heart, is a life threatening event. A 
dissection occurs when a tear forms in the innermost layer of the wall of the aorta, the intima. Bleeding into 
this tear causes separation of the intima from the other layers of the wall.  A false lumen is then created and 
blood flow into this can compromise supply to organs and limbs.  
Dissections can occur in any blood vessel; however thoracic aortic dissections are the most common. They 
are classified into Type A and Type B. Type A dissections originate in the ascending aorta, this is the first 
part of the aorta which is in immediate communication with the heart. Dissections which originate below the 
ascending aorta are termed Type B dissections.  
Type B dissections most commonly present with sharp, tearing pain in the upper back or chest and are 
often associated with collapse or feeling ‘faint’. Blood loss into the false lumen, or through leaking or rupture 
of the aorta, can cause symptoms of shock. Compression of the true lumen by the false lumen can cause 
malperfusion and ischemia of the legs, kidneys and intestines. These complications can lead to irreversible 
organ damage or death and therefore it is imperative that medical treatment is sought immediately if a 
dissection is suspected. 
Dissections which are not “complicated” by organ or limb malperfusion, leak, rupture or serious risk of 
rupture, are currently managed medically with tight blood pressure control using antihypertensive drugs. 
This aims to prevent propagation, expansion or rupture of the dissection and the development of 
complications. “Complicated” dissections are treated with thoracic endovascular aortic repair (TEVAR) or, 
less commonly, open surgery. TEVAR involves insertion of a stent through a peripheral artery and 
deployment in the area of dissection. The stent covers the tear, compresses the false lumen and restores 
flow through the true lumen.  
TEVAR is has traditionally been reserved for complicated dissections as it is an invasive procedure and 
therefore poses greater short term risk than medical therapy.  However when medical therapy is used alone 
the risk of expansion of the dissection persists. This contributes to the 30% mortality rate at 2 years, and a 
<50% survival rate in long term. Follow up is therefore important to detect dissections that are progressing. 
However, current follow up guidelines are vague and new evidence based protocol in needed. 
 
Aim:  
The aim of this study was to document the outcomes of patients diagnosed with Type B dissections at our 
institution over a 10 year period and to identify clinical factors that might determine longterm outcomes. This 
study also aimed to produce a comprehensive database of clinical and radiological characteristics of 
patients with Type B dissection to be used in future prospective research.  
 
Method: 
This is a retrospective, observational study. An engine search of all electronic radiology reports was 
conducted using the search terms “aorta”, “dissection” and/or “intramural haematoma”. 1485 patients had 
reports containing these terms. Patients were included in this study if were diagnosed by Computed 



   
  Michelle Lindsay.docx 

Tomography (CT) at this institution. Patients with Type A dissections, abdominal dissections, and traumatic 
or non-acute Type B dissections were excluded. Data was collected from patient notes and radiology 
reports. The physical parameters of the dissections were measured by a vascular surgeon and an 
interventional radiologist. Data analysis was conducted using Excel and SPSS software.  
 
Results:  
Between August 2001-October 2013 327 patients were diagnosed with aortic dissection. 31% (101) of these 
were Type A, 31% (102) Type B, and 38% (123) were abdominal. 54% (56) of the Type B dissections were 
acute and therefore met the inclusion criteria.  
The mean follow up time was 4 years (range 0-11years). The mean age at diagnosis was 70 (range 40-85), 
and 59% of patients were male.  
The mean survival was 6.7 years. There were 25 deaths (45%). Cause of death was unknown in 11 cases 
(44%), 7 (28%) deaths were directly related to dissection and 1 death was directly related to treatment.  
The mean survival was 4.4 years for patients treated medically, and 6.5 years for those treated with TEVAR, 
but this was not statistically significant. 
Only 1 patient had an aortic diameter within the normal range of <30mm. The mean diameter was 41.1mm 
(range 25.0-70mm). Risk of mortality appeared to increase with increasing diameter but was not statistically 
significant.  
Patients who were on antiplatelet therapy, such as aspirin, had a mean survival of 3.4 years. Those who 
were not had a mean survival of 6.2 years, but this difference was not statistically significant. No association 
was detected between survival and the presence of ischemic heart disease, hypertension, diabetes, or 
history of smoking.  
 
Conclusion:  
This study shows that the demographics and outcomes of the population diagnosed with acute Type B 
dissections at Christchurch hospital are in keeping with existing research. A larger study is needed to 
further investigate possible associations between survival, treatment and other clinical factors. This study 
has produced a comprehensive database that can be used in future prospective studies.  
 
 
 
 
 
 
 
 
 
 
 

 


