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Clinical features and risk factor analysis of 100 cases of type B aortic dissection”
Li Chengguo' ,Li Guangqin®® ,Li Pinjun® , Zhang Yu'
(1. Department of Necrology , peoples Hospital of Fengdu County ,chongqing 408200 ,China;2. Department of
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3. Department of Neurology ,Peoples Hospital of shizha county .chongqing 409100,China;
4. Clinical laboratory , Peoples Hospital of Fengdu County ,chongqing 408200,China)

Abstract: Objective

period. Methods

clinical characteristics and risk factors were analyzed. Results

To explore the various risk factors of the Stanford type B aortic dissection(ADA) patients in perioperation
Data of 100 Stanford type B ADA patients was collected from June 2009 to June 2012 in our hospital,and their
The clinical features of patients with ADA were related to many fac-
tors. Logistic regression analysis showed that the death risk of female was 4.5 times larger than the male. Diastolic pressure was an
independent protective factor of prognosis, and 1 mm Hg increase in diastolic pressure resulted in 6% mortality decrease.

Conclusion The clinical features of patients with ADA is related to many factors,among which the gender is an independent one;

level of diastolic blood pressure is independent protective factor of prognosis.

Key words: intraoperative period;risk factors;type B aortic dissection
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