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ABSTRACT

Aortic dissection is emergency condition with various clinical presentation and high risk mortality within hours. Aortic dissection is related to renal
ischemia accompanied by uncontrolled hypertension. Dissection on hemodialysis patient is a rare cases. Ounissi ef a/ said that of 7128 hemodyalisis
patient, prevalence of aortic dissection is only 0,04%. Death is commonly happened because aortic dissection is not diagnosed earlier. Takeda et a/ show
that of 896 death, 5,73% is sudden death. EVAR is promising treatment rather than surgery and medicine with better outcome and minimal invasive.
Although insidence of aortic dissection in end stage renal disease on hemodialisis is very rare, mortality rate is still high.3This high mortality is due to
delayed diagnosis and disease characteristic which could threatened life. Identification of risk factor such as uncontrolled hypertension, history of
previous heart disease, and spesific sign symptoms related dissection is needed for early identification so delayed treatment could be prevented.
Medicamentosa treatment aimed to lowering blood pressure and decrease pain with close hemodynamic monitoring. This case report showed recent
EVAR therapy which had done to treat type B aortic dissection successfully and improved end stage renal failure outcome. Post EVAR procedure, chest
pain was resolved, blood pressure was controlled with two drug antihypertension, and quality of life was improved qualitatively. Entry point of false
lumen was closed by EVAR so all of blood enter through true lumen and dissection was resolved. EVAR is promising treatment with minimal
complication and has better outcome rather than open surgery. Aortic Dissection type B is a rare cases among hemodyalisis patient. Since mortality of
aortic dissection complicated by renal disease is high, early diagnosis and treatment is needed with high index suspicion in patient who come with chest
pain. This case report showed successful outcome of EVAR in aortic dissection with end stage renal failure. Decreasing cardiovascular complication,
minimal invasive, and better outcome are important point of EVAR which recently still be excellent treatment rather than open surgery for type B aortic
dissection.
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This number was higher than aortic dissection insidence that
reported in general population, 0, 59% (Takeda et al., 1997).
Understanding of mechanism dissection aorta as patogenesis,
how to establish diagnosis, and right treatment choice is what
should we know. In this chance, we will present and discuss
case report about aortic dissection in hemodyalisis patient.

INTRODUCTION

Aortic dissection is emergency condition with various clinical
manifestation and high mortality risk in hours (Mendonca et
al., 2015). It is due to intimal tear that comes from high
pressure into aortic wall which will make new entry way for
blood stream. It is called as false lumen which contained blood
from entry tear and can compress true lumen. This matter will
cause bad condition such as internal bleeding, ischemia or
infarct miokard, visceral ischemia, and even death (Mendonca
et al., 2015; Brauwald et al., 2015; Mehta et al., 2002).
Correlation between aortic dissection and renal ischemia are
probabaly connected with existence of uncontrolled hyper
tension, which is the common risk factor of dissection aorta
(Hiratzka et al., 2010). Dissection aorta on hemodyalisis
patient is a rare cases. Ounissi et al revealed that of 7128
hemodyalisis patient from 1992 until 2007, prevalence of
dissection aorta is only 0, 04%. In this study, patient was
diagnosed as aortic dissection after several months did hemo

CASE REPORT

Male, 38 y.o come to hospital due to prolong left chest pain,
sudden onset, when hemodialisis, described as “tearing”,
radiating from chest to the back and centre of abdomen since
two months ago. There were dispneu at rest due to volume
overload, paroxysmal nocturnal dyspnea, and orthopnoe.
Patient had end stage renal failure and was doing hemodialisis
two until three times a weekroutinely. Physical examination
showed blood pressure 210/110 mmHg with heart rate 90
times per minutes, reguler, equal, and respiratory rate 30 times

dialysis and have cardiovascular risk (such as hypertension,
dyslipidemia, smoking, and vascular calcification). Death was
commonly happened in hemodialysis patient because delayed
diagnosis. Thus, clinical suspicious into aortic dissection was
recom mended especially if patient complained chest pain
(Ounissi et al., 2009). Study of Takeda et a/ showed from 896
death in hemodyalisis patient, 5, 73% were having sudden
death because of aortic dissection.
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per minutes. There were palpebra oedema and JVPwas
increasing. Cardiovascular examination revealed cardiomegaly
and was found diastolic murmur suggestive aortic
regurgitation. Lung examination showed rales in basal lung
bilateral. Aortic abdominal diameter was palpate widden,
shifting dullness comfirmed, and had bilateral pretibial edema.
Laboratory examination revealed hemoglobin 9,1 g/dL, blood
urea 203 mg/dL, serum creatinine 12,0 mg/dL, D-dimer>5000
ng/mL, prothrombin time 32,6 seconds (control 11,1), and
activated partial thromboplastin time 73,7 seconds (control
34,6).
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Fig 2. MSCT pre-EVAR
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Fig 3. Echocardiography showed intimal flap, true lumen, and false lumen(red circle and arrow)

Chest X-ray showed cardiothoracic ratio more than 70 percent
with mediastinum enlargement, widening of aortic silhouette
and  prominent, and  bilateral  pleural  effusion.
Echocardiography showed intimal flap from arcus aorta up to
descendent aorta and accompanied by mild aortic
regurgitation, mitral regurgitation, and tricuspid regurgitation.
CT angiography revealed aortic dissection in thoracooab
dominalis as long as 40 centimetres from proximal border in

arcus aorta (after left subclavia artery) until aortic bifurcatio
thus stanford type B aortic dissection was confirmed. Patient
had been given intravenous theraphy perdipine, start 0, 1
ug/kgBB/minutes titration every 15 minutes with MAP goal
90-70 and morfin 10mg/hours. Patient also consumed drug per
oral such as valsartan 2x160mg, amlodipine 1x10mg, hytrin
1x1mg, bisoprolol 1x5mg, ISDN 3x5mg, atorvastatin 1x20mg,
lactulac 3x10ml, bicnat 3x500mg, vitamin B12 3x500mg, and
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Fig 5. Chest X-Ray post TEVAR (right) MRI post TEVAR (left)

folic acid 1x15mg. On 20 days admission, TEVAR/EVAR had
done because prolong chest pain with uncontrolled
hypertension with blood pressure 150/90mmhg. Post TEVAR,
chest pain was resolved, blood pressure was controlled in
130/90 mmhg with only two drug hypertension, and general
status was normal.

DISCUSSION

Although insidence of aortic dissection in end stage renal
disease on hemodialisis is very rare, mortality rate is still
high.*This high mortality is due to delayed diagnosis and
disease  characteristic = which could threatened life.
Identification of risk factor such as uncontrolled hypertension,
history of previous heart disease, and spesific sign symptoms
related dissection is needed for early identification so delayed
treatment could be prevented. Medicamentosa treatment
aimed to lowering blood pressure and decrease pain with close
hemodynamic monitoring. Chest pain during hemodialisis is
one of complication that could be happened, especially in
patients who have cardiovascular risk. When doing
hemodialisis, heparin intravena was given and make aortic
becomed vulnerabale with trauma. Beside that, renal failure
adversely affects endothelial function, decreasing the
bioavailability of nitric oxide and, vascular distensibility

subsequently. Uncontrolled hypertension in renal failure
patient produced high stress to aortic wall and together with
previous factor produced high chance of dissection (Levy
Jeremy and Morgan July, 2004; Beckman et al., 2004). This is
probably could be the patogenesis aortic dissection in
hemodyalisis patient. This case report showed recent EVAR
therapy which had done to treat type B aortic dissection
successfully and improved end stage renal failure outcome.
Post EVAR procedure, chest pain was resolved, blood pressure
was controlled with two drug antihypertension, and quality of
life was improved qualitatively. Entry point of false lumen
was closed by EVAR so all of blood enter through true lumen
and dissection was resolved. EVAR is promising treatment
with minimal complication and has better outcome rather than
open surgery (Alsac et al., 2014; Wilkinson et al., 2013).
Nienaber dkk and INSTEAD trial revealed that TEVAR could
improve life expectancy up to 5 years and prevented worsening
of aortic dissection type B outcome (Nienaber et al., 2009).
Fattori et al. (2013) showed mortality (33, 9%) and
complication (40%) of open surgery is higher than mortality
(10, 6%) and complication (20%) of TEVAR (Fattori et al.,
2008). Hogendorn et al revealed that 30-day mortality in open
surgery is 7, 3% higher rather than TEVAR for management of
aortic dissection type B. (Hogendoorn et al., 2014). Long term
monitoring is needed after TEVAR application.
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It is because there is some complication such as graft stent
collapse, graft stent migration, graft stent torsion, trombus on
stent, and late rupture that must be concerned. Clinical
monitoring accompanied by imaging are best option for patient
outcome post TEVAR (Swee, 2008).

Conclusion

Aortic Dissection type B is a rare cases among hemodyalisis
patient. Since mortality of aortic dissection complicated by
renal disease is high, early diagnosis and treatment is needed
with high index suspicion in patient who come with chest pain.
This case report showed successful outcome of EVAR in aortic
dissection with end stage renal failure. Decreasing
cardiovascular complication, minimal invasive, and better
outcome are important point of EVAR which recently still be
excellent treatment rather than open surgery for type B aortic
dissection.
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