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[ Abstract] Objective: To analyze the risk factors of early postoperative mortality in

patients with Stanford type A aortic dissection. Methods: Clinical data of 119 patients with
Stanford type A aortic dissection who underwent surgery at Shanghai General Hospital from
September 2015 to December 2020, were retrospectively analyzed. Patients were divided into
death group (n=17) and survival group (#=102) based on outcomes at 30 days after surgery.
Perioperative indexes and early postoperative risk factors for death were collected. Results:
Univariate analysis showed that preoprerative aortic dissection combined with myocardial
infarction, preoperative liver dysfunction, preoperative renal dysfunction, cardiopulmonary bypass
time, duration of operation, the lowest hemoglobin count, spinal cord injury and pericardial
effusion were significantly associated with early mortality (all P<<0.05). Multivariable analysis
revealed that aortic dissection combined with myocardial infarction (95%CI: 0.005~0.334,
P=0.003), preoperative renal dysfunction (95%CI: 0.047~0.923, P=0.039) and spinal
cord injury (95%CI: 0.008~0.741, P=0.026) were independent risk factors for 30-day
mortality. Conclusion: Aortic dissection combined with myocardial infarction, preoperative
renal dysfunction and spinal cord injury are critical factors related to early postoperative mortality
in patients with Stanford type A aortic dissection.

[ Key words ]  Aortic dissection; Risk factors; Myocardial infarction; Renal dysfunction;
Spinal cord injury
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