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Acute aortic dissection is an uncommon disorder which can have fatal 

results in the event of treatment delay or misdiagnosis. This case 

examines a 61-year-old woman presenting with hypertension initially 

diagnosed as hypertensive crises relieved by antihypertensive 

medication. She was referred to the cardiology with clinical suspicion 

of acute coronary syndrome (ACS). However, she was later diagnosed 

with acute aortic dissection by CT-angiography and sent to surgical 

unit. Aortic dissection patient presents with many non-specific 

complaints so mostly misdiagnosed. This case report of a 61-years-old 

female with diagnosis of Stanford Type A acute aortic dissection 

misdiagnosed as a hypertensive crisis aiming towards highlighting this 

potentially fatal condition and importance of early diagnosis The early 

assessment and early CT-angiography can help in reaching the 

diagnosis so that early and accurate intervention can be done to save 

the life of patient from this fatal disease. 
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Introduction:- 
Hypertension is a common cardiovascular disease. The common acute complications associated with hypertension 

are stroke, myocardial infarction and very little is known about the frequency of acute aortic syndromes. 

 

Aortic dissection, a rare but a life threatening condition, occurs due to breach in the intergrity of the aortic wall
1
 , 

causing intimal tear, which is usually associated with other cardiovascular diseases. 

 

Early diagnosis and management is necessary for patient survival. The AD may mimic other more common 

conditions, such as acute coronary syndromes, pulmonary embolism, heart failure, stroke and acute abdominal 

illness, leading to a risk of misdiagnosis. Chest pain being the most common symptom along with abdominal 

pain,back pain,syncope, and dyspnea. 

 

This case report of a 61-years-old female with diagnosis of Stanford Type A acute aortic dissection misdiagnosed as 

a hypertensive crisis aiming towards highlighting this potentially fatal condition and importance of early diagnosis
2
. 
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Case Report 

A 61-year-old man with history of untreated high blood pressure (HBP) presented to medicineopd  with a chest pain, 

progressive dyspnoea and fatigue since 5 days. 1 week before, the patient suffered  from the sudden onset of chest 

pain radiating to both arm and shoulders with sweating and palpitation. .  

 

She visited a local hospital and during evaluation blood pressure was very high and interpreted as hypertensive crisis 

and  antihypertensive therapy was started. But due the persistent symptoms, she consulted our hospital.On  

admission,  vitals were monitored and the blood pressure (BP) was 180/90 mmHg in both arms and pulse was 102 

bpm. Precordial examination showed normal findings. The ECG showed sinus rhythm, left atrial and left ventricular 

overload with strain pattern. Laboratorial tests were normal. The D Dimer and cardiac biomarker were sent and 

reports were normal. Chest X-ray showed mild to moderate mediastinal widening.  

 

Transthoracic two-dimensional echocardiography (TTE)  left ventricle was normal in dimensions with normal 

ejection fraction , no hypertrophy or pericardial effusion was observed.  

 

A computed tomography (CT) angiography shows thin septa seen involving lumen of ascending aorta from above 

aortic valves, arch of aorta, right innominate, common carotid, subclavian arteries  (with significant critical 

narrowing of proximal right subclavian artery along with a calcified plaque and multiple collateral formation), left 

common carotid artery (with significant narrowing) and subclavian artery with involvement of left vertebrat artery 

(along with adjacent collateral formation) and visualised part of thoracic descending aorta, predominantly involving 

arch of aorta, suggestive of chronic aortic dissection (Stanford type A-Debackey classification type 1 and 2). 
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Discussion:- 
Aortic dissection is a serious disease, which is usually associated with systemic arterial hypertension . Tear occurs in 

the inner layer of the body's main artery (aorta). Blood rushes through the tear, causing the inner and middle layers 

of the aorta to split (dissect)
3
. 

● The Stanford system classifies dissections into Type A involving the ascending aorta originating proximal to 

Brachiocephalic artery and Type B aortic dissection originating distal to the left subclavian artery and involving 

descending aorta
4
.  

● The DeBakey classification classifies  dissections into Type 1 involving descending & ascending aorta ,Type 2 

involving ascending aorta and Type 3 involving descending aorta. 

Spontaneous isolated abdominal aortic dissection is a rare entity, most common among male patients . The most 

common comorbidities associated are hypertension and pre-existing aortic aneurysm
5
. The most common location of 

such dissection has been reported in the literature to be at the level of the renal arteries and infrarenal.  

 

The pathophysiology of aortic dissection entails several variants including aortic intramural hematoma, intimal tear 

without hematoma, and penetrating atherosclerotic ulcer. Aortic intramural hematoma is characterized by blood in 

the wall of the aorta in the absence of an intimal tear that accounts for 5-13%
6
. The false channel is likely produced 

by a rupture of the vasa vasorum into the media of the aortic wall and can occur in the absence of significant 

atherosclerosis. Intimal tear without hematoma is an uncommon variant .Penetrating atherosclerotic ulcers are often 

associated with aortic intramural hematoma and can also lead to aortic dissection or perforation .The most common 

symptoms are abdominal pain ,back pain,chestpain,syncope, dyspnea, weak pulse and weakness etc
7
. The most 

common risk factors  are Hypertension, Atherosclerosis, smoking ,aortic valve replacement, trauma etc. 

 

The Management options for aortic abdominal dissection and aneurysms that have been proposed. Including open, 

endovascular and conservative approaches depending on the size of the dissection, concurrent aneurysm size, and 

the location of the dissection in relation to the renal arteries.Concurrent aortic aneurysms are  often associated with 

spontaneous dissections . Aortic rupture occurred in 10 percent of abdominal aortic dissection (AADs). Meanwhile, 

management included open repair (50%), endovascular repair (21%), and conservative medical treatment (29%). 

With in-hospital mortality of 4% overall, 2% in the open repair group, 0% in endovascular, and 8% with 
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conservative treatment. Endovascular therapy is associated with a low risk of mortality and major complications 

compared to open repair or conservative treatment
8
. 

 

Chest pain is one of the most common symptoms in dissection and its absence makes the diagnosis difficult for the 

clinician. One study found that about 71% of patients with type A dissections presented with anterior chest pain 

while 6% did not have any pain . The most common initial diagnosis in patients with AD are acute coronary 

syndrome, cerebrovascular accidents, and gastrointestinal and pulmonary diseases
9
. Absence of chest pain, 

presentation of neurologic deficits, syncope, vascular insufficiency and gastrointestinal (GI) symptoms are some of 

the symptoms leading to misdiagnosis of AD
10

. 

 

Aortic dissection is uncommon in women, increasing the risk of misdiagnosis. 

 

In our case, the patient has multiple factors like female with non-specific complains without much ECG changes 

with diagnosed case of hypertension , lead to misdiagnosis.  

 

Our case is a young female with GI symptoms and no specific chest pain. Being aware of having hypertension and 

noting an aortic aneurysm can be helpful to put the AD in the initial differential diagnoses list
11

. Although the CXR 

can be used as a screening tool in chest pain, only about 50% of patients with AD have a widened mediastinum or 

abnormal aortic contour. Studies have found CXR sensitivity and specificity for AD of only 67% and 70%, 

respectively. Troponin levels are positive in about 50% of the patients with AD. Also, EKG abnormalities can 

present in AD similar to myocardial infarction patients. Most common EKG findings are the presence of nonspecific 

ST-segment or T-wave changes and rarely ST-segment elevation or new Q waves
12

. Both high troponin levels and 

EKG changes can cause confusion and delay in AD diagnosis that leads to inappropriate treatment with 

antithrombotics which can cause more complications. 

 

Preferred imaging studies in the diagnosis of AD are echocardiography and CT in the emergency setting and 

magnetic resonance (MRI) for the stable patients. Although CT and MRI give a better field of view
14 

 

In conclusion, it is necessary to have a high index of suspicion for AD in cases of chest pain. If AD is suspected in a 

patient with acute coronary syndrome (ACS), confirming the diagnosis with the appropriate imaging studies should 

be done as quickly as possible. As this may lead to the inappropriate administration of thrombolytic or anticoagulant 

agents resulting in catastrophic outcomes
13

. The early assessment and early CT-angiography can help in reaching the 

diagnosis so that early and accurate intervention can be done to save the life of patient from this fatal disease. 
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