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A B S T R A C T   

Aortic dissection is a life-threatening condition that classically presents as a sudden, sharp pain with a ripping 
sensation. This disease is caused by a weakened area within the aortic arterial wall, which can be classified using 
the Stanford classifications into type A or type B dissections, depending on the location of the tear. It is described 
that 17.6% of patients died before arriving at the hospital, and 45.2% of patients died within 30 days of diagnosis 
(Melvinsdottir et al., 2016). However, 10% of patients present without pain, leading to delayed diagnosis. In this 
case, a 53-year-old male with prior history of hypertension, sleep apnea, and diabetes mellitus presented to the 
emergency department with complaints of chest pain earlier that day. However, he was asymptomatic on pre-
sentation. He had no cardiac history. He was admitted, and a subsequent workup was performed to rule out 
myocardial infarction. The following morning a slight bump in troponin consistent with a Non-ST Elevated 
Myocardial Infarction (NSTEMI) was noted. An echocardiogram was ordered and showed aortic regurgitation. 
This was followed by computed tomography angiography (CTA), which revealed acute type A ascending aortic 
dissection. He was transferred to our facility and underwent an emergent Bentall procedure. Ultimately, the 
patient tolerated the surgery well and is recovering. This case is essential because it emphasizes the painless 
presentation of type A aortic dissection. Mis- or undiagnosed, this condition often leads to death.   

1. Introduction 

Aortic dissection is a significant life-threatening condition [1]. This 
condition is relatively rare and classically presents as a sudden ripping 
or tearing sensation that radiates to the chest, abdomen, or back. 
However, dissections can have complex clinical presentations, poten-
tially leading to a delayed or missed diagnosis. This catastrophic con-
dition can present non-classically with minimal or no pain. In this case 
report, we will discuss a patient who presented to an outside hospital 
asymptomatic after having transient angina-like symptoms earlier that 
day. He remained asymptomatic for 36 hours without further com-
plaints but was found to have an Acute Type A Aortic Dissection 
(ATAAD). 

2. Case report 

A 53-year-old male with a past medical history of hypertension, sleep 
apnea, and diabetes mellitus presented to an outside hospital with re-
ports of chest pain while driving his truck the morning of admission. He 

developed anterior chest pain radiating to his neck, teeth, and left arm, 
which disappeared shortly after. Associated symptoms were blurry 
vision, lower extremity paresthesia, worsening dyspnea, and shortness 
of breath. He denied any prior episodes of chest discomfort or other 
cardiac histories. He had no infectious symptoms and did not start any 
medications recently. When he presented to the emergency department, 
he had no pain or complaints but was prompted to come to the hospital 
by his wife. A complete cardiac workup was done, which showed normal 
cardiac enzymes and electrocardiogram (EKG). Labs were significant 
only for hypokalemia. The patient was admitted overnight to rule out a 
myocardial infarction with serial enzymes and a repeat EKG. Continued 
Positive Airway Pressure (CPAP) was initiated for his diagnosed sleep 
apnea; home medications of amlodipine and atorvastatin were 
continued for hypertension and hyperlipidemia. No acute events over-
night were reported, and he remained asymptomatic throughout the 
night. 

The following day, a repeat EKG showed sinus bradycardia with 
nonspecific T-wave changes inferiorly. A slight bump in troponin was 
consistent with a Non-ST Elevated Myocardial Infarction (NSTEMI). A 
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systolic murmur was heard on auscultation. The patient was started on 
beta blockers, high-dose statins, and antiplatelet therapy, and an echo-
cardiogram (echo) was ordered. It showed new aortic regurgitation. The 
echo was followed up with a chest angiogram to evaluate the aorta. He 
was found to have an ATAAD down to the level celiac trunk (Fig. 1). He 
was transferred from the outside hospital to our facility for further 
management. Cardiothoracic surgery evaluated his scans en route, and 
the decision was made to take him to the operating room on arrival to 
perform an emergent Bentall procedure (Fig. 2). A 28mm Gelweave 
aortic graft and a 25mm aortic valve were placed under hypothermic 
circulatory arrest. The procedure went well, and the patient is still 
recovering. 

3. Discussion 

The incidence of aortic dissection ranges from 5 to 30 cases per 
million people per year [2]. Fortunately, this disease is uncommon but 
has high morbidity and mortality if left untreated or misdiagnosed. This 
is initially misdiagnosed in up to 38% of patients [3]. 

According to the International Registry of Acute Aortic Dissection 
study, abrupt onset of pain is the most common presenting symptom [4]. 
Alongside this, the classic findings of aortic dissection are sudden onset 
of tearing chest, back, or abdominal pain [3,5]. Symptomatology of pain 
is found in over 90% of patients, while the remaining 10% are painless 
[3]. These include signs/symptoms of heart failure, a complex effusion 
on CT or echocardiogram, seizure activity due to acute cerebral 
ischemia, or without signs/symptoms of pain [6]. Of these two groups, 
Type A aortic dissection occurred more frequently in the painless group 
[7]. 

Many reports in the literature describing missed clinical diagnoses 
often result in the patient’s death. For example, two fatal cases of 

ATAAD were reported where the patients presented with multi-organ 
failure, gastrointestinal bleeding, and transient ischemic attack–like 
symptoms [8]. Another case described the delay in diagnosis in an 
asymptomatic patient presenting with an abnormal electrocardiogram 
(ECG) [9]. 

The work-up of painless aortic dissections is complex. The majority 
(71.4%) of painless aortic dissections have normal EKGs, and approxi-
mately 11.4% of cases showed cardiac arrhythmias in a retrospective 
study [10]. Aortic dissections can be associated with arrhythmias, such 
as atrial fibrillation and supraventricular tachycardia. Complete heart 
block as a sign of painless type A aortic dissection has also been docu-
mented [11]. Given the clinical ambiguity and severity of ATAAD, this 
disease should always be considered in differential diagnoses of 
non-traumatic chest pain. 

Management of ATAAD includes aggressive antihypertensive treat-
ment in the setting of systemic hypertension and prompt surgical eval-
uation. In recent years, transcatheter-based approaches such as 
endovascular stents have been used in small case series and observa-
tional studies. However, there is a lack of evidence to support the use in 
the setting of ascending type A aortic dissection disease due to technical 
and stent-graft limitations [12]. This approach could be used in patients 
who are surgically inoperable due to comorbidities to help reduce the 
morbidity and mortality associated with untreated ascending Type A 
aortic dissection disease. 

4. Conclusion 

In summary, this case report illuminated the diagnostic difficulty of 
aortic dissections. This is a catastrophic illness that manifests in various 
clinical pictures, notably also presenting asymptomatically. It is shown 
to be underdiagnosed in the population, leading to a high morbidity and 

Fig. 1. CTA Images: Stanford type A, dissection involving the ascending aorta, aortic arch, and descending aorta down to the level of the celiac trunk (White Arrows).  
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mortality rate. High clinical suspicion should prompt an emergent 

workup for aortic dissection. 
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Fig. 2. Gross Aortic dissection (outlined in dashed white line) involving 
ascending aorta and aortic arch. 
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