
Case Description and Imaging

• 51-year-old male with past medical history of hypertension
and dyslipidemia who presented more than 1 year ago with
Acute Type A aortic dissection with extension to the iliac
arteries. He had an emergency ascending aortic replacement
and resuspension of the aortic valve.

• The attending cardiac surgeon noted that the intra-operative
findings were consistent with an Acute type B aortic
dissection with retrograde dissection of the ascending aorta
and root.

• After his emergency repair, a CTA thorax, abdomen and
pelvis showed that his dissection extended from the aortic
arch to the common iliac arteries with a small diameter true
flow lumen through the distal descending aorta, the visceral
segment, and the infra-renal abdominal aorta (Figure 1).

• At the time the patient was asymptomatic with no signs of
malperfusion and did not require acute vascular surgical
intervention (Figure 2). He was discharged on POD 10.

Abstract

Lower extremity claudication occurs in 40% or more of
patients with complicated type B aortic dissections. Thoracic
endovascular aortic repair (TEVAR), extra-anatomic bypass,
and open surgical fenestration represent potential treatment
options for malperfusion due to complicated chronic aortic
dissection cases. We present a case involving an
aortobifemoral bypass and open surgical fenestration to treat
severe, disabling claudication in a patient with a chronic type
B aortic dissection.

Discussion
• Lower extremity claudication following Type B Aortic
Dissection is a well-known phenomenon that has been
described for decades. 1-3

• Endovascular and surgical interventions may be required in
patients with complicated, chronic dissections.4-6

• Endovascular interventions have the potential for
complications including ineffective perfusion, recurrent
ischemia, and false lumen expansion or rupture.7

• Surgical options include extra-anatomic bypass, open
aneurysm/dissection replacement, and open surgical
fenestration.7-8

• When combined with aortic graft replacement, open
fenestration has proven to be an effective and durable
treatment for malperfusion caused by chronic aortic
dissection.

Conclusion
We describe a challenging case of short distance

claudication in a patient with chronic type B aortic dissection
extending from the aortic arch to the bilateral common iliac
arteries. Endovascular treatment options were limited given
the small true lumen size, lack of proximal landing zone, and
extent of dissection. The patient underwent definitive repair
with open aortic fenestration and aortobifemoral graft
placement. This technique provided an effective and durable
treatment for the patient’s complicated chronic aortic
dissection.
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Figure 1. Arrow (a): small true lumen
extending to the distal, infrarenal aorta.
Arrow (b): segmental occlusion of the
distal aorta/ proximal right and left
common iliac arteries. Also note in the
perfusion differences between the right
kidney (supplied by true lumen) and left
kidney (supplied by false lumen).

Figure 2. (Left) Axial CTA abdomen/ pelvis, arrow sign revealing the
SMA trunk taking off from the true lumen. (Right) Axial CTA abdomen/
pelvis, arrow sign demonstrating the right renal artery supplying the
kidney from the true lumen. Not shown in this slice is the left renal
artery taking off from the false lumen.

Discussion and Conclusion

Figure 3. (Left) Axial CTA abdomen/ pelvis and (Right) CTA thorax with
three-dimensional reconstruction showing the type B dissection. Arrow
(a): small true lumen extending to the distal, infrarenal aorta. Arrow (b):
segmental occlusion of the distal aorta/ proximal right and left common
iliac arteries. Also note that the right common iliac is supplied by the
true lumen while the left common iliac is supplied by the false lumen.
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Case Continued and Imaging

• As the patient recovered from surgery, he noted short distance claudication involving his hip, thighs, and calves. The severity of his
symptoms prevented him from participating with physical therapy and returning to his job.

• Imaging review suggested that the cause of his severe claudication was the extremely small diameter infra-renal abdominal aortic true
lumen and segmental occlusion of the distal aorta/ proximal right and left common iliac arteries (Figure 3).

• Endovascular treatment for his dissection would have required aortic arch debranching since he did not have an adequate proximal
landing zone in his descending thoracic aorta. Based on the nature of his dissection and the diameter of his aortic arch, cardiac surgery
did not feel that an aortic arch intervention was warranted.

• Surgical treatment options included axillary-bifemoral bypass or aortobifemoral bypass with open fenestration of the paravisceral
abdominal aortic dissection. Given the patient’s young age and active lifestyle, the decision was made to proceed with an
aortobifemoral bypass and open dissection fenestration.

• Approximately one year after his initial presentation and emergency surgery, the patient had an elective aortobifemoral bypass with
fenestration of the dissection flap at the level of the visceral arteries. Using a thoracoabdominal incision the distal descending thoracic
aorta was clamped and the infrarenal aorta was transected. The fenestration of the paravisceral aorta was then quickly performed and
the clamp site was moved to just below the renal arteries.

• An aortobifemoral bypass was then performed with an 18mm x 9mm bifurcated Dacron graft. His post-operative course was
complicated by new-onset atrial fibrillation with rapid ventricular response that resolved on post-operative day 3 with medical
management.

• He was discharged on hospital day five. In follow-up outpatient visits, the patient has noted complete resolution of his claudication.
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Abstract

• Lower extremity claudication occurs in 40% or more of patients with 
complicated type B aortic dissections.

• Thoracic endovascular aortic repair (TEVAR), extra-anatomic bypass, 
and open surgical fenestration represent potential treatment options 
for malperfusion due to complicated chronic aortic dissection cases. 

• We present a case involving an aortobifemoral bypass and open 
surgical fenestration to treat severe, disabling claudication in a 
patient with a chronic type B aortic dissection.



Case

• 51-year-old male with past medical history of hypertension and 
dyslipidemia who presented more than 1 year ago with Acute Type A 
aortic dissection with extension to the iliac arteries. 

• He had an emergency ascending aortic replacement and resuspension 
of the aortic valve.

• The attending cardiac surgeon noted that the intra-operative findings 
were consistent with an Acute type B aortic dissection with 
retrograde dissection of the ascending aorta and root. 



Case
• After his emergency repair, a CTA thorax, 

abdomen and pelvis showed that his 
dissection extended from the aortic arch 
to the common iliac arteries with a small 
diameter true flow lumen through the 
distal descending aorta, the visceral 
segment, and the infra-renal abdominal 
aorta (Figure 1).

• At the time, the patient was asymptomatic 
with no signs of malperfusion and did not 
require acute vascular surgical 
intervention (Figure 2). He was discharged 
on POD 10



Case
• As the patient recovered from surgery,

he noted short distance claudication
involving his hip, thighs, and calves. The
severity of his symptoms prevented him
from participating with physical therapy
and returning to his job.

• Imaging review suggested that the cause
of his severe claudication was the
extremely small diameter infra-renal
abdominal aortic true lumen and
segmental occlusion of the distal aorta/
proximal right and left common iliac
arteries (Figure 3).



Case

• Endovascular treatment for his dissection would have required aortic 
arch debranching since he did not have an adequate proximal landing 
zone in his descending thoracic aorta. 

• Surgical treatment options included axillary-bifemoral bypass or 
aortobifemoral bypass with open fenestration of the paravisceral
abdominal aortic dissection. 



Case

• Approximately one year after his initial presentation and emergency 
surgery, the patient had an elective aortobifemoral bypass with 
fenestration of the dissection flap at the level of the visceral arteries.

• Using a thoracoabdominal incision the distal descending thoracic aorta was 
clamped and the infrarenal aorta was transected. The fenestration of the 
paravisceral aorta was then quickly performed and the clamp site was 
moved to just below the renal arteries.

• An aortobifemoral bypass was then performed with an 18mm x 9mm 
bifurcated Dacron graft. 



Case

• He was discharged on hospital day five. 

• In follow-up outpatient visits, the patient has noted complete 
resolution of his claudication



Discussion

• Lower extremity claudication following Type B Aortic Dissection is a 
well-known phenomenon that has been described for decades. 1-3

• Endovascular and surgical interventions may be required in patients 
with complicated, chronic dissections. 4-6

• Endovascular interventions have the potential for complications 
including ineffective perfusion, recurrent ischemia, and false lumen 
expansion or rupture.7



Discussion (continued)

• Surgical options include extra-anatomic bypass, open 
aneurysm/dissection replacement, and open surgical fenestration. 7-8

• When combined with aortic graft replacement, open fenestration has 
proven to be an effective and durable treatment for malperfusion 
caused by chronic aortic dissection.



Conclusion

• We describe a challenging case of short distance claudication in a patient 
with chronic type B aortic dissection extending from the aortic arch to the 
bilateral common iliac arteries. 

• Endovascular treatment options were limited given the small true lumen 
size, lack of proximal landing zone, and extent of dissection. 

• The patient underwent definitive repair with open aortic fenestration and 
aortobifemoral graft placement. 

• This technique provided an effective and durable treatment for the 
patient’s complicated chronic aortic dissection.
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