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Introduction _______ Discussion

This case highlights the complexity of managing extensive Type A aortic
dissection in patients with significant comorbidities. Although imaging did
not confirm coronary involvement, intraoperative right coronary artery
compromise required urgent grafting, further complicating the already

e Stanford type A aortic dissection (TAAD) is a cardiovascular emergency
with high morbidity and mortality requiring urgent surgical repair (1).
e Coronary artery involvement occurs in ~10-15% of cases and

significantly increases mortality (2,1).

e Right coronary artery (RCA) compromise is problematic, predisposing to
right ventricular dysfunction, arrhythmias, and cardiogenic shock (3,1).

e Ostial involvement may be missed on imaging, and intraoperative
findings may necessitate urgent RCA grafting (4,1).

e Early recognition and aggressive postoperative support are critical,
though outcomes remain poor in complex presentations (3,1).

challenging surgical repair. Postoperative complete heart block, persistent
bleeding, and mixed shock states pointed toward evolving
cardiopulmonary compromise, and despite aggressive ICU management,
the patient progressed to cardiogenic shock and cardiac arrest.
Intra-arrest TEE demonstrated severe right heart failure, an
underrecognized complication following aortic surgery, underscoring the

importance of anticipating postoperative RV dysfunction in high-risk
patients with renal disease, major volume shifts, and myocardial strain.
Early recognition and consideration of mechanical circulatory support with
percutaneous coronary intervention In appropriate candidates may
improve outcomes, particularly in cases complicated by graft failure or
unusual coronary anatomy (5).

Case Description

49-year-old male with ESRD, HTN, HLD, OSA, and PUD presented with
acute tearing chest pain radiating to the back and right leg numbness.
Imaging revealed an Type A acute aortic dissection (TAAD) originating at

the aortic root measuring 4.7cm and ascending measuring 4.3 x 4.5cm. % et -
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damaged RCA branch was noted after completion of the proximal
anastomosis requiring re-arrest and CABG. Preoperative and
postoperative EF were normal. CVICU course included bilateral pleural
effusions, pneumothorax, persistent bleeding near the pulmonary artery,
hypothermia, and leukocytosis. Vasopressor requirements were weaned

N 7 TAAD complicated by right coronary Involvement, highlighting the
W‘ limitations of preoperative 1imaging and the consequences of
intraoperative coronary injury. Despite timely grafting and comprehensive
postoperative support, the patient developed acute right ventricular failure,
a rare but highly lethal complication, particularly in individuals with
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