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[ Abstract] Acute Stanford type A aortic dissection is a fatal aortic disease. As surgical techniques mature and perioperative management

strategies improve , the perioperative mortality achieved an obvious drop,and there are still many challenges in its treatment , especially the arch

surgery strategy choice and prevention of long-term aortic complications. This paper reviews the current situation and progress of these two

problems combined with the relevant clinical studies at home and abroad.
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