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ABSTRACT
This case report presents a complex clinical scenario involving a 71-year-old female with aortic dissection accompanied 

by hypotension. The patient’s initial presentation of sudden loss of consciousness unveiled a large pericardial effusion and 

cardiac tamponade, leading to emergency surgery. Subsequent diagnostic findings revealed an intramural haematoma with 

an intimal tear in the ascending aorta. Postoperatively, the patient experienced an ischaemic stroke, necessitating prompt 

neurology consultation and treatment. This report underscores the significance of early recognition and collaborative 

management in achieving positive patient outcomes. 
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LEARNING POINTS 
• Early identification of aortic dissection symptoms, such as sudden loss of consciousness and hypotension, is crucial for 

effective management.

• Managing aortic dissection involves a multidisciplinary effort with emergency medicine, cardiology and surgical teams 

working together for optimal patient outcomes. 

• After aortic dissection surgery, staying attentive to potential neurological complications such as ischaemic strokes is 

essential.

INTRODUCTION
Aortic dissection, a rare yet life-threatening condition, 

is characterised by a tear in the inner layers of the aorta, 

the main artery carrying blood from the heart[1]. The 

consequences of this tear can be catastrophic, potentially 

leading to severe complications and even mortality if not 

promptly recognised and managed[2]. Among the spectrum 

of clinical presentations, aortic dissection accompanied by 

hypotension poses a particularly challenging scenario for 

clinicians.



© EFIM 2023 - European Journal of Case Reports in Internal Medicine - Doi: 10.12890/2023_004081

Hypotension is a worrisome sign in the setting of aortic 

dissection as it often indicates significant blood loss, 

compromised organ perfusion or impending cardiovascular 

collapse[3]. The combination of aortic dissection and 

hypotension requires rapid and accurate diagnosis, along 

with immediate intervention to stabilise the patient and 

prevent further deterioration.

In this case report, we present a compelling and enlightening 

clinical encounter involving a patient diagnosed with 

painless aortic dissection presenting with hypotension. 

Our aim is to shed light on the intricate diagnostic process, 

therapeutic decisions and management strategies employed 

in this challenging scenario. By sharing this case, we hope to 

contribute to the existing medical knowledge surrounding 

aortic dissection with hypotension, emphasising the 

importance of early recognition and appropriate 

management for optimal patient outcomes.

CASE DESCRIPTION
A 71-year-old female with no known past medical history 

presented at the ED with a chief complaint of sudden 

witnessed loss of consciousness for approximately 6 

minutes. The patient denied prodromal symptoms, chest 

pain, shortness of breath, palpitation, dizziness or fever. 

Upon arrival at the ED, the patient was afebrile, tachycardic 

at 119 and had a soft blood pressure of 96/77 mmHg. 

Troponin was unremarkable, and ECG showed sinus 

tachycardia with no signs of myocardial ischaemia. Lab 

reports were unremarkable with normal BNP and lactic 

acid levels. An initial, non-contrast head CT showed no 

acute intracranial process. The echocardiogram showed a 

large pericardial effusion and chamber collapse suggestive 

of cardiac tamponade with normal systolic function, with 

an ejection fraction of 65–70% and grade 1 diastolic 

dysfunction. A CT scan of the chest, abdomen and pelvis 

revealed a moderate-sized pericardial effusion (Fig. 1), a 

thoracic aortic aneurysm with a maximal AP diameter of 4 

cm (Fig. 2), and atherosclerotic tortuosity of the abdominal 

aorta without evidence of an additional aneurysm. The 

trauma surgery team performed an emergency subxiphoid 

pericardial window with biopsy and a Penrose drain was 

placed for cardiac tamponade within 4 hours of the patient’s 

arrival in the ED. Haemorrhagic fluid of 210 ml was removed 

from the pericardium and the patient received a total of 2 

l IV fluid bolus. Blood pressure dropped to 48/20 mmHg, 

which did not respond to 2 l of IV fluid bolus, and she was 

started on a dopamine infusion. After the surgery, she was 

gradually weaned off the dopamine drip and her blood 

pressure remained stable. The patient was then transferred 

to the cardiac care unit. Post-surgery, a repeat reading of 

a prior CT scan of the chest, abdomen and pelvis showed 

findings concerning an intramural haematoma of the aorta 

associated with a type A dissection, warranting transfer to a 

tertiary care centre for further treatment.

The patient was transferred to a tertiary care facility for 

urgent repair of a type A aortic dissection. Cardiovascular 

Figure 1. Computed tomography (CT) of the chest with contrast axial 

view showing haemorrhagic pericardial (red arrow).

Figure 2. Computed tomography (CT) of the chest with contrast A) 

axial view B) coronal view, showing intramural haematoma (green 

arrow) in the ascending aorta.
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surgery was consulted thirteen hours after the initial ED 

admission with a preoperative diagnosis of intramural 

haematoma with an intimal tear in the ascending aorta and 

haemorrhagic pericardial effusion with tamponade. The 

patient underwent a median sternotomy with cannulation 

of the middle arch under hypothermic circulatory arrest, 

and replacement of the entire ascending aorta from the 

sinotubular junction to the undersurface of the arch along 

with resuspension of the commissure between the right and 

noncoronary leaflets and repair of the noncoronary sinus 

with a pericardial patch. After surgery, a transoesophageal 

echo confirmed the elimination of any leakage and once 

haemostasis was ensured, the bone was approximated with 

stainless steel wires followed by a sterile dressing. 

On post-operative day one, the patient developed acute 

mental status changes and left-hand grip weakness. A non-

contrast head CT revealed hypodensity and loss of grey-

white matter differentiation within the right occipital lobe. 

An MRI of the brain was obtained which showed multifocal 

acute ischaemic infarct in the right occipital, right basal 

ganglionic, right hemispheric subcortical, right cerebellar 

hemisphere and left periventricular occipital white matter. 

Neurology was consulted, and the patient was placed on 

aspirin and high-intensity statin therapy while maintaining 

permissive hypertension. 

During the admission, the patient underwent flexible 

laryngoscopy due to dysphonia, which revealed partial left 

vocal fold hypomobility and bilateral vocal fold oedema 

with granulation tissue. The findings were consistent with 

acute laryngeal injury as a result of possible neuropraxia 

from recent aortic injury and recent intubation. The patient 

was started on intravenous methylprednisolone; a repeat 

laryngoscopy on post-operative day 8 showed significant 

improvement. After more than 2 weeks of the complicated 

hospital course, the patient was discharged home. A 

repeated echo 2 weeks after discharge showed normal left 

ventricular function with no major valve abnormality, and a 

normal size aorta. 

DISCUSSION
This report presents a case with syncope and cardiac 

tamponade due to a large pericardial effusion, caused by an 

intramural haematoma with an intimal tear in the ascending 

aorta. The prompt recognition and management of these 

conditions were crucial for the patient’s favourable outcome. 

Silent and painless aortic dissections account for 6.4% of 

cases and are, most of the time, type A dissection[4]. It can 

be particularly hazardous since they may go unnoticed until 

it is too late. Aortic dissections occur due to the gradual 

deterioration of the cells comprising the aortic wall. This 

deterioration typically takes place silently over many 

years until the weakened section of the aorta eventually 

tears, resulting in a dissection[5]. Patients with acute aortic 

dissection usually have hypertension, but as the condition 

progresses, patients can present with hypotension[6].

Cardiac tamponade is another potential complication 

that may arise in individuals with aortic dissection, which 

is the most frequent cause of death in patients with 

acute type A aortic dissection before seeking medical 

attention[7]. Additionally, tamponade-induced hypotension, 

which accompanies aortic rupture, has been recognised 

as a significant risk factor for perioperative mortality in 

individuals diagnosed with acute type A aortic dissection[8].

Following surgical intervention for acute type A aortic 

dissection (ATAAD), post-operative stroke is a significant 

and potentially debilitating complication. A retrospective 

study compared the early and late outcomes of patients who 

experienced either haemorrhagic or ischaemic stroke after 

undergoing ATAAD repair surgery. The findings indicated 

that individuals with post-operative haemorrhagic stroke 

had poorer neurological outcomes and lower survival rates 

compared to those with ischaemic stroke[8,10].

Lin’s study has shown the possibility of post-operative 

stroke after type A aortic dissection repair[11]. The patient 

experienced acute mental status changes and left-hand grip 

weakness on post-operative day 1, which were attributed to 

multifocal non-haemorrhagic acute infarcts in various brain 

regions. These neurological complications likely arose from 

embolic events during the surgical procedure. However, 

timely neurology consultation and initiation of antiplatelet 

therapy with aspirin and high-intensity statin therapy led to 

a positive outcome, with the patient returning to baseline 

without residual deficits. 

There were well-known post-operative risk factors that 

were considered to improve the post-operative care of our 

patient[9,12]. There were appropriate sternal precautionary 

measures taken into consideration to ensure proper healing 

of the sternotomy incision. Additionally, rehabilitation 

was initiated to address physical deconditioning and gait 

abnormalities that resulted from the surgery and prolonged 

hospital stay.

This case highlights the importance of a multidisciplinary 

approach in managing complex cardiovascular cases. The 

successful outcome was achieved through the collaboration 

of emergency medicine, cardiology, cardiovascular 

surgery and neurology teams. Early recognition of cardiac 

tamponade and the prompt initiation of treatment, followed 

by appropriate surgical intervention, played a pivotal role 

in the patient’s recovery. Hypotensive aortic dissection 

is a severe and potentially life-threatening condition that 

requires swift identification and treatment. Further research 

is necessary to enhance our understanding of the underlying 

causes and risk factors associated with this condition, and 

to develop effective management strategies for patients 

with hypotensive and silent aortic dissection. This case 

also underscores the importance of vigilance for potential 

neurological complications post-cardiovascular surgery, 

with prompt neurology consultation and appropriate 

medical therapy contributing to the patient’s recovery.
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