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A 74 year old woman presented to the Emergency Department 
for acute onset of severe chest pain. She described the pain as 
“ripping” and “tearing”. Computerized tomography (CT) scan 
demonstrated aortic dissection involving the ascending aorta 
with extension to the distal abdominal aorta. There was also a 
suggestion of intrapericardial rupture on imaging. She was 
notably hypotensive on arrival, with a systolic blood pressure in 
the low 80’s, and was taken immediately to the operating room. 
During surgical exploration, there was confirmed to be free 
rupture into the intrapericardial sac, which contained about a 
liter of blood. The dissection was repaired with a 30 Hemashield 
vascular graft. She was moved to the Intensive Care Unit, in 
stable condition after the surgery, but remained intubated over 
the next few days. Her course became complicated by acute 
renal failure, thrombocytopenia, and leukocytosis.  Volume 
overload secondary to her renal failure and receipt of blood 
transfusions was addressed with hemodialysis, although this was 
discontinued due to development of cardiac arrhythmia. She 
was persistently hypotensive on maximum vasopressors and 
continued to decompensate.
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A prior chest x-ray (Figure 1) compared to initial presentation 
(Figure 2) demonstrated interval enlargement of the thoracic 
aorta.

Computed tomography angiography (CTA) Chest (Figure 3) 
showed extensive Stanford type A dissection originating at the 
aortic root and involving the entirety of the thoracic aorta with 
extension into the abdomen (Figure 4), with a predominantly 
thrombosed false lumen. The enlarged ascending aorta 
measured up to 6.5 cm in dimension, resulting in mass effect 
upon the pulmonary trunk and right main pulmonary artery. 
There was fluid within the aortopulmonary window which raised 
the possibility of leak (red arrow). 
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Dissection is the most common cause of acute disease involving 
the aorta, and is frequently deadly to the patient. Classically, 
these patients present with acute, tearing central chest pain 
with radiation to the back. Up to 20% may present with syncope 
secondary to hypotension or cardiac tamponade. Overall, there 
are approximately 2,000 new cases of aortic dissection per year 
in the United States, with approximately 60%–90% developing 
secondary to hypertension. The exigency of diagnosis and 
treatment is the most important factor for improving outcomes.

Approximately one third of patients admitted to the hospital 
may have rupture of the dissection as a cause of death. 75% of 
dissection ruptures occur into the pericardium, left pleural 
cavity, or mediastinum. They can also be seen less frequently 
into the right ventricle, left atrium, vena cavae, and pulmonary 
arteries. 
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