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The aortic dissection is a relatively rare but fatal event; it is often 

misdiagnose in front of a very variable clinical presentation and falsely 

reassuring. 

We report a case of a 45-year-old hypertensive smoking patient, 

admitted to the emergency department for fatigue sensation and 

discomfort ,physical examination revealed a rough systolic murmur and 

the transthoracic echocardiography  showed  a dissection flap from the 

ascending aorta to the thoracic aorta  and a moderate acute IAo, 

emergency CT angiography showed a type A  aortic dissection from 

supra aortic trunks to iliac arteries, the patient was transferred to 

cardiac surgery and was operated immediately with  a satisfactory 

postoperative transthoracic echocardiography and CT angiography 

control. 

Through this case and a review of the literature we would like to shed 

light on this non-exceptional case that can be catastrophic if not 

diagnosed and managed promptly.  
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Introduction:- 
An aortic dissection (AD) is a tear in the inner lining of the aorta. Causing blood to flow into the lining and separates 

the aorta wall layers creating false lumen. If the blood pressure is high it can causes rupture and be deadly. 

 

Stanford classified aortic dissection into two types: Type A originating in the ascending aorta wish constitute an 

emergency and requires an urgent surgical intervention, to decrease mortality. Or Type B originating in the 

descending portion of the aorta and could be managed without surgery by carefully controlling blood pressure. 

Acute aortic dissection type A is an extreme emergency requiring surgical intervention if not treated the mortality 

increases up to 50% within the first 24 hours and up to 75% within two weeks after the onset event [1] 

 

On one hand, aortic dissection can appear in a wide range of presentation such as chest pain simulating an acute 

myocardial infraction or as a neurological deficit simulating cerebro-vascular accidents each of which has a different 

treatment as anticoagulation, thrombolytics that can be fatal for AD. On the other hand, less typical presentation can 

delay the diagnosis increasing the mortality and morbidity especially in patient with painless AD [2-3]. 
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A rapid diagnosis and adequate surgery are imperative to optimize outcomes wish can also depends on the presence 

of co morbidities and presence of end organ malperfusion, the extent of the aortic dissection and of course the post 

operative possible complications . 

 

Case report : 

We report a case of a 45-year-old hypertensive smoking patient, admitted the emergency department for a sensation 

of discomfort and a bit of dizziness , with a normal  EKG and negative troponin-TEST, on examination the patient 

had a blood pressure asymmetry, a 5/6 rough ejectional murmur radiating to the vessels of the neck and femoral 

arteries, echocardiography showed  a dissection flap from the ascending aorta to the thoracic aorta  and a moderate 

acute IAo, emergency CT angiography showed a type A  aortic dissection from supra aortic trunks to iliac arteries, 

the patient was transferred to cardiac surgery and was operated immediately with  a satisfactory postoperative 

transthoracic echocardiography and CT angiography control. 

 

 
Figure 1:-parasternal view showing the flap in the aorta suspecting the aortic dissection diagnosis 

 

 
Figure 2:-a ct scan showing the aortic dissection 
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Discussion:- 
Generally AD is clinically defined with an abrupt chest pain that radiates to the back, the painless version is less 

common and not enough suspected. Our case to what we know and limited by our researches is the 88 reported case 

in the world of the painless AD. The first painless aortic dissection was reported by cohen et al back in 1964 initially 

suspected on the presence of aortic regurgitation murmur [4] then Gerber et al reported a silent AD based on acute 

neurological deficits in 1986 [5].there is variable information about the incidence of painless AD .  In general, AD 

type A is classified as a rare pathology, with an estimated incidence of pre and in hospital cases of 3-4 cases per 

100,000 people per year [6]. 

 

On one hand, it is reported to be 6.4% in the international register of AD [7]. Other series reported that up to one 

third of the patients did not complain of pain upon presentation [8]. 

 

On the other hand 5% to 15% of patients with acute aortic dissection present without pain wish can cause a delay in 

the emergency department causing a high risque of mortality [9]. 

 

One of the theories of painless acute aortic dissection is that the only innervated layer of the aorta is the adventitia, 

threshold if the dissection doesn’t extent to this layer; there is no pain [10]. 

 

Other theories may include elements that can decrees pain stimulation by damaging the adventitia such us advanced 

age, diabetes, previous aortic surgery or previous aortic aneurysm [5].  A neurological deficit may alter the pain. 

To help acknowledge more this type of AD, we seeked for variable clinical presentation and we found that patient 

generally presents with hypotension wish could be secondary to aortic regurgitation generally when the aortic valve 

is involved[11] , cardiac tamponade with high mortality [12] and heart failure[7-13]  wish confers to a higher 

morbidity and mortality [14], and then  bradycardia due the involvement of the baroreceptors and also the extent of 

the dissection to the right common carotid wish may cause also syncope [15]. This also explains the high incidence 

of right hemispheric ischemia and hence left side neurological deficits [16].  

 

At the physical examination, contrary to our case were we found a rough systolic murmur, it is generally a classic 

aortic insufficiency murmur wish was auscultated in 44% of patients with type A dissection [7] and was reported in 

about one third of the cases reported in the literature. Pulse deficit was found in 15 % of the cases [7]. 

 

The application of thrombolytics  when AD is  misdiagnosed  with MI can be fatal especially when signs of 

ischemia are found in the EKG wish can be due to the involvement of the coronary ostia [7, 17], or the presence of 

changes in the EKG  related to the signs of left ventricular hypertrophy associated with  hypertension  

 

Transthoracic echocardiography is an available non invasive and a quick method to help assess the diagnosis of AD 

especially type A , when assessing the ascending aorta with a higher sensitivity [18] it is also an efficient way to 

evaluate the aortic valve .. 

 

It also can help with the suprasternal view to detect arch involvement and also have a quick view on the carotid to 

see if there is an extension especially when the patient is presented with neurological deficit [19, 20, 21, 22]. 

 

ETT can be as sensitive and specific as computed tomography and magnetic resonance [23] plus the avoidance of 

contrast dye in patients with kidney disease. 

 

If diagnosed correctly, it can save lives by avoiding applying thrombolytic in patients with AD wish has mortality as 

high as 70% [24]. 
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Conclusion:- 
The inaccurate use of fibrinolytics was reported in both painless [25, 26, 27] and typical painfull AD [28] and 

resulted in poor outcome and high mortality. 



ISSN: 2320-5407                                                                                      Int. J. Adv. Res. 7(5), 432-436 

435 

 

Because of this serious outcome and dark prognosis in patients with type A aortic dissection, predictive tools are a 

must to help physicians assimilate and predict this pathology to reduce delay and misdiagnosis in emergency 

department. 
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