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Spontaneous isolated dissection of the iliac artery (SID-IA) is a rare vascular condition typ-
ically associated with trauma or connective tissue disorders. We present a unique case of a
39-year-old male without known risk factors or trauma history who presented with lower
abdominal pain. Diagnostic imaging revealed SID-IA involving the right external iliac artery
with thrombus formation. Despite negative findings for connective tissue disorders, the pa-
tient underwent successful endovascular stenting following initial medical management.
Vigilance in diagnosis and prompt intervention are crucial in managing SID-IA to prevent
complications such as limb ischemia and aneurysm formation. This case emphasizes the
importance of considering SID-IA in young patients presenting with abdominal pain, even
in the absence of traditional risk factors, and highlights evolving treatment options for this
rare condition.
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Introduction

SID-IA is a rare and unusual medical condition. It is often
associated with traumatic causes including trauma, [1] ex-
treme physical activity, [2] pregnancy, [3] and iliac catheter-
ization [4] as well as nontraumatic causes including Marfan
syndrome, [5] Ehlers-Danlos syndrome, [6] fibromuscular dys-
plasia, [7,8] and cystic medial degeneration [9]. Rupture is the
most frequent complication, occurring particularly in cases of
collagen disorders, and can lead to fatal outcomes [8]. Most
commonly, these dissections result in occlusion of the iliac
artery, [10] leading to lower limb ischemia, and in some in-
stances, the occlusive lesion may lead to thrombus forma-
tion and subsequent lower extremity microemboli [11]. While
most reported cases are linked to connective tissue disorders,
we present a unique instance of a 39-year-old man with SID-
IA, without a known connective tissue disorder or history of
trauma.

Case presentation

A 39-year-old healthy male presented with complaints of
lower abdominal pain concentrated over the right groin
area, radiating to the back, accompanied by vomiting, and 2
episodes of diarrhea. He had no comorbidities or history of
trauma. On examination, the patient was afebrile, normoten-
sive, with minimal tenderness detected in the right iliac fossa.
No discoloration or edema was noted in the lower extremities.
The patient’s past medical history was unremarkable, with no
significant family history. The patient’s collagen connective
tissue work-up was negative.

Initial laboratory investigations on day 5 revealed a pro-
longed partial thromboplastin time (PTT), weakly positive re-
sults in antinuclear antibody (ANA) immunoassay and pos-
itive c-antineutrophil cytoplasmic antibody (c-ANCA) along
with a normal range of anti-cyclic citrullinated peptide (anti-
CCP) antibodies (Table 1). Imaging via abdominal and pelvic ul-
trasound revealed dissection in the right external iliac artery
with a thrombus in the right common iliac artery. Blood flow
was seen in both lumens, with the true lumen appearing
larger and the false lumen smaller. A CT scan of the chest,
abdomen, and pelvis with angiography on day 6 indicated ar-
terial dissection in the right external iliac artery mildly ex-
tending into the right common iliac artery and internal iliac
artery (Figs. 1 and 2A). Additionally, it revealed an acute throm-
bus within the false lumen of the right proximal external iliac
artery, causing a 70 percent occlusion (Fig. 3). A subsequent
color Doppler study of the right lower limb on day 7 showed
a 47 percent diameter reduction due to an increased throm-

Right external iliac artery dissection

Fig. 1 - Cross-sectional image of the computed tomography
scan showing dissection of the right external iliac artery.

bus size compared to the prior 39 percent. Within the throm-
bus, an internal flap extended to the external iliac artery after
the division of the common femoral artery into the superficial
and deep femoral arteries (Figs. 4A and B). The veins of the
right lower limb exhibited spontaneous color flow with nor-
mal phasic variation and no evidence of deep vein thrombosis
was observed.

Differential diagnoses considered included causes of acute
abdominal pain notably acute appendicitis, mesenteric is-
chemia, abdominal aortic aneurysm, and spontaneous iso-
lated externaliliac artery dissection. Given the patient’s young
age, absence of comorbidities, and the findings of arterial dis-
section and thrombus, a spontaneous isolated external iliac
artery dissection was considered.

The patient was managed with initial high-dose dual an-
tiplatelet therapy, statin, and injection heparin 5000 units stat
followed by heparin 1000 units/HF intravenously. The patient
was shifted to the intensive care unit (ICU) for further man-
agement. Despite being symptomatic, the dissection was not
ruptured. Following evaluation, endovascular treatment was
pursued, similar to managing a type B aortic dissection. Pe-
ripheral angioplasty was performed on day 7 through the left

Table 1 - Results of the laboratory investigations.

Laboratory investigation

Result Normal range

Partial Thromboplastin Time (PTT)
Anti-CCP antibodies

ANA immunoassay

c-ANCA

>180 seconds 25-35 seconds

<0.50 U/mL <0.50 U/mL
Weakly positive Negative
Weakly positive Negative
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Fig. 2 - Angiography showing: (A) Arterial dissection in the
right external iliac artery. (B) Favorable outcome
poststenting.

femoral route, upgrading from a 6F to an 8F sheath. The true
lumen was traversed using the fielder FC and subsequently
swapped to an amplatz wire using a Rubicon catheter. Shoots
were taken from above to confirm the placement of the stent
via the right radial artery. Stenting of the right external iliac
artery was performed using Covera plus 8.0 x 80 cm, with a
favorable outcome observed on reshoot angiography (Fig. 2B).
Postoperation, intravenous heparin INS was discontinued, and
dual antiplatelet therapy with statins was initiated and con-
tinued.

The patient did not experience reperfusion compartment
syndrome after the procedure and was discharged on the
third postprocedural day with palpable peripheral pulsation.

He was prescribed a daily dose of 100 mg acetylsalicylic acid
(aspirin) and scheduled for annual follow-up with a Doppler
ultrasound check-up. Upon follow-up, as of the most recent
examination, the patient remains hemodynamically and vi-
tally stable, with no significant fluctuations in physical exam
findings or laboratory parameters.

Discussion

SID-IA without involvement of the aorta, as seen in this case,
is an extremely uncommon occurrence. Typically, most spon-
taneous cases are associated with connective tissue disor-
ders or trauma. Clinical manifestations can vary, ranging from
sudden onset acute ischemia to chronic, unilateral ischemia.
Symptoms may also be transient [12,13].

The ulterior course of iliac artery dissections often pro-
gresses to aneurysms of the common iliac artery, with the po-
tential for local compression of nearby structures such as the
urinary or digestive tract before rupture [13,14]. Rapid diagno-
sis and immediate treatment are crucial to prevent adverse
outcomes. Careful assessment of limb color, temperature, and
pulse is essential, with noninvasive methods such as Doppler
studies aiding in diagnosis.

In Fig. 3, computed tomographic reconstruction revealed
arterial dissection in the right external iliac artery, extending
slightly into the right common iliac and internal iliac arteries.
The presence of an acute thrombus within the false lumen, as
shown in the angiography, caused approximately 70% occlu-
sion of the artery. This finding highlights the potential severity
of SID-IA, where the dissection can lead to significant luminal
compromise and ischemic symptoms.

Fig. 4 further highlights the pathology by demonstrating
the dissecting flap dividing the proximal external iliac artery
into a true lumen and a false lumen. The echogenic thrombus
within the false lumen, as highlighted in the Doppler scan, re-
inforces the risk of progressive ischemia and the potential for
catastrophic outcomes if left untreated. This imaging clearly
visualizes the dissected artery’s structural changes and the
thrombus formation within the false lumen, contributing to
the patient’s ischemic symptoms.

In this case, the patient had no history of arterial inter-
vention, trauma, or excessive physical activity, ruling out ia-
trogenic and traumatic causes as the etiology of the dissec-
tion. Additionally, there were no signs or symptoms sugges-
tive of connective tissue disorders, and both pathologic and
immunologic examinations were nondiagnostic.

Various strategies have been proposed for managing SID-
IA, including conservative therapy and endovascular or sur-
gical intervention [15]. The choice of strategy and timing is
generally guided by the clinical presentation. Complicated dis-
sections, such as those presenting with acute limb ischemia,
progressive dissection, or arterial rupture, necessitate urgent
intervention [16,17]. However, there are no established guide-
lines for treating acute ischemia caused by iliac dissection,
and the optimal therapeutic approaches remain under debate,
often extrapolated from evidence related to aortic dissection.
Open surgery, which involves replacing the dissected aorta
with a graft and removing the intimal tear, carries a high risk
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Table 2 - A review of literature (case reports), detailing patient characteristics, the affected artery, and interventions in
patients presenting with spontaneous isolated dissection of the iliac artery without prior trauma or connective tissue

disorder.

Study Age/Sex Artery involved Intervention

Fernandez et al. [20] 56/M Common iliac artery Right aortofemoral bypass
Hirai et al. [21] 36/M Left external iliac artery Endovascular stent placement
Thalhammer et al. [22] 60/F External iliac artery Conservative management
Savolainen et al. [23] 42/M Common Iliac Artery Dacron graft

Engin et al. [24] 41/M Bilateral external iliac arteries Aortobifemoral bypass

Fukui et al. [25] 49/M Bilateral external iliac arteries Iliofemoral vein graft bypass
Novotny et al. [16] 38/M Common iliac artery Self-expandable stent

Fig. 3 - Computed tomographic reconstruction showing: (A) Arterial dissection in the right external iliac artery, mildly
extending into the right common iliac and internal iliac arteries. (B and C) Acute thrombus within the false lumen of the
right proximal external iliac artery, causing approximately 70% occlusion.

of periprocedural complications, including bleeding, neuro-
logical issues, or multiorgan failure, affecting 40% to 80% of pa-
tients undergoing this procedure. Additionally, open surgery is
associated with a significant mortality rate, with in-hospital
mortality ranging from 25% to 50%. In contrast, endovascu-
lar techniques offer a less invasive treatment option, with
lower reported rates of periprocedural complications and in-
hospital mortality (ranging from 2.6% to 9.8%) [17]. Endovas-
cular repair has thus become the preferred treatment option
for complicated acute type B aortic dissection, [15,17] and has
also been successfully used in SID-IA with low periprocedural
mortality and morbidity [15,16].

The primary goals of treatment for iliac artery dissection
are to halt the progression of the dissection, maintain blood
flow distally through the true lumen, and prevent artery rup-
ture. Early surgical intervention is often recommended, espe-
cially since there have been reported cases of rupture occur-
ring months after the onset of dissection [18]. Endovascular
management, such as percutaneous transluminal angioplasty
with endovascular stenting, has shown success in patients
with iliac artery dissection [19].

Table 2 provides a compelling overview of similar cases re-
ported in the literature, highlighting the diversity in patient
characteristics and interventions utilized. Our case managed
with endovascular stenting, aligns with the evolving treat-
ment strategies for SID-IA. Comparison with other cases re-
veals a spectrum of approaches. This diversity emphasizes the
complexity of managing SID-IA and the importance of individ-
ualized treatment plans.

Patients with SID-IA are also prone to aneurysm develop-
ment, highlighting the importance of annual check-ups for
screening and monitoring. The urgency of intervention de-
pends on the presentation, with acute limb ischemia or signs
of rupture necessitating emergency endovascular or open re-
pair. Endovascular treatment is generally associated with high
technical and clinical success rates and low mortality and
morbidity compared to open repair, making it a preferred op-
tion for complicated cases like SID-IA without signs of rupture
[15,16].

Despite favorable outcomes with treatment, the possibil-
ity of fatal dissection remains. Continued vigilance, careful
follow-up, and prompt diagnosis and treatment are essential
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Fig. 4 - Doppler scan showing: (A) Dissecting flap (arrows) dividing the proximal external iliac artery into an upper true
lumen and a lower false lumen. (B) Echogenic thrombus (encircled in yellow) within the false lumen of the proximal

external iliac artery.

to mitigate the risk of catastrophic consequences in such vas-
cular occurrences.

Conclusion

This case highlights the need for heightened clinical suspicion
in young patients presenting with abdominal pain, even in the
absence of known risk factors. Successful management with
antiplatelet therapy, statins, and endovascular stenting high-
lights the evolving treatment options for SID-IA. Clinicians

should maintain a high index of suspicion for SID-IA, ensuring
prompt diagnosis and intervention to prevent complications.
Continued research is warranted to refine treatment strategies
and improve outcomes in such rare cases.

Patient consent

Written informed consent was obtained from the patient for
their anonymized information to be published in this article
(case report).
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