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Fig. 1 Enhanced computed tomography (CT) at re-dissection showed new blood lumen (white arrows) and the
aorta was partially three chambered (slice A). The superior mesenteric artery was enhanced and the true
lumen was compressed with the pseudolumen (slice B). Each CT image was orientated as right side schematic
drawing alphabetically (the oblique lined area shows pseudolumen).
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Fig. 2 Post operative enhanced computed tomography (CT) showed blood flow to the celiac artery from true lumen

and to the superior mesenteric artery from the pseudolumen (white arrows). Each CT image was orientated
asright side schematic drawing alphabetically (the oblique lined area shows pseudolumen).
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Surgical Abdominal Aortic Fenestration and Graft Replacement
for Leg and Bowel | schemia
DuetoAcute Type B Aortic Dissection

Toshiyuki Kuwata, Kazumi Mizuguchi,
Y oichi Kameda and Toru Mori

Department of Cardiovascular Surgery, Ishinka Y ao General Hospital
Key words: Stanford B type aortic dissection, Leg ischemia, Intestinal ischemia,
Surgical fenestration of the abdominal aorta

A 63-year-old man was admitted with severe back pain of sudden onset. An enhanced computed tomography
(ECT) revealed a Stanford type B (DeBakey Il1a) acute aortic dissection. Blood pressure was controlled satisfactorily
with nicardipine hydrochloride infusion. Five days after admission, he suffered sever back pain again followed by
abdominal and left leg pain, and pulselessness of the left leg and abdominal extension, which suggested an intestinal
mal perfusion. The ECT showed re-dissection reaching the iliac artery level. Emergency |aparotomy showed small
intestinal ischemia. Surgical fenestration beneath the inferior mesenteric artery, and reconstruction with a bifurcated
graft were performed satisfactorily. The color of the small intestine returned to normal, and peripheral pulsein the left
leg was easily palpable. The patient has been receiving care as an outpatientl] Jpn. J. Vasc. Surg., 15: 503-506, 200601
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