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1 | INTRODUCTION

Aortic dissection is the main and common catastrophe of the
aorta which requires immediate treatment. The reported mor-
tality rate of acute aortic dissection increases at the rate of
1%-2% per hour when left untreated.! Without any treatment,
about 33% of patients die inside the first 24 hours, and 50%
die just under 48 hours.*”

An abdominal aortic aneurysm is a considerable burden on
health care system and its occurrence has shown an increase
during the past two decades. The risk of rupture in large aor-
tic aneurysms is very high and the first goal should be to pre-
vent this type of rupture in the patient health supervision.*

While, management of the aortic dissection or a large aor-
tic aneurysm, each one, is difficult and despite advances in
diagnostic and therapeutic modalities it is associated with a
high mortality rate, it is common for clinicians to be faced
with the question, how to manage patients with acute aortic
dissection with simultaneous critical aortic aneurysm in life-
threatening setting, which may be catastrophic in the event of
mismanagement or treatment delay.

Key Clinical Message

Acute aortic dissection with concurrent large aortic aneurysm is a catastrophic
condition. Clinicians may be faced with the dilemma of how to manage these pa-
tients. This case reports a successful management crisis in a patient with a type B

aortic dissection and a large left common iliac artery aneurysm.
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2 | CASE REPORT

A 51-year- old male waspresented to an outside hospital with
the complaint of bilateral flank pain radiating to the abdo-
men that started the day before. The pain was generalized,
persistent, and not relevance to the position while the patient
denied having nausea, vomiting, or diarrhea.

The patient had a past medical history of hypertension
started 5 years ago and his medication included losartan
50 mg daily but he has not being taking it regularly. This pa-
tient had a 35 pack-year smoking history.

On initial evaluation, his vital signs were a blood pressure
of 230/120 mm Hg without significant difference between
two arms, a heart rate of 95 beats per minute, a respiratory
rate of 20 per minute with an oxygen saturation of 94%
breathing air. A cardiac exam showed no murmur. Peripheral
pulses were intact and symmetrical.

Pulmonary findings consisted of decreased breath sound
at the base of the left lung. Patience abdomen was soft, with-
out pulsatile mass, and no tenderness was present.
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FIGURE 1

mediastinum

Chest radiograph demonstrating a widened

The chest radiograph showed mild mediastinal widening
with no active lung lesions (Figure 1).

Electrocardiogram (EKG) was taken and showed normal
sinus rhythm with nonspecific ST deviation.

Due to complain of flank pain, sonographic evaluation
was performed and despite limited value within the pelvis
caused by gas and obesity, suggested the presence of an iliac
artery aneurysm measuring 6 cm with no evidence of rupture.

Decision was made to transfer this patient to our emergency
department for further evaluation. Upon arrival to our insti-
tution, the patient’s blood pressure showed 210/120 mm Hg
in both arms and the heart rate was 90 beats per minute. The
peripheral pulses were equal, bilateral, and full. Sensory and
motor testing were unremarkable.

The laboratory findings, including cardiac enzyme lev-
els, glucose, hemoglobin, were all within normal limits and
nothing specific was found on the laboratory tests except a
creatinine: 1.6 mg/dL.

In our institution, aortic CTA was performed to determine
which treatment should be used. The result of the CTA of
aorta demonstrated a large left common iliac artery aneurysm
(62 mm in diameter), unpredictably, other finding in CT was
classic aortic dissection type B starting from the distal of tho-
racic aorta right above the diaphragm with its distal extent to
the iliac artery that appeared to be complicated with intramu-
ral hematoma type B starting from the distal of aortic arch to
the site of dissection (Figures 2A,B).

Initial therapy prescription was to include two large-bore
intravenous lines (IVs), oxygen, respiratory monitoring, and
monitoring of cardiac rhythm, blood pressure, and urine
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output, stabilizing the patient and controlling pain. Clinically,
the patient was assessed frequently for hemodynamic com-
promise, mental status changes, neurologic, or peripheral
vascular changes.

Following multidisciplinary assessments, consensus was
achieved. In event of encountering simultaneous acute aortic
dissection and large common iliac artery aneurysm, the very
starting act is to pay serious attention to medical treatment of
type B aortic dissection with careful monitoring for the de-
velopment of complications and close monitoring of visceral
and extremity perfusion and renal function. Nevertheless, if
there is an extant or impending complication of aortic dissec-
tion or aortic aneurysm, think through an immediate surgical
or endovascular intervention, otherwise, the procedure for
aortic aneurysm is delayed.

The patient was monitored in the cardiac intensive care unit
and medical treatment was started aggressively through manage-
ment of heart rate and blood pressure with the goal of reaching
heart rate 60 bpm and systolic blood pressure 100-120 mm Hg.
He received an intravenous labetalol bolus as first-line agents
followed by continuous infusions of intravenous nitroglycerin
(because nitroprusside was not available). Due to reno vascular
hypertension that is caused by extension of the dissection flap
to the renal arteries, lowering blood pressure was very difficult
and despite the infusions of labetalol and esmolol and nitroglyc-
erin titrated to max dose, blood pressure reached 170/110.

Finally, after administration of several doses of intravenous
propranolol, heart rate was controlled between 60-70 beats per
minute and systolic blood pressure reached 110/80 mm Hg.

After the control of heart rate and blood pressure, the pa-
tient was stable and relieved of pain. After multidisciplinary
consultation, the decision was made to do an operation on the
eighth day of admission, and after proximal and distal control
of aneurysm.

The operation was done with a midline incision and after
control of the proximal and distal segments of the aneurysm,
endoaneurysmorraphy was done with a tubular graft of Dacron
10f. Postoperative period, the patient continued to show clin-
ical improvement. He got transitioned to oral medications to
control the heart rate and blood pressure (Metoprolol, dilti-
azem, valsartan, amlodipine, hydrochlorothiazide).

The remainder of the hospital course was not complicated
and the patient was discharged on hospital day 18. During
the 18 month’s follow-up and review, the patient stopped cig-
arette smoking and was compliant with a stable regimen of
valsartan, metoprolol, hydrochlorothiazide, and amlodipine,
which lead to maintain normal blood pressure.

3 | DISCUSSION

This study case reports a 51-year-old man displaying bilat-
eral flank pain that was thought to be from a large aortic
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aneurysm, although later diagnosed as a concurrent acute
aortic dissection type B. According to Hagan et al’, up to
30% of patients who have later diagnosed with aortic dissec-
tion during the initial evaluation when suspected of having
other situations, such as aneurysms, ACSs, aortic stenosis
and pericarditis.

Aortic dissection is a catastrophic life-threatening condi-
tion, caused by a separation of the layers within the aortic
wall.” Tears in the intimal layer result in the propagation of

FIGURE 2 A, AorticCT
Angiography showing Type B aortic
intramural hematoma & classic aortic
dissection and left common iliac artery
aneurysm. B, Aortic CT Angiography
demonstrating Type B acute aortic
dissection (arrows)

dissection (proximally or distally) secondary to blood enter-
ing the intima-media space.8

The Stanford classification of aortic dissection divides
them into two types, type A and type B. Type A involves the
ascending aorta and Type B does not involve the ascending
aorta.” This system helps to delineate treatment. Usually, type
A dissections require surgery, while medical management re-
mains the choice treatment for type B dissections. Medical
management consists of decreasing the blood pressure and
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the shearing forces of myocardial contractility in order to
decrease the intimal tear and propagation of the dissection.
Medical antihypertensive therapy, including beta blockers, is
choice treatment.'”

Despite progresses in diagnostic and therapeutic modali-
ties, mortality rate is still high in aortic dissection.®

Abdominal Aortic Aneurysm (AAA) is the most common
form of aortic aneurysms that results from degradation of
medial elastin of the atheromatous aorta.'"!?

Rupture of an aortic aneurysm is life-threatening and risk
for rupture in a large aneurysm is high.4’5 In patients with
ruptured abdominal aortic aneurysm, the mortality rate is
approximately 65%-85%.'*'* Thus, efforts have been made
toward fast detection and in determining the appropriate
strategy in the management of aneurysms before the rupture
occurrence.

Among the various types of abdominal aortic aneurysms,
isolated common iliac artery aneurysms (IAAs) are propor-
tionately rare and the incidence is reported to range from
0.3% to 0.6%. IAAs often escape detection because of their
concealed location within the pelvis and due to their leaning
to be asymptomatic.ls’16

Previous studies have suggested that a cut-off diameter
above 2.4 cm could be considered the common iliac artery an-
eurysmal disease.!” The expansion rate and the rupture inci-
dence of common [AAs are dependent on aneurysm size.'81?
Studies recommend the asymptomatic patients with common
TIAAs larger than 4 cm should undergo elective repair and
common IAAs larger than 5 cm should be repaired expedi-
tiously because of their significant raised risk of rupture.20

The result of isolated IAAs have been reported in many
investigations, but isolated common IAAs are most com-
monly small and the number of patients with isolated IAAs
that are larger than 4 cm in diameter is generally small. !

Since large isolated common IAAs are rare and there is not
enough information and consensus regarding some aspects of
their management, we have described a management crisis in a
patient with a type B aortic dissection and a large left common
iliac artery aneurysm who was at extreme high risk for com-
plications, consequently, at the same time, we have to manage
both catastrophic conditions of the aorta, making it difficult to
draw a definite conclusion for this patient. Whether, initially,
aortic dissection should be managed as a life threatening con-
dition or large aortic aneurysm has been debated extensively.

According to stable hemodynamic in this patient who dis-
played symptomatic un ruptured AAA, we decided to delay
intervention for aneurysm until aortic dissection was well
managed and optimal condition was achieved. To conclude,
the patient survived the risk of this double-edge therapy.
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