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A 90 year old female with no significant past medical history 
presented to the Emergency Department for acute left leg pain and 
numbness. She also reported shortness of breath and abdominal and 
chest pain that radiated to her back. A computerized tomography 
(CT) angiogram of the chest, abdomen and pelvis demonstrated 
extensive Stanford type A dissection extending from the aortic root, 
involving the right brachiocephalic and right common carotid, and 
extending to bilateral common iliac arteries. Cardiothoracic surgery 
was consulted and, upon discussing options for management, the 
patient elected for conservative management. She was counselled 
on the risks, which included imminent death. Medical management 
involved close heart rate and blood pressure control, with goals of 
heart rate less than 60 and systolic pressure of 90-120 mmHg. She 
developed new onset atrial fibrillation, likely secondary to 
involvement of the aortic root in the dissection, as well as acute 
kidney injury, likely related to renal blood flow arising from the 
false lumen. She was subsequently discharged to home hospice. 
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Axial sections from a CT angiogram of the chest (Figures 1 and 2), 
abdomen and pelvis demonstrate Stanford type A aortic dissection 
extending from the aortic root through the left sided aortic arch 
and involving both the ascending and descending aorta.

Coronal reformation from the same CT (Figure 3) shows extensive 
involvement of the right brachiocephalic, right carotid artery (not 
shown), thoracic and abdominal aorta, and into the iliac vessels (not 
shown). No evidence of extraluminal extravasation. 
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Acute aortic syndromes consist of three major categories: aortic 
dissection, intramural hematoma, and penetrating ulcer. The most 
common cause of acute aortic syndrome, consisting of 
approximately 70% of cases, is dissection. The main etiology of 
vessel dissection is hypertension, which results in an intimal tear 
and two distinct lumens.

Dissections often present with substernal tearing pain. They can be 
distinguished as either Stanford type A, which involves the 
ascending aorta and arch proximal to the take off of left subclavian, 
and Stanford type B, which involves the aorta distal to the takeoff 
of the left subclavian. Typically, Stanford type A dissections are 
treated surgically and Stanford type B is medically managed unless 
complications are present. Stanford type A dissections that are 
extensive, involving the arch and extending to the iliac arteries, 
carry a very poor prognosis even with intervention. 

The true lumen of a dissection is continuous with undissected aorta 
and usually has a smaller cross sectional area containing higher 
velocity blood. Dissections should have a spiraling appearance, 
whereas intraluminal thrombus (which can have a similar 
appearance on single CT slices) would be linearly distributed. 
Collagenous media-remnants (cobwebs) and thrombus are typically 
seen in the false lumen.
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