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Rescue Intervention After Three Days of Renal Ischemia Caused by Acute Complicated Type B 

Aortic Dissection 

 

A 52-year-old male presented to our hospital with acute onset chest tightness and cold sweats. 

Computed tomography of the aorta (CTA) showed a type B aortic dissection (TBAD) extending 

from the subclavian artery to bilateral common iliac arteries and also into the celiac trunk. The 

blood supply to the superior mesenteric artery (SMA) and right renal artery mainly came from a 

false lumen. However, thrombosis of the false lumen had caused the true lumen in the proximal 

right renal artery to become severely compromised resulting in poor blood flow to the right 

kidney, and severe decreased contrast enhancement of the right kidney parenchyma was also 

noted. He was admitted for anti-pulse therapy with nicardipine and labetalol to maintain his 

systolic blood pressure below 120 mmHg, and pain control. The initial laboratory tests showed a 

creatinine level of 1.21 mg/dl. However, progressive deterioration of his renal function and 

decreased urine output developed. In addition, intermittent abdominal pain developed and became 

increasingly frequent. Three days later, his creatinine level increased to 1.84 mg/dl and urine 

output decreased apparently. However, he refused thoracic endovascular aortic repair (TEVAR) 

or a surgical intervention because of the possible complications. After discussion, he decided to 

receive rescue percutaneous transluminal angioplasty (PTA) for the ischemic bowel symptoms 

and decreased renal function.  

PTA was performed via the right femoral artery, which was the true lumen, and confirmed by 

previous CTA. Angiography of the SMA showed good patency but collaterals through the anterior 

and posterior inferior pancreaticoduodenal artery to the gastroduodenal artery (then to the 

celiac trunk system). A Sion Blue guidewire (Asahi Intecc, Japan) was advanced to the distal 

SMA, and intravascular ultrasound (IVUS) showed no dissection or impingement of the inner 

lumen. Due to apparent collaterals from the SMA to the celiac trunk, a celiac lesion was highly 

suspected. Angiography of the celiac trunk showed ostial stenosis, and IVUS showed a “curtain-

like” dissection flap and occlusion over the ostium of the celiac trunk. Therefore, we placed a 

0.0035” guidewire into the distal splenic artery and deployed an Express LD 10x25-mm stent 

(Boston Scientific Corporation, USA) at the proximal celiac trunk to the abdominal aorta. 

Angiography showed good flow and IVUS confirmed the stent position and good expansion. Right 

renal angiography was performed and showed total occlusion of the proximal right renal artery by 

the false lumen. After wiring to the distal renal artery, IVUS was used to check the condition of 

the vessel, which showed that the long true lumen was compromised by thrombosis of the false 

lumen. We decided to place an Express SD 4x19-mm stent in the distal right renal artery, 

followed by an Express SD 5.0x19-mm stent in the proximal right renal artery to the ostium, 

which subsequently restored flow to the right kidney. After an IVUS examination, the distal stent 

was post-dilated using a 5.0x15-mm non-compliance balloon up to 12 atmospheres, and the 

proximal stent was dilated using the same balloon up to 16 atmospheres. Final angiography 

showed very good blood flow. After the procedure, the abdominal pain resolved and the urine 

output also improved. Three days after the intervention, the creatinine level decreased from 1.84 

mg/dl to 1.59 mg/dl. Four days after the procedure, a renal function test with Tc-99m MAG3 

showed that significant right renal function had been saved, with a total effective renal plasma 



flow of 330 ml/min including 234 ml/min (71%) on the left side and 96 ml/min (29%) on the right 

side. One month later, the creatinine level improved to 1.45 mg/dl, and the patient was also free 

from symptoms. 

 


