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ABSTRACT Objective: To investigate the impact of age on the prognosis of patients with complex acute Stanford B aortic
dissection (Complicated acute type B aortic dissection, cCABAD). Methods: The outcomes of 156 cases of patients with cABAD in our
hospital from 2010 to 2017 were analyzed. All the cABAD patients were categorized according to age, treatment (drug treatment,
endovascular treatment, traditional surgical treatment) and the outcomes were analyzed in different age groups. Results: The mean age of
cohort was 52.46x 11.72 years, 45% of patients (n=70) were greater than 65 years of age and 55% (n =86) were less than 65 years. Less
than 65 years of age, 22.2% of patients (n=19) received drug treatment, 19.8% of patients (n=17) received traditional surgical treatment,
and 58% of patients (n=50) received endovascular treatment, more than 65 years of age 48.6% of patients (n=34) received drug treatment,
11.4% of patients (n=8) received traditional surgical treatment, and 40% of patients (n=28) received endovascular treatment. The
in-hospital mortality rate of less than 65 years old and older than 65 years were 12.8% and 35.7% (P<0.001), received endovascular
treatment were 2% and 28.6% (P=0.001) and conventional surgical treatment were 21% and 37.5% (P=0.468) and drug treatment were
31.5% and 41.7% (P=0.489). Age 65 years or greater was a predictor ofin-hospital mortality in multivariate analysis(OR = 2.72; 95%CI
1.343-4.674; P = 0.012). Conclusion: Age= 65 years old has significant effect on the prognosis of patients with cABAD, endovascular
treatment can effectively reduce the in-hospital mortality, but the mortality rate increased with age.
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Table 1 The etiology and history of cABAD patients

Patients Aged Patients Aged
<65 Years 2 65 Years
Variable p Value
n =86 n=70
(55%) (45%)
Etiology and history

Marfan syndrome 4(4.7%) 0(0.0%) <0.001
Atherosclerosis 18(20.9%) 45(64.2%) <0.001
Hypertension 66(76.7%) 61(87.1%) 0.006
Known aortic aneurysm 11(12.8%) 26(37.1%) <0.001
Prior aortic dissection 8(9.3%) 5(7.1%) 0.247
Prior cardiac surgery 18(20.9%) 16(22.9%) 0318
Diabetes mellitus 7(8.1%) 23(32.9%) <0.001
Connective tissue disease 5(5.8%) 3(4.3%) 0.492
Chronic renal insufficiency 12(14%) 22(31.4%) <0.001
latrogenic dissection 3(3.5%) 2(2.8%) 0.861
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Table 2 Presentation, Signs, and Imaging Results

Patients Aged Patients Aged
Variable <65 Years 2 65 Years » Value
n =86 n=70
(55%) (45%)
Clinical presentation and signs
Abrupt onset of pain 80(93.0%) 66(94.3%) 0.749
Shock at presentation 7(8.1%) 6(8.6%) 0.304
Spinal cord ischemia 3(3.5%) 2(2.8%) 0.616
Limb ischemia 21(24.4%) 6(8.6%) <0.001
Visceral ischemia 13(15.1%) 23(32.6%) 0.037
Acute renal failure 23(26.7%) 22(31.4%) 0.276
Recurrent pain 31(36.0%) 31(44.3%) 0.061
Refractory pain 15(17.4%) 14(20.0%) 0.317
Recurrent hypertension 13(15.1%) 16(22.9%) 0.109
Diagnostic imaging results
Chest roentgenogram
Mediastinal widening 45(52.3%) 39(55.7%) 0.183
Pleural effusion 16(18.6%) 21(30.0%) 0.014
Additional imaging findings
Periaortic hematoma 19(22.1%) 28(40.0%) <0.001
Abdominal vessel involvement 42(48.9%) 15(21.4%) <0.001
Maximum diameter descending aorta 4.0(3.5-5.0) 4.5(3.7-6.0) 0.003
RIENRTARRIETE
Table 3 In-Hospital Management and Mortality
Patients Aged Patients Aged
Variable <65 Years 2 65 Years » Value
n=86 n=70
(55%) (45%)
Definitive management
Endovascular 50(58.0%) 28(40.0%) 0.024
Surgery 17(19.8%) 8(11.4%) 0.158
Medical 19(22.2%) 34(48.6%) <0.001
Mortality 12.8% 35.7% <0.001
Endovascular 1(2.0%) 8(28.6%) <0.001
Surgery 4(21%) 3(37.5%) 0.468
Medical 6(31.5%) 14(41.7%) 0.489
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Table 3 In-Hospital Management and Mortality
Patients Aged Patients Aged
Variable <65 Years 2 65 Years » Value
n=86 n=70
(55%) (45%)
Definitive management
Endovascular 50(58.0%) 28(40.0%) 0.024

Surgery 17(19.8%) 8(11.4%) 0.158

Medical 19(22.2%) 34(48.6%) <0.001
Mortality 12.8% 35.7% <0.001

Endovascular 1(2.0%) 8(28.6%) <0.001
Surgery 4(21%) 3(37.5%) 0.468
Medical 6(31.5%) 14(41.7%) 0.489
3 4cABAD BEEFRANETHIMIBREER
Table 4 Independent Predictors of In-Hospital Mortality of cABAD patients

Variable OR 95% CI p Value
Aged= 65 Years 2.72 1.343-4.674 0.012
Sex 1.41 0.463-4.083 0.528
Hypotension/shock 4.51 1.689-9.078 0.001
Visceral ischemia 5.78 2.546-13.867 <0.001
Acute renal failure 1.78 1.231-3.748 0.044
Descending aortic diameter 2 5.5 cm 2.84 1.396-5.778 0.004
Limb ischemia 3.133 1.083-9.054 0.035
Periaortic hematoma 1.95 0.982-4.105 0.063
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