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ston T R G H 2 LAAFEVA R R Stanford £ AD B FZ T S S R SR 4IEK AD A% £
Ak VC B A FHZH(P<0.05), 38k 3 VC XA F T (P<0.05), 2 2 Agatston FF A RFIAZE VC R A F 4 £
F ARG FEL(H P>0.05), AD 28.% % 54 Stanford A & & Stanford B & 2 AR 20, 2 AN 206 W6 R FTA. 25
PRERE AL VC KA FEZF AT FEXL(H P>0.05), % B ZE Logistic @AM ET, 5 AD R ETMAXGEE
HAKE BN G P E B (OR=3.397,95%CI 1.234~9.354, P=0.018) . R4k /A B )% 25 (OR = 20.417,95%CI
2.326~179.233,P=0.006) . £ #k & VC £ £ F (O0R=0.027,95%CI 0.002~0.357 ,P=0.006) &% £ ki VC X A F
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Characteristics analysis of aortic dissection calcification in patients with essential hy-
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[ ABSTRACT | Aim To analyze the characteristics of vascular calcification (VC) in aortic dissection ( AD) of pa-
tients with essential hypertension. Methods From January 2010 to December 2015, 30 patients with essential hyper-
tension diagnosed as AD by computed tomography angiography (CTA) in Sun Yat-sen Memorial Hospital of Sun Yat-sen U-
niversity were selected as the AD group, and 30 cases of essential hypertension and aortic CTA showed no aortic disease
were as the control group. Characteristics of aortic calcification in two groups of people and patients with different Stanford
types of AD were analyzed by CTA and Agatston scoring system. Results Compared with the control group, the VC
incidence of descending aorta increased and the VC incidence of aortic arch decreased in AD group ( P<0.05). There was
no significant difference between the two groups in the Agatston score and the incidence of VC with different degrees (P>
0.05). Patients in group AD were divided into two subgroups: Stanford A type and Stanford B type. There was no signif-
icant differences in the clinical data and the incidences of VC in aorta and different parts of the two subgroups ( P>0.05).
Multivariate Logistic regression analysis showed that the factors associated with AD lesions were: low density lipoprotein
cholesterol (OR 3.397, 95%CI 1.234-9.354, P=0.018), irregular use of antihypertensive drugs (OR 20.417, 95% CI
2.326-179.233, P=0.006), VC incidence of aortic arch (OR 0.027, 95%CI 0.002-0.357, P=0.006) and VC incidence
of descending aorta (OR 35.606, 95%CI 2.475-512.27, P=0.009). Conclusion The differences of calcification in

[WFSBEH] 2018-07-31 [fEEIHHEI] 2018-09-22

[(E€TB] EEARFHELT FWHE (81670676)

[EE®EN] R EERA LA, BRI, TF5E )5 18 A8 4516, E-mail 2 178814724@ qq.com, 85 E# ¥, 14
+, FALEIN, Z8% , W55 7 18] 8 L4540, E-mail 4 huanghui765@ hotmail.com



CN 43-1262/R " [E S fikalifb 24 it 2018 4F55 26 #2575 11 1107

different parts of aorta in patients with essential hypertension may be an important link of hypertension in promoting AD le-

sion.

F ok )2 (aortic dissection, AD) JiF§ FL Ktz
[ 0 e 33 I 0 WA N O e (5 7S S
L& 554k ( vascular calcification, VC ) & 3l Jik 54 & 1
Ao v LTS | ILAEE R 72 A5 K ik A T AR B AR AL, 28
FI A A R MR B 51 A T B, 3R B
L5 SO ISR i R R (R AU T R 1) H A
BN Z , AR, VO T E0AY O A8 R 1 R
W] R B2 Al o I Fs A8 5 AD IR AR R R SR, H
A IR AD SRS VO AR EE R M AN AE
ARICETESH IR A MRS RS AD B ALRER

1 HRITE

L1 #EIK

U5 2010 45 1 A E 2015 4 12 A F # b k%
PRUELSERERNELA MG L EHFET 5
kit E AL B A H & ¥ P ( computerized
tomography angiography, CTA) ¥ W & AD # & # 30
Bl X AD 4, [ BRI 30 Fl R K M E EL
CTA 7% 7 % 20 B & # ( F 3 ik B T8 B A/ 2
PR EHRE) N B, HRiTE: e AD
(BFEMmERNMNTFENAD), B LG AAE B R %
EEh ke AD Bk & £ kB, ERUEEFARK
H A4 %4 4 1E (Ehlers-Danios % & 4F) , i & 3% (&
FHeEmER) GEHALRERM,
1.2 IR E#

BHAERFERAREEZWER EH . &
B VARE E LR AR AR % R KA K E
Ve B 25 I U B RO E VRO RNTR B AL
wEFERA, EMMAEERITEFE L EEE (total
cholesterol , TC) . ¥ = B8 ( triglyceride, TG) . & % &
A % & FE [E B (high density lipoprotein cholesterol ,
HDLC) ., & % & fig & & B E 8 (low density
lipoprotein cholesterol, LDLC) . i ## ( blood glucose,
GLU) . & % C K 5L & & (high-sensitivity C-reactive
protein, hs-CRP ) , fir & & /N 2R J& 3T & ( estimated
glomerular filtration rate, eGFR) # 3 % B # MDRD
AR HE:eGFR[ mL/(min - 1.73 m*) ] = 186xSCr
(—1.154) x££ (-0.203) x (& M 0.742) x(F E A
1.233) , H & SCr[ i1 ¥ ALEF (serum creatinine ) ] 2 AL
A 10 mg/L, 5 1% B ALK 45, & L B B9 BT AT E K
AT ERAE (P B o 796 45§ 2010)

1.3 HEEER

RHERNEEFRARE2 AAH 5 iIkE
B, B2 A% FEEHHEEITUX
BEHART, FMAEFNEMFEET B2 ME ARG
FrE SR E AN, S AR 2 2 AL A L E R B
EHE, AW E Rk A Rk A AR AR R
S8 T #4T7, SOMATOM Sensation 64 % % 2 it &
MEHH#HEFHEEE, BLRA U E, FHAER
t9 Agatston i 4,

E AR N B AT E R, b
TH 4 M ESAKTY ) £35S AT f.
Agatston [E] F5 A5 v J7 3 F 5B £ 30 ik 85 T 2 >0
WHhEHRFBL, RELECRSTE, EE6RE
B AT L Agatston T 4 <100 5 JE 45 b,
4 100~400 4 1 E 45 4,3 2 >400 K EFE 45,
EREEF IR £ KT | EE 5K,

1.4 St

B A #4EE A SPSS 22.0 it 42 S Aok
KEARERELLER, LRAX B2 A4EA
AT E VAR axs K&, WBCR A B4 LA A
Fr 35, d4F A A KR L AL B (P25, PT75) & o, b
# & Fl Mann-Whitney U &%, M P<0.05  Z #H
Gt FE N,

2 &% R
2.1 2 AIGKREREEE
AD ZH 5% FRZH P A, 2 4 W 0 s AN B IR

W2l BEFR9% \TC TG .LDLC . hs-CRP 255347 5831
FREX(P<0.05;% 1),
2.2 2 AEFNBRSUHFMELL R
2 HE BRSSO L R B, AD 20 32 Bl ik 5
b Agatston PE435 %5 BRZH Y 22 R0 G 22 5 L (P>
0.05; 1 1), AD HFFFE Bk VC kA 2 T X7 I
W, FBKD VO RAEFMT XA, 2255 A 50117
B (P<0.05; & 2), #4E Agatston P43 R1 5451k
FREE (RRPEESAL hEEES ML ARk 2 41T VC
FREER 22 S oS4 L (P>0.05; 81 3) .
2.3  7[E Stanford 28 AD BEH EFRKFSLIER
AD HEH Stanford A #Y 22 ], (5 73.3% , Stan-
ford B 8 8 f4i] | (5 26.7% ,2 P41 LA GE R} 25 57
TG FE L (P>0.05;32) . A, 2 T4
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M FESK VC KAFZE R TG L (P>0.05),
AFFEROL VC AR ZER TG T XL (P>0.05; &
4) . Stanford A % Stanford B ) £ 3 ik 551k CT
AR ILE S F 6,

® 1.2 AlIRKH LR

Table 1. Comparison of clinical data between the two groups

m H AD 4 (n=30) XTHRZH (n=30)
() 58.2+11.1 62.9£9.3
BEYEBI(%) ] 24(80.0) 19(63.3)
WAR R[] (% ) ] 15(50)" 7(23.3)
BERIE (%) ] 1(3.3)® 10(33.3)
e I AR (47 ) 1.5(1,2) 6.5(3,10)
M 253097 [ (%) 29(96.7) 25(83.3)
ﬂ;%iﬁ%ﬁﬁﬁ%’f% 17(56.7)" 4(13.3)
W45 i (mmHg) 179.9+21.3 177.5+£24.3
&3k JE ( mmHg) 97.5£13.5 96.4+14.3
LR/ 5T 82.5+15.9 77.3£17.2
BMI(kg/m?) 23.8+3.8 25.3+2.9
45 ( mmol/L) 2.2+0.2 2.2+0.2
5 ( mmol/L) 1.120.3 1.320.3
25 1 1B ( mmol /L) 5.6+1.9 6.2+3.2
eGFR[ ml/ (min - 1.73 m?) ] 56.5+23.6 62.2+26.8
TC( mmol/L) 5.0+1.1" 4.3%1.0
TG ( mmol/L) 3.2+0.9" 2.620.7
HDLC ( mmol/L) 1.120.3 1.120.3
LDLC( mmol/L) 3.2+0.9" 2.620.7
hs-CRP ( mg/L) 32.1(4.5,82.9)" 4.4(1.6,8.6)

BMI . 1A T 45 55 ( body mass index) , a S P<0.05, 5 %F B2 b

25000¢ P=0.685
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Figure 1. Comparison of Agatston score of aortic calcification

between the two groups
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Figure 2. Comparison of VC incidence in different parts of
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aorta between the two groups
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Figure 3. Comparison of VC incidence with different calcifi-
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cations between the two groups

R 2. Stanford A 5 Stanford B IR AR LB
Table 2. Comparison of clinical data between Stanford A
type and Stanford B type patients

Stanford A 74

Stanford B 7Y

o H (n=22) (n=8)
AEIR (%) 57.1x11.8 61.2+8.8
BB %) ] 16(72.7) 8(100.0)
W KR [ (%) ] 11(50.0) 4(50.0)
WEPRIE [ 1 (%) ] 1(4.5) 0(0.0)
e I S A (4 ) 4(2,6) 4.5(3,10)
FEFR 25097 [ (%) ] 21(95.5) 7(87.5)
AR R 24T 6 (%) ] 14(63.6) 3(37.5)
#F 7K & (mmHg) 96.4+13.7 111.8+30.54
DR (K/5Y) 77.5+13.8 77.6£19.4
BMI( kg/m?) 23.9+3.7 24.0+4.6
# (mmol/L) 1.1x0.3 1.2+0.2
25 Jig LA (mmol /1) 5.8+2.1 5.0£1.0
eGFR[mL/ (min + 1.73 m®) ] 62.2+26.8 58.8+24.6
TC.( mmol/L) 43%1.0 4.4+0.7
TG( mmol/L) 1.4+1.3 2.0£1.0
LDLC( mmol/L) 2.5+0.8 2.820.5

hs-CRP (mg/L) 37.4(4.8,78.7) 32.1(3.6,82.9)
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Figure 4. Comparison of VC incidence in different parts of

aorta between Stanford A type and Stanford B type
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Figure 5. CT three-dimensional reconstruction of aortic cal-

cification in patients with Stanford A dissection
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Figure 6. CT three-dimensional reconstruction of aortic cal-

cification in patients with Stanford B dissection

24 FERMESIERSE AD RENBRERERS T

JR P I BB B AD 9 AR R R Logistic [1]
AT 2R T . WA S S R AR IR I 24 A DR
TC .LDLC ,hs-CRP , E 3 ik 5 VC &A% [ F 3 ik
VC KA IE AD ISR IR fE B N 3R (P<0.05; 3%
3)s

F 3. FEMESME AD REMEE XK Logistic [E)3 547
Table 3. Univariate Logistic regression analysis of AD in pa-

tients with essential hypertension

HRE B OR(95%Cl) P
W2 AR S 1.190 3.286(1.293~8.351) 0.012
AR ZS 1.926  6.865(2.413~19.531) <0.001

BP9 2.674 14.500(1.840~114.276) 0.011
TC 0.652 1.919(1.179~3.124)  0.009
LDLC 0.876  2.402(1.279~4.512) 0.006
hs-CRP -0.013 0.987(0.977~0.997) 0.012

FEKS VC kA2 -1.386  0.250(0.080~0.786)  0.018
MBIk Ve B4EF 1.604  4.971(1.543~16.015)  0.007
M E 3 IKES 1634 0.000  1.000(0.999~1.000)  0.076

25 FEEMEBSINESE AD RENSE RS
ZHZE Logistic (w5538 7~ . LDLC A B AR

FREEZS  ESIKS Ve RAERKREFEIK Ve kA4

e AD AR YT FER PR (3 P<0.05;K 4) .

x4 FERUETIE AD fmERI Z EE Logistic @353 47
Table 4. Multivariable Logistic regression analysis of AD in

patients with essential hypertension

FHIE R #E B OR(95%CI) P
LDLC 1.223  3.397(1.234~9.354) 0.018
AHEMRAREEZ 3.016 20.417(2.326~179.233) 0.006

Tk Ve B4R -3.625 0.027(0.002~0.357)  0.006
M3k VC BEZE 3.573  35.606(2.475~512.27) 0.009
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FH, P Z R X R AL, EAMEA R
JeJZANIFIR L R AE , A8 K 1 AR B URER B ] BL
AL AT KT SAh AR A R
R AD £ VO, B Je 20 101037 5 A 1
KEGAL B R A & A AR I )2 R e I
U, AR Ve AR ER, A B T 55 1k
AD b—2 R (H M R A T4 IR IR

AWFFE K B e I N B Bl ik R A 5 Ak B
B EE R Ve R BN E 2 —, VC 35
A5 [ 2 B i) ) 1M1 S il 28 4k, S 350l 4 1 1
FHE, AT UL, VO 5 & LR 2 18] A7 76 2% R nl 43 ) 5%
B, mIiE A AD HEMWERHNEZ —, siikEA
Az E PR RO P Bl IR P S B kT 5K R Y
FMe TE R ARG, 1L 75 F AN 23 B iR T 7 i 4
B 1k e HE B ot B ARt S 4 B ik il A & A 8 Ak
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A S B P ) R A, o R P T AR, ki
RARh Bk s | fin s sh kR 1L ) Rk, 8Bk S
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