For Doctors & Emergency Room Personnel

RECOGNIZING ACUTE AORTIC DISSECTION

Prompt diagnosis of aortic dissection requires a high index of
suspicion. The healthcare team must rapidly identify the dissection,
pinpoint its location, establish its classification, and determine if the
patient needs emergency surgical repair.
Time is of the Essence
Abdominal Aortic Aneurysm (AAA) rupture can happen without warning,
causing death in victims immediately. Quickly recognizing the signs could
radically increase a patient’s chance of survival. When left untreated, 33% of
patients die within 24 hours and 50% die within 48 hours.

RECOGNIZING SIGNS AND SYMPTOMS
Pain: About 85% of patients experience intense chest pain of abrupt
onset, commonly migrating away from the original location as the
dissection extends along the aorta. However, dissection is painless in
about 10% of patients.
Acute MI symptoms without ECG changes: Suspect dissection if a
patient presents with signs and symptoms of acute MI (AMI) but lacks
classic electrocardiographic (ECG) changes of MI.
Cardiac Tamponade Signs & Symptoms: Muffled or distant heart
sounds, hypotension, jugular, pulsatile lump in abdomen, severe upper
abdominal or back pain radiating to back or groin, venous distention,
and pulsus paradoxus – must be recognized early for the patient to
have a chance of surviving.
Blood pressure changes: Hypertension is likely with Stanford type
B dissection while it is most common with type A dissection and can
result from cardiac tamponade or aortic regurgitation.

Abdominal Aortic Aneurism

Blood Pressure Differential: A BP differential of more than 20 mm
Hg between the right and left arms strongly suggests aortic dissection.
Low Hemoglobin and Hematocrit: These suggest the dissection is
leaking or has ruptured.
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RECOGNIZING ACUTE AORTIC DISSECTION
Intervention
Interventions should begin as soon as aortic dissection is suspected, and typically include the following:
•
•
•
•
•
•
•
•

Intubation or mechanical ventilation, as ordered, if the patient is hemodynamically unstable.
Continuous cardiac monitoring. Assess for tachycardia and other irregular rhythms.
Continuous blood pressure monitoring with an arterial line; desired systolic pressure is 100 to 120 mm Hg.
Insert two large-bore I.V. lines.
Check vital signs every 15 minutes, or according to protocol.
Observe the patient’s mental status and check for neurologic and peripheral vascular changes.
Measure urine output frequently.
Restrict patient activity.

Surgical repair
• The death rate for aortic dissection is roughly 1% to 2% per hour until the patient undergoes surgery. For
a Stanford type A dissection, emergency surgical repair is the preferred treatment.
• Type B dissection usually is managed medically, with drugs given to control blood pressure. However, 		
urgent surgical repair is recommended for complicated type B dissections with evidence of increasing 		
aortic diameter, compromise of major aortic branches, impending rupture, persistent pain despite pain-		
control measures, or bleeding into the pleural cavity.

Where to go for more information?
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