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Abstract
Introduction: Aortic dissection is an uncommon disorder with a high mortality rate, especially
if misdiagnosis and mistreatment are not considered.
Case Presentation: We present a 67-year old female with slurred speech and left sided
plegia during her brother’s funeral. The patient did not have any chest pain. she was referred
to our emergency department by emergency medicine service due to being suspicious of
cerebrovascular accident (CVA) )as code 724). However, owing to low blood pressure and
atypical symptoms of the patient, we did rapid ultrasound for shock and hypotension (RUSH)
exam in the emergency department to detect aortic dissection. After doing the computed
tomography (CT) angiography, the diagnosis of aortic dissection was confirmed. As the
vascular surgeon was not present in our surgery department, we transferred the patient to
Namazi hospital by air ambulance to undergo the surgery. She was discharged from hospital
with complete recovery.
Conclusion: Aortic dissection symptoms can be manifested in different ways such as
pulmonary embolism, acute coronary syndrome, and CVA. Therefore, clinicians must always
have the differential diagnosis of aortic dissection in their mind and be aware of its various
manifestations.
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Introduction
Aortic dissection is known to be an uncommon and
serious disease in which the inner layers of aorta or other
large vessels originating from heart tear (1). If the disease
is not diagnosed quickly, the severity of tearing lesion
would increase and causes more injuries and mortalities,
especially if we have misdiagnosis or mistreatment (2).
Case Presentation
We present a 67-year old female who arrived at the
emergency department of Peymanieh hospital due to
decreased level of consciousness in her brother’s funeral.
Her chief complaints were difficulty in speech and inability
to walk due to left sided weakness. In the present case,
the patient did not mention any positive history related
to aortic dissection. Her past medical history revealed
hypertension, and the patient took losartan 25 mg twice
daily. Her daughter mentioned that she does not take her
medication regularly. Social history was not significant.
At the presentation time, the patient was ill. Her vital
signs were: blood pressure 80/60 in her both arms with
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a pulse rate of 70/min, respiratory rate was 18/min with
a temperature of 37 axillary. In addition, her pupil was
normal and reactive to light. Jugular venous pressure was
normal. The chest wall had symmetrical expansion with
normal and clear breathing sound bilaterally. There was no
deviation of trachea. The maximal pulse point was detected
in the left fifth intercostal space, anterior axillary line. The
cardiac physical examination revealed a regular rate and
rhythm without muffled heart sounds; while there was a
grade 3 of diastolic apical murmur. We did not observe
paradoxical pulses. Also, the abdomen was soft without a
visible and palpable pulsatile mass. Her extremities were
cold but no cyanosis happened at extremities. There were
symmetrical filiform pulses. No peripheral edema was
reported. When arriving to the emergency department,
she was orient to all three dimensions of time, place and
person, but her speech was slurred. Muscle force was 3/5
in left side and 5/5 in right side. Deep Tendon Reflexes
were scored 3/4 and 2/4, respectively in left and right
side. Plantar Reflex was normal both sides. Other physical
exams were normal. At the presentation time we faced
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impression of cerebrovascular accident (CVA) but because
of hypotension with syncopal attack and presentation of
neurological symptom, we decided to do rapid ultrasound
for shock and hypotension (RUSH) exam at the bedside of
the patient in the emergency room. Report of RUSH exam
was normal except in pipe exam which is being conducted
to evaluate the arterial aspect of the circulatory system.
Pipe exam results were in favor of abdominal aortic
dissection with aorta diameter of 3 centimeters. Also, as
bedside ultrasound revealed some important information,
additional imaging was requested. Computed tomography
(CT) angiography of chest and abdomen was done and the
diagnosis of thoracic and abdomen aortic dissection was
confirmed. Due to blood pressure of 80/60 and pulse rate
of 70, she did not need any hypertensive medication. We
referred her to thoracic surgery department of Namazi
hospital of Shiraz University of Medical Sciences by air
ambulance. She had a successful emergency operation and
completely recovered after the surgery. She was discharged
within 30 days after the operation (Figure 1).
Discussion
Aortic dissection happens when a longitudinal cleavage
takes place in the aortic media, caused by a dissecting
column of blood (1). Aortic dissection is an uncommon
disease with a high rate of mortality and morbidity. It is
mostly seen in men at the age of 60-70. It is uncommon
at the age under 40. Pain seems to be the most common
manifestation of aortic dissection as happens in 90% of
cases. In this regard, chest pain is sharp and severe. The
diagnostic criteria of aortic dissection are minimally
understood. There are no definitive criteria due to wide
range of symptoms as we can see in our case (1-3). Other
manifestations of aortic dissection are syncope (with the
incidence of 9%) or functional neurological disorder
(FND) (less common in old age; 18% in old against 28%
in young age), aortic regurgitation, and hypotension (1,4).
Patients with aortic dissection and syncope have higher
mortality rates. The risk factors of aortic dissection are
age, chronic hypertension, Marfan syndrome, aortic
atherosclerosis, and cocaine abuse (5-7). Our patient had
both syncopal attack and FND (with higher mortality
and rare presentation) (5-7). Aortic dissection has two
types, namely A and B (type A has a higher mortality rate,
about 22%-31%). Some cases of aortic dissection have
manifestations similar to myocardial infarction (MI) and
CVA. Thus, due to its similarity to other urgent diseases, if
aortic dissection is misdiagnosed with MI or CVA, while
having opposite treatment approaches, wrong treatment
with fibrinolytic or anticoagulant can worsen the patient’s
condition. Diagnosis of aortic dissection should be
regarded with suspicion and it should always be in mind of
physicians as a potential differential diagnosis concerning
MI and CVA. Physicians ought to be aware that the exact
diagnosis based on symptoms may be uncertain (8-10).
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Figure 1. Aortic dissection.

Conclusion
Our case report has some important points worth
considering in terms of physicians’ approach to patient
management. First, physicians need to consider all parts of
history and take a physical examination to come up with
an accurate differential diagnosis to prevent maltreatment.
Second, in case of a patient with ischemic signs involving
multiple vessels without a certain cause, aortic dissection
should be considered, especially in patient without the
presence of pain as mentioned in our case.
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