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A Case of Concurrent Operations for Stanford A-Type Acute Aortic Dissection

and Ruptured Abdominal Aortic Aneurysm

Nobuaki Kaki*, Kihito Irie*, Yasuhiro Satoh*, Ikkoku Hata*, Hirotugu Yoshida*, Shigeyoshi Gon*,
Masahito Saito*, Souichi Shioguchi*, Shuichi Okada*, Mamiko Cho*, Takao Imazeki®,

*Department of Cardiovascular Surgery, Koshigaya Hospital, Dokkyo University, School of Medicine,

Koshigaya, Japan

We experienced a case of emergent concurrent opera-
tions for Stanford A-type acute aortic dissection and
ruptured abdominal aortic aneurysm. Two days after
the onset of Stanford A-type acute aortic dissection, a
75-year-old male patient was hospitalized in our institu-
tion due to circulatory shock caused by ruptured abdomi-
nal aortic aneurysm. At admission, necrosis was ob-
served in the toes of both sides. Concurrent operations

for the replacements of the ascending aorta and abdomi-

nal aorta were uneventfully performed under deep hypo-
thermia and circulatory arrest. Since the necrosis of
the right lower leg was exacerbated, the surgical amputa-
tion was performed on the first postoperative day. The
amputation of the left lower leg was also considered,
because of the considerable exacerbation of the necrosis,
but his family refused it and he died on the second post-

operative day.
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