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AORTA received almost simultaneously the four
separate reports (included in this issue) of iatrogenic
aortic dissection following coronary angioplasty [1-3]
and transaortic aortic valve replacement [4]. Medical
management was successful in all these cases. In an
ad hoc review of the literature, we have tabulated
the currently available case series of iatrogenic aortic
dissection (Table 1). The thrust of these case reports
[1-4] and literature review (Table 1) points toward the

adequacy of medical management in most cases. For
dissections induced by coronary angioplasty, imme-
diate sealing of the inciting proximal coronary tear by
stenting appears important in securing safe medical
outcome.
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Table 1. Summary of available case series on iatrogenic aortic dissection.

Authors & # Patients Type/Extent of
Year with IAAD* Case of Dissection Dissection Treatment & Outcomes Authors’ Recommendations
Dunning et 9, Incidence= -Inall 9 cases a Proposed a classi- - All 4 Class 1 cases were - Class 1 and Class 2 dissec-
al. 2000 [5]  0.02% RCA dissection ex-  fication system for successfully treated with tions are best treated by
In patients  tended retrograde  IAAD: Class 1: (n=  coronary stenting and med- sealing the entry point in the
with acute Ml to the aorticroot.  4) Focal dissection ical management. coronary artery by means of
=0.19% -In 44% of cases  restrictedtothe - Class 2; 1 patient success- ~ stenting.

ipsilateral cusp.

Amplatz guide
Class 2: (n=3)

catheters were
employed.
and extending

up the ascending

aorta < 40mm.
Class 3: (n=2)

Involving the cusp

and extending

up the ascending

aorta > 40mm.

Involving the cusp

fully treated with emer-
gency CABG, the other 2
with coronary stenting and
medical management.

- Class 3: Both underwent
emergency surgery and
died. Both had presented
originally with an acute MI.

- Surgical intervention is
usually warranted for Class 3
dissections.

*|AAD = latrogenic (specifically cardiac catheterization induced) acute Type A dissection.
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Table 1. (Continued)
Authors & # Patients Type/Extent of
Year with IAAD* Case of Dissection Dissection Treatment & Outcomes  Authors’Recommendations
Yip et al. 7,Incidence= -6 patientshada  -1AAD localized - All 5 cases in Group L - Immediate coronary stenting
2001 [6] 0.05% retrograde IAAD (Group L) tothe  managed successfully to seal the entry site of the
from the RCA to the coronary sinus by coronary stenting. A aortocoronary dissection and
coronary sinusand in 5 patientsand  6-month follow-up Thallium prevent its expansion should
Tfromthe LADto  extended intothe scan showed a perfu- be performed.
the coronary sinus  ascending aorta  sion defect in 2 patients - Surgical intervention is nec-
- Caused by balloon (Group AA)in2.  whoalsohad anginaand  essary for patients with severe
inflation in'5 cases, restenosis of the RCA on IAAD and complications. Coro-
quiding catheter (6 coronary angiography. The  nary stenting is still beneficial
Fr)in 1 and throm- other 3 were asymptomatic  in stabilizing these patients
bectomy system and had normal scans. prior to surgery.
in 1. - Stenting was unsuccessful
in 1 patient in Group AA
who then refused emer-
gency surgery and died.
The other patient (LAD
aortocoronary dissection)
underwent successful
emergency surgery.
Carstensen 4 cases by Authors'Cases: Authors'Cases: Authors'Cases: - Ostial stenting should be
andWard  theauthors -2 duetothe guide -2extendedto - Immediate ostial stenting  performed promptly upon
2008 [7] and areview catheter, 1 due the mid-ascend-  upon recognition of the recognition of an aortocoro-
of 63 cases  to balloon and 1 ing aorta, 2 limit-  dissection. nary dissection so as to seal
reported in - due towire. RCA  edto the coronary - 10-32 month follow-up. ~ and check the expansion of
literature. was PCl targetin 3 sinuses. the dissection.

cases, LCXin 1.

Literature Review:

- Guide catheter
in the majority,
unclear in several
others.

Literature Review:
-In 37 (59%) cases
the dissection was
limited (Group L)
to the coronary
sinus.

-In 26 (41%) cases
there was rapid
extension (Group
RE) above the
annulus or aortic
valve involvement.

Repeat CT/TEE showed
resolution of the dissection
in all cases with no compli-
cations.

Literature Review:

- Overall: Conservative
Therapy n=15 (2 deaths);
Stenting n=36 (0 deaths);
Surgery n=12 (3 deaths).

- 11 cases of Group L were
managed conservatively, 25
by stenting (1 had dissec-
tion progression despite
stenting so had surgery)
and 1 underwent immedi-
ate surgery.

- 4 of 26 cases in Group RE
were managed conserva-
tively; 2 died suddenly. In
13 cases stenting was done
but this failed in 2 and they
had surgery. 9 underwent
surgery: of these 3 died all
of whom were having PCl
for an acute MI.

*|AAD = latrogenic (specifically cardiac catheterization induced) acute Type A dissection.
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Table 1. (continued)

Authors & # Patients Type/Extent of
Year with IAAD* Case of Dissection Dissection Treatment & Outcomes Authors’ Recommendations
NUfez-Gil 74, Incidence - Catheterin 68 -Dunning Class - 36 patients managed - After stabilization of the
etal. 2015  =0.06% patients (91.8%) [6F 1in 45 patients conservatively, 35 under-  early critical phase of the IAAD,
[8] size in 65 (87.8%)],  (60.8%); Class went stent placement complete healing of the aorta
0.035-inwirein4.  2in 12 (16.2%) and 3 referred for surgery. occurs and no complications are
- RCA was engaged andClass3in15 -2 early deaths due to observed in the long term.
in 42 patients (20.3%). cardiogenic shock. - The entrance of the dissection
(56.8%), the LCA in - During long-term in the coronary artery should be
30 (40.5%). follow-up (median = closed by placing a stent.
51.2 months), no patient - Retrograde IAAD not involv-
suffered any sequelae of  ing a coronary may be treated
IAAD; completely healed  conservatively and monitored
aortain 5 patients con-  closely via serial imaging.
firmed by imaging. - Patients with major symptoms,
expanding dissections and
coronary flow obstruction may
need surgical intervention.
Shahetal. 2 casesby - Catheter trauma - Confined to - 46 (53.5%) patients treat- - The majority of patients,
2016 [9] the authors  in 34 (54%) [sizes  therootin 33 ed by stenting only, 29 including those with more
and a review specified in 23: 5 (38.8%) patients,  (33.8%) surgically and 19  extensive dissections (Dunning
of 86 cases  cases occurred due extending tothe  (22.1%) conservatively. Class 3) can be managed con-
reportedin  to6F 12dueto 7F ascendingaorta -6 patients (4 with servatively or by the placement
literature. and 6 dueto 8F],  in35(41.1%),the  Debakey 2 and 2 with of a stent.

balloon inflation
in 15 (23.8%) and

contrast injection in

13 (20.6%).

- RCA was inter-
vention target in
66 patients (76.7%),
the LADin 10
(11.6%), the LCx in
6 (7%), the LMCA
in 3 (3.6%), and the
obtuse marginal
branchin 1 (1.2%).

aorticarchin 11 Debakey 1 IAAD) died:

(129%) and the 3 were conservatively
descending aorta  treated (cause of death
in6(7.1%). in 1 unknown, 1 refused

surgery after unsuccessful
stenting of dissection
origin and suffered
re-infarction and the 3rd
had dissection extension
into the descending aorta
and died 4 months later
of cardiogenic shock) and
3 were surgically treated
(2 died due to post-op
multi-organ failure and
the 3rd could not be
weaned off CPB).

- The patient’s hemodynamic
status and how quickly the
entry point of the dissection is
closed by stenting to prevent
its progression, determine treat-
ment measures.

*1AAD = latrogenic (specifically cardiac catheterization in

duced) acute Type A dissection.
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