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1 PATIENT PRESENTATION

A 33-year-old man presented to the emergency department with

severe acute abdominal pain of 2 hours duration. His blood pressure

was 130/52 mmHg in the left arm and 131/67 mmHg in the right arm,

and 132/53 mmHg in the left leg and 140/52 mmHg in the right leg.

Computed tomography (CT) angiography showed enlargement of the

left ventricle, aneurysmal dilatation of the ascending aorta with amax-

imum diameter of approximately 6.7 cm, thickening of the pulmonary

F IGURE 1 Computed tomography of the aorta.
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F IGURE 2 Computed tomography of the aorta.

trunk with a diameter of approximately 3.3 cm, aortic coarctation,

mainly cumulative from the aortic arch to the abdominal aorta, with a

small true lumen and a large false lumen, with the abdominal trunk, the

superior mesenteric artery and the right renal artery originating in a

mixed lumen, the left renal artery originating in the true lumen, and a

linear hypodense shadow seen at the beginning of the right subclavian

artery (Figures 1 and 2). A Button Bentall operation and total arch

replacement combined with implantation of a stented elephant trunk

into the descending aorta was performed 4 days after admission

(Figures 3–5). Endovascular aortic repair was performed 1 month

after the initial operation (Figures 6 and 7). The patient made a good

recovery after surgery.
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F IGURE 3 Three-dimensional reconstruction of the aorta.

F IGURE 4 Three-dimensional reconstruction after the first
surgery.

2 DIAGNOSIS: AORTIC DISSECTION

CT angiography showed a type A aortic dissection from the ascending

aorta to the abdominal aorta. Aortic dissection is the most common

aortic catastrophe; 2–3 times more common than abdominal aortic

rupture. If left untreated, approximately 33% of patients die within

the first 24 hours and 50% die within 48 hours. The 2-week mor-

F IGURE 5 Computed tomography imaging after the first surgery.

F IGURE 6 Three-dimensional imaging after the second surgery.

tality rate approaches 75% in patients with undiagnosed ascending

aortic dissection.1 Stanford type A acute aortic dissections involving

the ascending aorta, arch, and more distal aorta require urgent sur-

gical repair and present a challenge to surgeons.2 Up to one third

of patients with acute aortic dissection may go undiagnosed.3 Fac-

tors that contribute to the initial missed diagnosis of aortic dissection

include female gender, the absence of back pain, and/or the presence of

extracardiac atherosclerosis.3
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F IGURE 7 Computed tomography imaging after the second
surgery.
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