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Abstract
A 74-year-old woman was admitted for right coronary 
angioplasty. During the procedure, she complained 
about chest pain, and contrast injection showed an iat-
rogenic dissection of the ascending aorta. A contrast 
computed tomography (CT) scan confirmed the diag-
nosis via visualization of a large non-circulating false 
lumen, which involved nearly the entire ascending 
aorta. The patient remained hemodynamically stable 
and asymptomatic while receiving medical therapy 
alone. Another CT scan performed 3 days later showed 
complete regression of the false lumen. This case sug-
gests that uncomplicated iatrogenic dissection of the 
ascending aorta, even when large, may be managed 
successfully by medical therapy.
Copyright © 2016 Science International Corp.
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Introduction

The last two decades have seen a growing trend 
towards more frequent coronary angiography (CA) 
and percutaneous coronary intervention (PCI). As a 
consequence, procedure-related complications have 
been observed more frequently. Iatrogenic aortic dis-
section (IAD) results from a catheter-induced lesion 
of the intima, creating bleeding inside the aortic wall. 
Although the intimal tear is typically very small (lead-
ing to non-circulating blood flow in the false lumen), 

IAD should be distinguished from intramural hema-
toma, as the latter is generally due to primary vasa va-
sorum bleeding that results from a pathologic aortic 
wall without intimal lesion [1].

Case Presentation

In the present case, a 74-year-old woman was ad-
mitted for elective coronary angioplasty in connec-
tion with a positive exertion test. Her medical histo-
ry was only relevant for hypercholesterolemia. After 
drug-eluted stent implantation in the mid-right cor-
onary artery, the patient complained of chest pain. 
Direct aortography by contrast injection showed an 
IAD arising from the right coronary sinus (Figure 1A) 
and stagnation of the contrast agent in the false lu-
men (Figure 1B), suggesting that the intimal tear was 
very small and was probably sealed spontaneously. 
Thus, no additional stent was implanted. A contrast 
computed tomography (CT) scan confirmed that an 
IAD with a non-circulating false lumen involved near-
ly the entire ascending aorta (Figure 2A). Because the 
patient remained hemodynamically stable and total-
ly asymptomatic, we initiated medical therapy alone, 
which was composed of blood pressure control by be-
ta-blockers in combination with calcium channel in-
hibitors. A control CT was performed 3 days later and 
showed complete regression of the false lumen of the 
dissection (Figure 2B) without any related complica-
tion. The patient was discharged after 10 days and 
presented with an uneventful follow-up after 1 year.
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Discussion

IADs induced by catheter manipulations are very 
rare, as procedure-related incidences of 0.006% and 
0.1% have been reported for CA and PCI, respectively 
[2]. In some cases, the intimal tear may originate from 

a lesion localized in the ascending aorta or in the aor-
tic arch, but most of the time, the dissection progress-
es from nearby coronary ostia injuries [3]. IAD of the 
ascending aorta (Type A) may be life-threatening, re-
quiring surgical replacement of the diseased vessel to 
avoid pericardial effusion, coronary artery dissection, 
or acute aortic regurgitation, particularly if the exten-
sion reaches more than 40 mm [4, 5]. Occasionally, 
emergency stent implantation actually seals a mi-
nor intimal tear that originated from coronary ostia 
[5]. Spontaneous regression under medical therapy 
alone has also been observed in case of limited IAD, 
probably due to spontaneous sealing and stagnation 
of blood flow in the false lumen [2, 3].

Conclusion

This case illustrates the successful management 
of an uncomplicated ascending iatrogenic AD with 

Figure 1.  Panel A. Origin of the iatrogenic dissection just above the 
right coronary ostia (arrow). Panel B. Stagnation of contrast agent in 
the false lumen.

Figure 2. Panel A. Initial extension of the dissection with large non-circulating false lumen (arrows). Panel B. Spontaneous regression of the 
false lumen 3 days later.
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a minimal intimal tear and a non-circulating false lu-
men using medical therapy alone.

References

1.	 Welch TD, Foley T, Barsness GW, Spit-
tell PC, Tilbury RT, Enriquez-Sarano 
M, et al. Iatrogenic aortic dissection 
or intramural hematoma? Circulation. 
2012;125:e415-e418. DOI: 10.1161/CIRCU-
LATIONAHA.111.056937

2.	 Núñez-Gil IJ, Bautista D, Cerrato E, Salinas 
P, Varbella F, Omedè P, et al. Incidence, 
management, immediate and long-term 
outcomes following iatrogenic aortic 
dissection during diagnostic or interven-
tional coronary procedures. Circulation. 
2015;131:2114-2119. DOI: 10.1161/CIRCU-
LATIONAHA.115.015334

3.	 Pérez-Castellano N, García-Fernández MA, 
García EJ, Delcán JL. Dissection of the aor-

tic sinus of Valsalva complicating coronary 
catheterization: cause, mechanism, evolu-
tion, and management. Cathet Cardiovasc 
Diagn. 1998;43:273-279. DOI: 10.1002/
(SICI)1097-0304(199803)43:3<273::AID-
CCD7>3.0.CO;2-6

4.	 Rylski B, Hoffmann I, Beyersdorf F, Sued-
kamp M, Siepe M, Nitsch B, et al. Iatrogen-
ic acute aortic dissection type A: insight 
from the German Registry for Acute Aor-
tic Dissection Type A (GERAADA). Eur J 
Cardiothorac Surg. 2013;44:353-359. DOI: 
10.1093/ejcts/ezt055

5.	 Dunning DW, Kahn JK, Hawkins ET, O’Neill 
WW. Iatrogenic coronary artery dissec-
tions extending into and involving the 

aortic root. Catheter Cardiovasc Interv. 
2000;51:387-393. DOI: 10.1002/1522-
7 2 6 X ( 2 0 0 0 1 2 ) 5 1 : 4 < 3 8 7 : : A I D -
CCD3>3.0.CO;2-B

Cite this article as: Roumy A, Kirsch 
M, Prêtre R, Niclauss L. Spontaneous 
Regression of a Large Iatrogenic 
Dissection of the Ascending Aorta. 
AORTA (Stamford). 2016;4(6):226-228. 
DOI: http://dx.doi.org/10.12945/j.
aorta.2016.16.009

http://dx.doi.org/10.12945/j.aorta.2016.16.009
http://dx.doi.org/10.1161/CIRCULATIONAHA.111.056937
http://dx.doi.org/10.1161/CIRCULATIONAHA.111.056937
http://dx.doi.org/10.1161/CIRCULATIONAHA.115.015334
http://dx.doi.org/10.1161/CIRCULATIONAHA.115.015334
https://doi.org/10.1002/(SICI)1097-0304(199803)43:3<273::AID-CCD7>3.0.CO;2-6
https://doi.org/10.1002/(SICI)1097-0304(199803)43:3<273::AID-CCD7>3.0.CO;2-6
https://doi.org/10.1002/(SICI)1097-0304(199803)43:3<273::AID-CCD7>3.0.CO;2-6
http://dx.doi.org/10.1093/ejcts/ezt055
https://doi.org/10.1002/1522-726X(200012)51:4<387::AID-CCD3>3.0.CO;2-B
https://doi.org/10.1002/1522-726X(200012)51:4<387::AID-CCD3>3.0.CO;2-B
https://doi.org/10.1002/1522-726X(200012)51:4<387::AID-CCD3>3.0.CO;2-B
http://dx.doi.org/10.12945/j.aorta.2016.16.009
http://dx.doi.org/10.12945/j.aorta.2016.16.009

