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Abstract
Background: Acute aortic dissections are highly fatal and are usually a postmortem 
diagnosis. Painless acute aortic dissections can lead to delay in diagnosis and catastrophic 
results for the patient. Type A dissections extending into the vessels of the brain and neck 
can cause cerebral hypo-perfusion leading to neurological symptoms. Marfan syndrome 
and other connective tissue disorders are more susceptible to be diagnosed with acute 
aortic dissections. Case Report: We present a rare case of acute dissection presenting with 
dizziness and underwent surgical intervention. Conclusion: Identification of acute aortic 
dissection with atypical presentation is a challenging task for emergency physicians.
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Introduction

Separation of intima and medial layers of aorta due 
to tear in the intima layer is known as acute aortic 
dissection (AAD). Incidence of AAD is only 2.6 to 
3.5 per 100,000 general population and is mostly 
diagnosed post mortem [1]. Young adults with 
Marfan syndrome usually die as a result of aortic 
dissection [2]. The mortality rate of AAD increases 
by 1% to 2% per hour if not detected and treated 
on time [3].

	 Diagnosing AAD is challenging in the 
emergency department due to its diversified 
presentations. Studies reveal that around 38% of 
AAD are missed on initial evaluation [4]. It is not 
only a life threatening condition in itself but also 
mimics other life threatening conditions like acute 
coronary syndrome (ACS), pulmonary embolism 
or strokes at presentation, which can lead to delay 
in diagnosis and mortality [5]. Classically patients 
with aortic dissection present with retro-sternal 
chest pain which is ripping/tearing in character 
[6].  We present an unusual case of a 28 year old 
male with Marfanoid habitus presenting to our 

emergency department (ED) with dizziness and 
was diagnosed as acute aortic dissection.

Case Report

A 28 year old known scoliotic male was brought to 
our ED with complaints of dizziness followed by 
one episode of vomiting. On presentation patient 
was conscious and coherent having no neurological 
deficits with blood pressure of 100/60 mmHg, pulse 
rate of 72/minute, respiratory rate of 20/minute, 
temperature of 98.7º F, oxygen saturation of 99% on 
room air and blood glucose of 135 mg/dL. Systemic 
examination was significant for a diastolic murmur 
and an absent right radial pulse. The patient had 
long thin arms, legs and fingers and had a pigeon 
chest. Rest of the systemic examination was 
unremarkable. Past surgical history was significant 
for repeated fractures to left forearm due to trivial 
traumas in his childhood. Patient was suspected to 
be having Marfan syndrome. 

	 His initial blood work showed an increased 
total leucocyte count (TLC) count of 15,700/µL. 
Rest of the blood was unremarkable. An initial 
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electrocardiograph (ECG) showed slight upsloping 
of ST segment in inferior leads and hence a 
2-dimensional echocardiography (2D echo) was 
ordered to rule out ACS. The 2D echo revealed 
a dilated aortic annulus and ascending aorta with 
an undulating membrane seen in ascending aorta 
arising from left coronary sinus with non-coapting 
leaflets with severe aortic regurgitation suggestive 
of acute aortic dissection [Fig.1].

	 On retaking the history, the patient never 
complained of any chest pain or back pain at any 
moment. The patient immediately underwent a 
Computed Tomography Angiography (CTA) of the 
aorta which demonstrated aneurysmal dilatation of 
aortic root and associated dissection of the aortic 
root, with type A dissection of aorta extending 
into origin of the arch vessels and brachiocephalic 
trunk, common carotid artery and left subclavian 
artery and abdominal aorta [Fig.2-3]. The patient 
soon after CTA became hemodynamically 
unstable with a blood pressure of 80/60 mm Hg, 
respiratory rate of 35/min and became drowsy. He 
was immediately intubated and ventilated, started 
on fluids and noradrenaline infusions. Urgent 
cardiothoracic consult was sought and the patient 
was immediately shifted to the operating room 
with a diagnosis of acute type A aortic dissection. 
The patient underwent urgent Bentall procedure 
and discharged in a stable condition after 17 days. 

Discussion

We have discussed a case of painless aortic 
dissection with an uncommon complaint of 
dizziness in a young patient with possible Marfan 
syndrome (MFS). Aortic dissection was first 
described by Morgagni almost 200 years ago 
[7]. Aortic dissection can propagate to involve 
the distal part of the aorta, or extend to involve 
different branches, such as the carotid, subclavian 
and renal arteries or spread in a retrograde fashion 
to involve the coronary arteries [8].

	 According to the Stanford classification, 
type A dissections involve the ascending thoracic 

aorta, whereas type B dissections involve the 
descending aorta [9]. The etiology for ascending 
aortic root aneurysm in young populations may be 
associated with connective tissue disorders such as 
MFS, Ehlers-Danlos syndrome and bicuspid aortic 
valve disease. Other factors include infection, 
inflammation, trauma and idiopathic [10]. MFS 
being an autosomal dominant disorder is one of the 
most common inherited disorders of the connective 

Fig.1: 2-Dimensional echocardiography revealed a dilated 
aortic annulus and ascending aorta with an undulating 
membrane seen in ascending aorta.

Fig.2,3: Computed Tomography Angiography (CTA) of the 
aorta demonstrated dissection of the aortic root, with type A 
dissection of aorta extending into origin of the arch vessels 
and brachiocephalic truck and common carotid artery.
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tissue. It has a prevalence of 1 in 5000 individuals 
with variable phenotypic expression. Most patients 
of MFS harbor mutations involving the FBN1 gene 
encoding the connective tissue protein fibrillin-1 
[11]. MFS is present in 4.95% of cases of aortic 
dissections.

	 A transthoracic 2D echocardiography is a 
valuable bedside test performed non-invasively, 
to look for aortic root dilatation, presence of 
aortic valvular regurgitation and the function and 
dimensions of left ventricle [12]. CT angiography is 
the first imaging modality with very high sensitivity 
(100%) and specificity (98%) that evaluates entire 
aorta and aortic branches effectively and hence has 
become the gold standard. The main disadvantage 
of CTA is the need for contrast administration and 
radiation exposure which is not the optimal test 
for hemodynamically unstable patients [13]. Early 
surgical intervention is the mainstay of treatment 
for all type A dissections [14]. 

	 Ascending aortic dissection is a rare but 
fatal condition where one needs to be proactive in 
identifying the condition. Missing the diagnosis 
might prove fatal within minutes to hours of 
presentation. Identifying AAD with atypical 
presentation is a challenging task particularly for 
emergency physicians. Patients with suspected 
Marfan syndrome or other connective tissue 
disorders should warrant a low threshold to 
investigate towards establishing a diagnosis of 
AAD and prevent fatalities. 
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