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The value of D—dimer in prognosis and clinical classification of acute aortic dissection Zhang Lingling, Huo Shuhua,
Chen Hui. The second hospital of Hebei Medical University, Shijiazhuang 050000, China

[ Abstract ] Objective To investigate the value of D—dimer in the prognosis and clinical classification of acute aortic dissection (AAD) , providing the
basis for early clinical attention and active intervention. Methods The clinical data of 74 patients with acute aortic dissection were retrospectively analyzed.
According to the prognosis, they were divided into death group and survival group. Univariate and multivariate logistic regression were used to analyze the
risk factors of in—hospital death in AAD patients. Similarly, according to Stanford classification criteria, the risk factors of Stanford A acute aortic dissection
were analyzed by regression analysis. ROC curve was used to evaluate the prognostic value of D—dimer for AAD and Stanford A dissection. Results There were
significant differences in Stanford type A, creatinine, D—dimer and N—terminal pro—brain natriuretic peptide (NT proBNP) between death group and survival
group (P < 0.05) . Multivariate regression analysis showed that D—Dimer (or = 1.26, 95% CI: 1.09-1.46, P = 0.002) and creatinine (or = 1.02, 95% CI:
1.00-1.03, P =0.022) were independent risk factors for death in AAD patients, The AUC of D—dimer for predicting in—hospital death in patients with acute
aortic dissection was 0.77, the optimal cut—off point was 6.5mg/1, the sensitivity was 86%, and the specificity was 62%; There were significant differences
in clinical classification between Stanford A and Stanford B in female and D—Dimer (P < 0.05) . Multivariate analysis showed that D—Dimer (or = 1.18,
95% CI: 1.05-1.32, P =0.005) and female (or = 4.07, 95% CI: 1.24-13.29, P = 0.02) were the risk factors of Stanford A dissection. The AUC of D—dimer
was 0.69, the best critical point was 10.73 mg/L, the sensitivity was 55%, and the specificity was 81%. Conclusions High value of D—dimer is not only a risk
factor for death of acute aortic dissection, but also a predisposing factor for Stanford A dissection.
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1.2.1 IARRYE: Stk F3 k2 B E B i FFk CT & #( CTA) WE R TAENH, A5it¥ER, k1, £2
1 2PEFKIIZET A GG A SR K S
— R JBEL (n=74) T4 (n=21) fEH4 (n=53) VX p
Ry y (M+SD) 50.93 + 10.68 50.29 + 12.44 51.19 + 10.01 033  0.75
KIFRFE] h[M (P25-P75) ] 10.50 (5.00, 24.00)) 8.00 (3.50, 24.00) 24.00 (5.00, 24.00) -1.09 027
HafE n (%) 49 (66.2) 16 (76.2) 33 (62.3) 130 025
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FRILE n (%) 53 (71.6) 13 (61.9) 40 (75.5) 136 0.24
W n (%) 27 (36.5) 6 (28.6) 21 (39.6) 079 037
i n (%) 31 (41.9) 9 (429) 22 (41.5) 0.01 092
Stanford A # n (%) 38 (51.4) 16 (76.2) 22 (41.5)
Stanford B # n (% ) 36 (48.6) 5(23.8) 31 (585) 7240007
Btkn (%) 53 (71.6) 17 (81) 36 (67.9)
tn (%) 21 (284) 4(19) 17 (32.1) 126 0.26
F2 2MEEIAKKZRT- A S ERAMEIERE M (P25, P75)
(gt SET4 (n=21) FiEA (n=53) Z P
WBC (*10°/L) 10.70 (8.10, 13.75) 11.40 (9.10, 13.30) -0.42 0.68
Hs—CRP (mg/L) 4.60 (1.45, 31.45) 7.90 (2.00, 20.27) -0.72 0.47
MYO ( ng/mL) 81.00 (44.50, 350.50) 58.00 (38.00, 120.50) -1.31 0.19
CK (U/L) 100.00 (71.00, 246.50 ) 113.00 (68.50, 204.00) -1.00 0.92
CK-MB (U/L) 28.00 ( 18.50, 39.00) 25.00 (20.00, 33.50) -0.28 0.78
LDH (U/L) 268.00 (227.50, 346.00) 258.00 (206.00, 325.00) -0.88 0.38
HBDH (U/L) 198.00 (164.50, 246.50) 181.00 ( 152.00, 242.00) -1.37 0.17
ALT (U/L) 18.70 (13.60, 27.40) 18.10 (11.65, 32.75) -0.02 0.99
AST (U/L) 20.70 (15.45, 31.65) 20.10 (16.70, 29.25) -0.07 0.95
WUEF ( mol/L) 102.00 (74.00, 165.50) 78.00 (66.00, 97.00) -2.29 0.02
TG ( mmol/L ) 1.51 (0.88, 1.56) 1.51 (1.09, 1.56) -0.97 0.33
D-—2K{A (mg/L) 12.00 (6.89, 12.00) 3.30 (1.66, 11.65) -3.71 <0.001
NT-proBNP ( pg/mL ) 5243 (2509, 910.3) 224.60 (76.25, 438.60) -2.60 0.009
Hs—cTnI ( ng/ml) 0.05 (0.03, 0.05) 0.03 (0.03, 0.05) ~1.41 0.16
5 2MFakIe)Z Stanford A BIZH 5 Stanford B BIZH GOk} H4s
Ertn Stanford A %! Stanford B %! VX/Z P
ML (B 23: 15 5: 1 4.73 0.03
S (y) 50.47 + 10.67 51.42 +10.82 -0.38 0.71
EIREtE (h) 10.00 (4.75, 24.00) 24.00 (5.25, 60.00) -1.14 0.26
Was n (%) 26 (68.4) 23 (63.9) 0.17 0.68
FiLE n (%) 27 (71.1%) 26 (72.2%) 0.01 0.91
WA n (% ) 12 (31.6%) 15 (41.7%) 0.81 0.37
PKitin (%) 14 (36.8%) 17 (47.2%) 0.82 0.37
FI4IHE (*109/1) 11.50 (9.18, 14.00) 10.65 (7.78, 13.28) -1.44 0.15
Hs—CRP (mg/L) 550 (1.40, 19.66) 11.75 (2.13, 22.05) -1.44 0.15
MYO ( ng/mL) 68.50 (35.75, 146.25) 56.50 (43.25, 111.75) -0.60 0.55
CK (U/L) 110.50 (73.75, 203.50) 109.50 (64.00, 247.75) -0.49 0.63
CK-MB (U/L) 27.50 (19.75, 40.50) 25.00 (19.25, 32.75) -0.73 0.47
LDH (U/L) 270.50 (22625, 325.00) 24750 (201.25, 321.75) -1.44 0.15
HBDH (U/L) 188.00 ( 159.75, 244.75) 180.00 ( 145.50, 254.44) -0.94 0.35
ALT (U/L) 17.60 (12.08, 32.13) 21.05 (12.38, 31.25) -0.42 0.68
AST (U/L) 20.60 (17.08, 31.53) 19.30 (16.18, 29.93) -0.83 0.41
WUEF ( mol/L.) 90.96 (69.00, 128.50) 78.50 (68.00, 96.25) -1.03 0.30
TG ( mmol/L ) 1.54 (1.13, 1.56) 130 (0.93, 1.56) -0.76 0.45
D-ZRfk (mg/L) 11.76 (3.33, 12.00) 2.83 (1.60, 9.60) -2.92 0.004
NT-proBNP ( pg/mL ) 329.60 ( 182.75, 784.18) 220.75 (58.93, 648.90) -1.76 0.08
Hs—cTnI ( ng/ml) 0.04 (0.03, 0.06) 0.03 (0.03, 0.05) -1.11 0.27
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D-—®{K 077 0.67-0.88 <0.01 6.5 0.86 0.62
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