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Abstract
Background: Acute aortic dissection, an emergent vascular catastrophe, varies in its 
clinical presentation and embraces a high mortality rate if not recognized early. The 
symptoms of acute aortic dissection may vary. Most patients complain of an abrupt 
onset of severe pain in the chest, back, or abdomen. Other uncommon presentation may 
be shortness of breath, pain in the arms or legs, weakness, or loss of consciousness. 
Case Report: We present a 50 year old male who presented with complaints of sudden 
onset of shortness of breath, sweating and pain in the right leg 30 minutes before arrival. 
Patient was diagnosed as having acute aortic dissection (Stanford Type A) with cardiac 
tamponade. Patient underwent a successful Bentall’s procedure. Conclusion: Acute aortic 
dissection is uncommon but still poses a clinical challenge as patients can deteriorate 
very quickly. Patients may present with varied symptoms and it is imperative for an 
emergency physician to have high index of suspicion to diagnose these patients as soon 
as possible so that appropriate care can be administered.

Keywords: Aortic Aneurysm, Cardiac Tamponade, Dyspnea, Pain, Sweating.

doi:10.17659/01.2017.0049

Volume 7, No.2, April-June 2017© 2017 Journal of Case Reports

Introduction 

Acute aortic dissection is a challenging clinical 
emergency diagnosis first described by Morgagni 
more than 200 years ago [1]. It is characterized by 
separation of the layers of the aortic wall by extra-
luminal blood that enters the aortic wall, almost 
invariably through a luminal tear [2]. Acute aortic 
dissection, an emergent vascular catastrophe, 
varies in its clinical presentation and embraces 
a high mortality rate if not recognized early [3]. 
The symptoms of acute aortic dissection may vary. 
Most patients complain of an abrupt onset of severe 
pain in the chest, back, or abdomen [4].

 In a case series collected from January 
1996 to December 1998, 73% patients complained 
of chest pain (of note, pain was described mostly 
as sharp rather than tearing or ripping) [5]. Other 
uncommon presentation may be shortness of 
breath, pain in the arms or legs, weakness, or loss 

of consciousness. Acute aortic dissection may be 
uncommon, but complications occur often and 
early and the outcome is frequently fatal [6]. It 
is imperative for an emergency physician to have 
high index of suspicion to diagnose these patients 
as soon as possible so that appropriate care can be 
administered.

Case Report

A fifty year old man presented to the emergency 
department (ED) at 1645 hours with complaints of 
sudden onset of shortness of breath followed by 
profuse sweating and right leg pain and numbness 
since thirty minutes before arrival. He presented 
with a respiratory rate of 28/minute, oxygen 
saturation of 96%, pulse rate of 84/minute, blood 
pressure of 130/80 mmHg, temperature of 98.4°F 
and random sugar of 203 mg/dL. Patient was 
anxious, sweating profusely and had muffled heart 
sounds. Right femoral pulses were feeble with no 
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radio-radial or radio-femoral delay. Rest of the 
systemic examination was unremarkable. Patient 
had no prior medical history but was a chronic 
smoker. Patient was given intravenous diclofenac, 
tramadol, ondansetron and crystalloids. 

 Electrocardiogram (ECG) was normal and 
patient underwent urgent bedside Trans-thoracic 
echocardiography (TTE) which revealed a dilated 
aortic root with flap in ascending aorta and arch with 
mild circumferential pericardial effusion [Fig.1,2]. 
He underwent elective rapid sequence intubation 
and was shifted for urgent CT aortogram which 
revealed acute aortic dissection (Standford Type A)  
with contained aortic rupture and pericardial 
effusion [Fig.3-5]. Urgent Cardiovascular and 
Thoracic Surgery (CTVS) consult was taken and 
patient shifted directly to the operation theater. 

Fig.3: CT aortogram with dissection flap in descending aorta.

Fig.1: Echocardiography showing pericardial effusion.

Fig.2: Echocardiography showing dilated aortic root with 
flap.

Fig.4: CT aortogram with dissection flap in aortic arch.

Fig.5: CT aortogram with pericardial effusion and dissection 
flap in aortic arch.
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Patient underwent Bentall’s procedure and 
was kept in the CTVS Intensive care unit post-
operatively. Patient was kept on intravenous 
antibiotics, anticoagulants and other supportive 
treatment. Hospital stay was uneventful and patient 
was discharged in a stable condition after 10 days.

Discussion

Acute aortic dissection is uncommon but 
complications including fatality are common. 
Classic presentations include severe abrupt onset 
of chest pain. However, clinical manifestations are 
diverse and the classic symptoms are often absent.  
We report one such uncommon presentation of 
aortic dissection which requires a high clinical 
index of suspicion to aid in diagnosis. 

 Classification of aortic dissection is based 
on anatomical location and time from onset of 
disease. Stanford Type A dissections involves the 
ascending aorta and Type B dissections occur distal 
to the left subclavian artery [7]. The 14 day period 
from the time of onset has been designated as the 
acute phase, because morbidity and mortality rates 
are highest and surviving patients typically stabilize 
during this time. Because presenting clinical 
features are diverse and serious complications 
occur rapidly, quick ante-mortem diagnosis is 
difficult yet imperative [8]. TTE is safe, rapid, and 
readily available in the emergency department. 
It should be performed without delay in patients 
with suspected acute aortic dissection, to evaluate 
the presence or absence of several important 
features [9]. An ascending aortic dissection flap 
may be visible: TTE has a reported sensitivity 
of 59-83% and a specificity of 63-93% for the 
diagnosis of aortic dissection [10,11]. Computed 
tomography is the most frequently performed first 
imaging modality, with near perfect sensitivity and 
specificity.

Conclusion

It is important for emergency medicine physicians 
to have a very high index of suspicion for the 

prompt diagnosis and treatment of the deadly 
and relatively rare aortic dissection. Patients can 
present with atypical signs and symptoms and it is 
imperative for emergency physicians to recognize 
and diagnose aortic dissections quickly for prompt 
appropriate care.
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