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Abstract
Background: Both acute aortic dissection and ruptured aortic aneurysm are leading causes of death in cardiovascular
disease. These life-threatening conditions have recently been categorized as acute aortic syndrome. This review
describes the etiology, clinical presentation, and therapeutic options for acute aortic syndrome including acute aortic
dissection and ruptured aortic aneurysm.
Main body: Several diagnostic tools for detecting these critical conditions have been developed including computed
tomography, ultrasonography, magnetic resonance imaging, and laboratory tests. Early and accurate diagnosis is most
important to determine appropriate treatment. Initial treatment for these conditions should be aimed at controlling
pain and the hemodynamic state with further treatment based on the imaging diagnosis and hematological
assessment. Surgical outcomes after acute aortic syndrome are improving gradually; however, mortality remains high.
Recently, thoracic endovascular aortic repair has become an alternative technique to treat complicated type B aortic
dissection. Rapid treatment after early diagnosis is essential to save patients’ lives.
Conclusions: Continuous advances in imaging and treatment technologies are improving short- and long-term
outcomes in patients with acute aortic syndrome. Knowledge and interest in intensive care medicine in this area are
contributing to improved outcomes, and further research into this life-threatening disease will lead to improvements in
diagnosis and management.
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Background
Both acute aortic dissection and ruptured aortic aneurysm
are leading causes of death in cardiovascular disease.
These life-threatening conditions have recently been categorized as acute aortic syndrome. Acute aortic syndrome
is defined as emergency conditions with similar clinical
characteristics involving the aorta that include classical
aortic dissection, intramural hematoma without intimal
tear, penetrating atherosclerotic ulcer, and impending or
ruptured aortic aneurysm [1]. Understanding the progression and extent of aortic disease is important because the
treatment approach is highly dependent on the severity of
aortic disease. Recently, several diagnostic tools have been
developed to detect these critical conditions including
computed tomography, ultrasonography, magnetic resonance imaging, and laboratory tests. Early and accurate
diagnosis is essential to determine appropriate treatment.
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Initial treatment should be aimed at controlling pain and
the hemodynamic state followed by considering the necessity and indications for surgical treatment by replacing the
diseased aortic segment with an artificial graft. More
recently, endovascular techniques and devices have been
developed to treat aneurysms and dissections of the descending thoracic aorta even in acute settings.
In this article, we review the etiology, clinical presentation, and therapeutic options for acute aortic syndromes including acute aortic dissection and ruptured
aortic aneurysm.

Etiology, classification, and symptoms
Aortic dissection

Acute aortic dissection is defined as dissection occurring within 2 weeks of onset of pain [2]. Subacute
and chronic dissections occur between 2 and 6 weeks,
and more than 6 weeks from the onset of pain, respectively [2].
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Two classifications are most commonly used for aortic
dissection (Fig. 1). The DeBakey system is classified into
three types (types I, II, and III) according to the site of
the first entry of dissection [3]. Type I has the first entry
in the ascending aorta and propagates distally to the descending aorta. Type II has the first entry in the ascending aorta and does not propagate to the aortic arch.
Type III has the first entry in the descending aorta and
propagates distally above (type IIIa) or below (type IIIb)
the diaphragm. The Stanford system is classified into
two types (types A and B) based on involvement of the
ascending aorta [4]. Type A includes dissection in the
ascending aorta regardless of the site of first entry. Type
B does not include dissection in the ascending aorta.
The most common risk factor for aortic dissection is
poorly controlled hypertension (65–75% risk with a history of hypertension [1, 5]). Other risk factors include age,
male sex, smoking, pre-existing aortic diseases or aortic
valve disease, family history of aortic diseases, history of
cardiac surgery, direct blunt trauma, and the use of intravenous drugs (such as cocaine or amphetamines) [1, 2, 6].
Sudden onset of severe chest and/or back pain is the
most typical symptom. The pain may be sharp, ripping,
tearing, or knife-like and is typically different from other
causes of chest pain; the abruptness of its onset is the
most specific characteristic [1, 5]. Patients with type A
aortic dissection commonly have anterior chest pain;
those with type B more frequently have back pain [7].
Therefore, the initial symptoms most often reflect the location of the primary tear. The pain often migrates from
the first point to other sites according to the extension of
the aortic dissection [1]. In patients with complications in
other organs caused by extension of the dissection,
various symptoms may appear. Cardiac complications are
most frequently observed in patients with type A
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dissection and can include aortic regurgitation, myocardial ischemia or infarction, and tamponade. Aortic regurgitation may accompany 40–75% of patients with type A
aortic dissection [8–10]. Myocardial ischemia or infarction may be present in 10–15% of patients with type A
aortic dissection secondary to compression or obliteration
of the coronary arterial ostium [10]. Patients with cardiac
complications most often present with heart failure and
cardiogenic shock; neurological symptoms may occur
with dissection of the carotid or vertebral arteries. The
frequency of neurological symptoms in type A aortic dissection ranges from 10 to 40%, and in half of affected patients, symptoms are transient [1, 11]. Disturbance of
consciousness is a possible neurological symptom in patients with type A aortic dissection, which can vary from
somnolence to deep coma. Neurological status depends
on the degree of reduced blood flow to the brain that results from cerebral malperfusion, hypotension, or distal
thromboembolism. Mesenteric ischemia occurs in < 5% of
patients with both type A and B aortic dissection [11]. Because abdominal pain is often nonspecific, the diagnosis
of aortic dissection is difficult in these patients; however,
the in-hospital mortality of patients with mesenteric malperfusion is reported to be almost three times as high as
patients without mesenteric malperfusion (63 vs. 24%, respectively) [11].
Ruptured aortic aneurysm

The histopathological feature of aortic aneurysm is
degeneration of the medial layer of the aortic wall,
which mainly comprises structural proteins such as
collagen and elastin [12]. Subsequent dilatation occurs
gradually from hemodynamic forces on the arterial
wall as well as intrinsic changes in the composition
of the arterial wall itself [12].

Fig. 1 Classification of aortic dissection. De Bakey type and Stanford type are indicated
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Risk factors for aortic aneurysm are nearly identical to
those for atherosclerosis and include age, male sex,
smoking, hypertension, obesity, dyslipidemia, chronic
obstructive pulmonary disease, and family history.
The definition of aneurysm is a permanent, localized arterial dilation to more than 50% of the normal diameter.
In general, the descending aorta grows faster (3 mm/year)
than the ascending aorta (1 mm/year) [13].
The classification of aortic aneurysm is usually focused on
the location of the aneurysm. The diaphragm separates an
aortic aneurysm into a thoracic or abdominal aneurysm;
however, a thoracoabdominal aortic aneurysm extends beyond the diaphragm. Thoracic aortic aneurysm is further
categorized according to the location (ascending, arch, and
descending) because the surgical method and approach for
each location is completely different. Crawford and Coselli
classified thoracoabdominal aortic aneurysms based on the
extent of the aneurysm [14] (Fig. 2). Type I involves the descending thoracic aorta from the origin of the left subclavian
to the suprarenal abdominal aorta; type II involves the descending thoracic aorta from the subclavian to the aortoiliac
bifurcation; type III involves the distal thoracic aorta to the
aortoiliac bifurcation; and type IV involves the abdominal
aorta below the diaphragm. This classification system is
convenient and is, therefore, frequently used. The surgical
method and approach for each location differs; the outcomes also differ, and type II has the worst outcomes [12].
Sudden onset of severe chest and/or back pain is the most
typical symptom associated with aortic dissection [1]. In patients with free-wall rupture, rapid hypotension may lead to
deep coma or death; erosion or sealed rupture into the lung
or esophagus can result in hemoptysis or hematemesis [15,
16]. Rarely, an ascending or arch aneurysm ruptures into
the pericardial cavity and causes tamponade with cardiogenic shock [17]. Abdominal pain may be present in
patients with a ruptured thoracoabdominal aneurysm;

Fig. 2 Classification of thoracoabdominal aortic aneurysm
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however, in patients with a contained or impending rupture,
the hemodynamic state is stable because bleeding is stopped
by the surrounding tissue or organs. Fewer than half of all
patients with rupture arrive at the hospital alive; mortality
may be as high as 54% at 6 h and 76% at 24 h after the initial event [18].

Diagnosis
Initial diagnosis is extremely important in patients with
acute aortic syndrome [2]. When a patient has sudden
abrupt chest or back pain, imaging diagnosis should be
the first concern, with simultaneous laboratory tests,
including a biochemical study and complete blood
count, and electrocardiogram. It is especially important
to note the level of D-dimers in patients with acute aortic dissection [19–21]; a high level of D-dimers is immediately observable compared with other diseases
[19]. The levels of other biomarkers (e.g., matrix
metalloproinase-9 and transforming growth factor-beta)
are increased in patients with acute aortic dissection.
Increased concentrations of matrix metalloproinase-9
occur within 1 h of the onset of acute aortic dissection
and remain elevated during 2 months’ follow-up [22].
Transforming growth factor-beta may be a surrogate
biomarker to assess aortic expansion after dissection
and could be used to predict the risk of rupture and the
need for repair [22].
Computed tomography

Computed tomography (CT) is the most reliable diagnostic tool in patients with acute aortic dissection or
ruptured aortic aneurysm. Today, CT is available in
most emergency rooms and can be performed rapidly
[6, 22]. CT clearly demonstrates the site, location,
size, and extent of the aortic aneurysm and clearly
shows the relationship between the aneurysm and
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neighboring organs or vessel branches. Reconstructed
3-D imaging helps guide the surgical approach to the
aneurysm.
In patients with acute aortic dissection, plain CT is
useful for assessing inward displacement of intimal calcification [23]. Fluid effusion in the pleural cavity or pericardial space can also be identified using plain CT;
however, contrast-enhanced CT is usually used to make
a final decision for diagnosis and management in patients with acute aortic dissection [1, 24]. An intimal flap
in the aorta divides the lumen in two (true and false lumens) (Fig. 3). A flap is present in the ascending aorta in
patients with type A aortic dissection, and no flap is
present in those with type B. The size of the false lumen
is greater than that of the true lumen in most cases;
however, in patients with intramural hematoma, aortic
wall crescentic thickening can be seen extending distally
and longitudinally [25]. In patients with aortic dissection, accurate discrimination between the true and false
lumen is important to clarify which branches are perfused exclusively by the false lumen. It is also important
to know whether the iliac and femoral arteries are dissected because the surgical approach, including endovascular treatment, is affected by dissection.
In patients with suspicion of aortic rupture, plain CT is
also useful to detect fluid effusion in the pleural cavity or
pericardial space, and information regarding whether a
hematoma exists around the aneurysm is useful in making
the diagnosing aortic rupture. In such cases, CT with
contrast media should be performed to detect the presence
of contrast leaks (Fig. 4). Even with clear findings of
hematoma around the aneurysm, contained or impending
rupture of an aortic aneurysm is an indication for urgent
treatment because of the risk of subsequent rupture [1].
Once acute aortic dissection is confirmed, it is also

Fig. 3 Computed tomography with contrast enhancement in a
patient with acute aortic dissection. Arrows indicate the true lumen
and arrowheads indicate the false lumen
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Fig. 4 Computed tomography with contrast enhancement in a
patient with aortic rupture. Arrows indicate the rupture site

important to know the condition and quality of the iliac
and femoral arteries because the surgical approach, including endovascular treatment, is affected. To perform endovascular treatment, anatomical factors, including the
presence of adequate proximal and distal landing zones for
the prosthesis, should be assessed simultaneously [26].
Transesophageal echocardiography (TEE)

Transthoracic echocardiography (TTE) is less invasive
compared with other imaging diagnostic modalities; it is
portable and can be useful in an emergent situation. However, TTE has limitations in the narrow window obtained
by the probe because of the bones and lungs, and it is
operator-dependent [27]. TEE provides good image quality
and has a wider window that includes the aortic arch and
descending aorta, compared with TTE. However, TEE is invasive compared with TTE, and the patient requires some
sedation. TEE also has a blind spot confined to the proximal arch because of bronchial air [28]. Both TTE and TEE
provide information about the heart valves, ascending
aorta, and aortic root, as well as cardiac function, and
pleural and pericardial effusion can be checked quickly.
In most patients with acute type A aortic dissection, a
flap and false lumen in the ascending aorta can be detected [29]; entry sites can also be detected by color
Doppler imaging. Using TEE, entry sites in the arch or
descending aorta are well visualized, and coronary obstruction resulting from the dissection can also be detected. In some patients, because acute aortic valve
regurgitation may be associated with proximal aortic dissection, the function of the aortic valve should be
checked; other valves are minimally affected by acute
aortic dissection, directly. Intraoperatively, TEE is useful
to assess the function of the heart and valves, as well as
the condition of the false lumen, which can vary during
the procedure.
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In patients with ascending aortic rupture, TTE is useful to detect hematoma and effusion in the pericardial
cavity. Also, the size of the sinus of Valsalva and ascending aorta can be measured using TTE, and the function
of the aortic valve and other valves can be evaluated at
the same time. TEE provides good information regarding
the intra-aortic condition of the descending and thoracoabdominal aorta, which is useful when considering the
surgical approach.
Magnetic resonance imaging

Magnetic resonance imaging (MRI) is considered an accurate diagnostic tool for detecting acute aortic syndrome
(sensitivity and specificity, 98%) [30]. MRI produces highresolution aortic imaging with 3-D; however, it is rarely
performed in emergency settings because of several limitations [6], including that it is not available in most emergency departments and it is inconvenient with a relatively
long imaging acquisition time. MRI also cannot be performed in patients with claustrophobia, or in those with
pacemakers, aneurysm clips, or other metal devices. Magnetic resonance angiography is used for patients who are
allergic to the iodinated contrast agents used in CT or as
a second diagnostic tool when CT is inadequate or the
true diagnosis remains uncertain.
In patients with acute type A aortic dissection, identification of the intimal flap on MRI remains the key finding,
usually seen first on spin-echo “black-blood” sequences
[31]. The true lumen shows a signal void, whereas the
false lumen shows higher signal intensity indicative of turbulent flow [32]. Flow in the false lumen and true lumen
can be quantified using phase contrast cine-MRI or by
tagging techniques. MRI is also useful to detect the presence of pericardial effusion, aortic regurgitation, or carotid
artery dissection. MRI is seldom performed in patients
with ascending aortic rupture because it is difficult to
monitor unstable hemodynamic patients during imaging.
However, intra-aortic conditions, including mural
thrombi, are clearly visualized by MRI, and this information may help to determine the treatment strategy.

Management and treatment
Aortic dissection

Regardless of whether acute aortic dissection is type A or
B, medical therapy to control pain and hypertension is essential in all patients. Beta blockers have the desired effect
of reducing blood pressure and heart rate to the normal
range [2]. These medications also protect the myocardium
against ischemia. For most patients, systolic blood pressure should be controlled between 100 and 120 mmHg
with a heart rate of approximately 60 bpm [2, 6]. Otherwise, vasodilators such as calcium channel blockers (nicardipine or diltiazem) or nitroglycerin are useful in reducing
hypertension in an emergent situation.
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In patients with type A aortic dissection, surgical treatment is the gold standard; mortality is 50% within the first
48 h if surgery is not performed [1]. However, early mortality after operation remains high at 9–25% [33–35]. Although surgical results are still unsatisfactory, long-term
outcomes after operation are obviously better compared
with medical therapy [36]. The aim of surgery in patients
with type A aortic dissection is to prevent aortic rupture
and pericardial tamponade and to relieve aortic regurgitation. Another goal is to improve blood flow in the
branches disturbed by the false lumen. De Bakey et al.
established basic surgical techniques including (1) excision
of the intimal tear, (2) obliteration of entry into the false
lumen, and (3) reconstitution of the aorta with interposition of a synthetic graft with or without reimplantation of
the coronary arteries [37]. When the primary intimal tear
is located in the ascending aorta, the ascending aorta is replaced. When the primary intimal tear is located in the
aortic arch, both the ascending aorta and aortic arch are
replaced. Aortic root replacement is performed when
there is a tear in the sinus of Valsalva, and a valve-sparing
operation may be an option if the aortic valve is normal or
near normal [38]. However, valve-sparing procedures increase surgical time compared with composite graft replacement with an artificial valve. In some patients with
myocardial ischemia or infarction because of coronary artery dissection or compression by a false lumen, coronary
artery bypass grafting should be added [39]. Outcomes in
patients with left coronary artery involvement are worse
than in those with right coronary artery involvement.
There are several approaches to establishing cardiopulmonary bypass for surgery for type A aortic dissection [40].
In most emergent situations, the femoral artery and vein
are used for cannulation. These vessels are convenient, and
cannulation is simultaneously performed with opening of
the chest. Otherwise, the subclavian or axillary artery, the
apex of the heart, or the directly ascending aorta is chosen
based on the surgeon’s preference. Adjunctive measures
such as profound hypothermic circulatory arrest, retrograde
perfusion, and selective perfusion of the head vessels are
used for open distal anastomosis. The results of selective
perfusion of the head vessels are better than for other
methods regarding mortality and cerebral complications in
patients undergoing aortic arch replacement [41].
Certain serious complications can occur after operation
for type A aortic dissection. The incidence of stroke after
operation for type A aortic dissection has been reported at
2–16% in recent studies [42]. Preoperative shock status is
largely related to the incidence of postoperative stroke.
Other major complications include renal failure, spinal
cord injury, mediastinal bleeding, chylothorax, and mediastinitis. The incidence of each complication is institution- and surgeon-dependent and generally ranges from 3
to 10%, in our experience.
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In most patients with type B aortic dissection, medical
therapy including analgesia, antihypertensive drugs, and
bed rest is performed. However, complicated type B aortic
dissection, such as descending aortic rupture, uncontrolled pain, and malperfusion of the aortic branch or
lower extremities, is an indication for urgent surgery [1].
The aim of surgical repair in patients with type B aortic
dissection is to resect the primary entry tear and to replace the dissected descending aorta, which increases
blood flow to the true lumen and improves organ ischemia. In this situation, the descending aorta is approached
through a left posterolateral thoracotomy with cardiopulmonary bypass using the femoral artery and vein; deep
hypothermic arrest is adopted for open proximal anastomosis. This operation in patients with type B aortic dissection has several potential complications including stroke,
spinal cord ischemia, acute lung injury, and acute renal
failure [43, 44]. More recently, thoracic endovascular aortic repair (TEVAR) has become an alternative technique
to treat complicated type B aortic dissection [26]. The
main goal of TEVAR is closure of the primary entry tear
in the descending aorta. Blood flow is redirected into the
true lumen, leading to improved distal perfusion by resolving malperfusion of visceral or limb arteries. Another
aim of TEVAR is to stabilize the dissected aorta to prevent
late complications by inducing aortic remodeling. Thrombosis of the false lumen may result in shrinkage and prevent aneurysmal degeneration; however, TEVAR remains
limited in complicated cases because of a lack of evidence.
Ruptured aortic aneurysm

Maintaining the hemodynamic condition of patients
with free aortic rupture is difficult. The majority of patients with aortic rupture and continuous bleeding cannot survive even with massive transfusion and large
doses of catecholamine. However, the hemodynamic status of patients with a contained rupture is relatively near
stable, although blood transfusion should be started as
soon as possible after the diagnosis is established. Traditionally, patients with this condition have been treated
by open repair. Total arch replacement with median
sternotomy is performed when an aneurysm is located
in the arch or distal arch segment. If the descending aortic aneurysm is accompanied by an arch aneurysm, hybrid procedures (combined endovascular and vascular
surgery procedures) are used [45, 46]. Hybrid procedures
include a staged approach and a simultaneous approach.
The staged approach involves total arch replacement
with an “elephant trunk” at the first operation, and
TEVAR is performed at some interval of days afterward.
An elephant trunk is a hanging prosthetic graft in the
descending aorta with only its proximal end anastomosed to the descending aorta and the four-branched
arch graft. TEVAR is easily and safely performed with a
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good proximal landing zone at the elephant trunk. The
simultaneous approach involves total arch replacement
using an open stent graft, which is called the frozen elephant trunk procedure [47]. A prosthetic graft with a
stent is manually inserted into the descending aorta during circulatory arrest. After insertion and deployment of
the stent graft, the proximal side of this graft is anastomosed to the proximal end of the descending aorta and
the four-branched arch graft. Spinal cord injury is a
major complication following the frozen elephant trunk
procedure [47] with a reported rate of up to 24% [47]. A
distal landing zone lower than T7, prolonged lower body
arrest time, and low arterial pressure have been suggested risk factors for spinal cord ischemia [48].
Rupture or contained rupture of a descending and thoracoabdominal aortic aneurysm is an indication for emergent or urgent operation. Surgery is traditionally
performed through a left posterolateral thoracotomy with
cardiopulmonary bypass. Deep hypothermic arrest is
adopted for open proximal anastomosis if the appropriate
proximal clamp site is unavailable. Usually, a straight
prosthetic graft is used for descending aortic replacement;
however, recently, endovascular repair has emerged as an
alternative treatment option for suitable patients with
ruptured descending aortic aneurysm [1]. In patients with
a thoracoabdominal aortic aneurysm, a prosthetic graft
with side branches for visceral arteries is used for repair.
In some institutions, endovascular repair is used for a
thoracoabdominal aortic aneurysm [49]; however, open
surgical repair remains the standard treatment. Spinal
cord injury is the most serious complication. Preoperative
insertion of spinal drainage is not always used in emergent operations; however, it can be postoperatively
inserted when the patient has spinal cord ischemia.
Somatosensory-evoked or motor-evoked potentials for
evaluating spinal cord ischemia, hypothermia, maintaining increased arterial blood pressure, and appropriate distal perfusion with cardiopulmonary bypass may protect
against spinal cord injury [38].

Conclusions
Acute aortic syndrome, including acute aortic dissection
and ruptured aortic aneurysm, is the leading cause of
death in cardiovascular disease. However, continuous advances in imaging and treatment technologies are improving short- and long-term outcomes. Also, knowledge and
interest in intensive care medicine in this area are contributing to improved outcomes. Further research into this
life-threatening disease will lead to improvements in diagnosis and management.
Abbreviations
CT: Computed tomography; MRI: Magnetic resonance imaging;
TEE: Transesophageal echocardiography; TEVAR: Thoracic endovascular aortic
repair; TTE: Transthoracic echocardiography

Fukui Journal of Intensive Care (2018) 6:15

Acknowledgements
We thank Jane Charbonneau, DVM, from Edanz Group (http://www.
ekedanzediting.com/ac) for editing a draft of this manuscript.
Funding
None.
Availability of data and materials
All data were accrued from a review of the literature.
Author’s contributions
TF performed the literature review and wrote the draft. The author read and
approved the final manuscript.
Ethics approval and consent to participate
Not applicable.
Consent for publication
Not applicable.
Competing interests
The author declares that he has no competing interests.

Publisher’s Note
Springer Nature remains neutral with regard to jurisdictional claims in
published maps and institutional affiliations.
Received: 31 July 2017 Accepted: 21 February 2018

References
1. Erbel R, Aboyans V, Boileau C, Bossone E, Bartolomeo RD, Eggebrecht
H, Evangelista A, Falk V, Frank H, Gaemperli O, Grabenwöger M,
Haverich A, Iung B, Manolis AJ, Meijboom F, Nienaber CA, Roffi M,
Rousseau H, Sechtem U, Sirnes PA, Allmen RS, Vrints CJ, ESC
Committee for Practice Guidelines. 2014 ESC Guidelines on the
diagnosis and treatment of aortic diseases: document covering acute
and chronic aortic diseases of the thoracic and abdominal aorta of
the adult. The Task Force for the Diagnosis and Treatment of Aortic
Diseases of the European Society of Cardiology (ESC). Eur Heart J.
2014;35:2873–926.
2. Nienaber CA, Powell JT. Management of acute aortic syndromes. Eur Heart
J. 2012;33:26–35b.
3. DeBakey ME, Henly WS, Cooley DA, Morris GC Jr, Crawford ES, Beall AC Jr.
Surgical management of dissecting aneurysms of the aorta. J Thorac
Cardiovasc Surg. 1965;49:130–49.
4. Daily PO, Trueblood HW, Stinson EB, Wuerflein RD, Shumway NE.
Management of acute aortic dissections. Ann Thorac Surg. 1970;10:
237–47.
5. Hagan PG, Nienaber CA, Isselbacher EM, Bruckman D, Karavite DJ, Russman
PL, Evangelista A, Fattori R, Suzuki T, Oh JK, Moore AG, Malouf JF, Pape LA,
Gaca C, Sechtem U, Lenferink S, Deutsch HJ, Diedrichs H, Marcos y Robles J,
Llovet A, Gilon D, Das SK, Armstrong WF, Deeb GM, Eagle KA. The
International Registry of Acute Aortic Dissection (IRAD): new insights into an
old disease. JAMA. 2000;283:897–903.
6. Tsai TT, Nienaber CA, Eagle KA. Acute aortic syndromes. Circulation. 2005;
112:3802–13.
7. Klompas M. Does this patient have an acute thoracic aortic dissection?
JAMA. 2002;287:2262–72.
8. Jex RK, SchaffHV PJM, OrszulakTA PFJ, King RM, Danielson GK, Pluth JR.
Repair of ascending aortic dissection. Influence of associated aortic
valve insufficiency on early and late results. J Thorac Cardiovasc Surg.
1987;93:375–84.
9. Erbel R, Oelert H, Meyer J, Puth M, Mohr-Katoly S, Hausmann D, Daniel W,
Maffei S, Caruso A, Covino FE. Effect of medical and surgical therapy on
aortic dissection evaluated by transesophageal echocardiography.
Implications for prognosis and therapy. The European Cooperative Study
Group on Echocardiography. Circulation. 1993;87:1604–15.
10. Janosi RA, Buck T, Erbel R. Mechanism of coronary malperfusion due to
type-a aortic dissection. Herz. 2009;34:478.

Page 7 of 8

11. Di Eusanio M, Trimarchi S, Patel HJ, Hutchison S, Suzuki T, Peterson MD, Di
Bartolomeo R, Folesani G, Pyeritz RE, Braverman AC, Montgomery DG,
Isselbacher EM, Nienaber CA, Eagle KA, Fattori R. Clinical presentation,
management, and short-term outcome of patients with type A acute
dissection complicated by mesenteric malperfusion: observations from the
International Registry of Acute Aortic Dissection. J Thorac Cardiovasc Surg.
2013;145:385–90. e1
12. Frederick JR, Woo YJ. Thoracoabdominal aortic aneurysm. Ann Cardiothorac
Surg. 2012;1:277–85.
13. Elefteriades JA. Indications for aortic replacement. J Thorac Cardiovasc Surg.
2010;140:S5–9.
14. Crawford ES, Coselli JS. Thoracoabdominal aneurysm surgery. Semin Thorac
Cardiovasc Surg. 1991;3:300–22.
15. Sun D, Mehta S. Hemoptysis caused by erosion of thoracic aortic aneurysm.
CMAJ. 2010;182:E186.
16. Gerrard AD, Batool S, Isaacs P. Ruptured thoracic aneurysm causing
hematemesis. ACG Case Rep J. 2016;3:e182.
17. Fukui T, Saga T, Kawasaki H, Nishioka T. Cardiac tamponade secondary to
rupture of a distal aortic arch aneurysm. Jpn J Thorac Cardiovasc Surg. 2002;
50:227–30.
18. Johansson G, Markstrom U, Swedenborg J. Ruptured thoracic aortic
aneurysms: a study of incidence and mortality rates. J Vasc Surg. 1995;
21:985–8.
19. Rogers AM, Hermann LK, Booher AM, Nienaber CA, Williams DM,
Kazerooni EA, Froehlich JB, O’Gara PT, Montgomery DG, Cooper JV,
Harris KM, Hutchison S, Evangelista A, Isselbacher EM, Eagle KA.
Sensitivity of the aortic dissection detection risk score, a novel
guideline-based tool for identification of acute aortic dissection at
initial presentation: results from the international registry of acute
aortic dissection. Circulation. 2011;123:2213–8.
20. Suzuki T, Bossone E, Sawaki D, Janosi RA, Erbel R, Eagle K, Nagai R.
Biomarkers of aortic diseases. Am Heart J. 2013;165:15–25.
21. Shimony A, Filion KB, Mottillo S, Dourian T, Eisenberg MJ. Meta-analysis of
usefulness of d-dimer to diagnose acute aortic dissection. Am J Cardiol.
2011;107:1227–34.
22. Nienaber CA, Clough RE. Management of acute aortic dissection. Lancet.
2015;385:800–11.
23. Demos TC, Posniak HV, Churchill RJ. Detection of the intimal flap of
aortic dissection on unenhanced CT images. AJR Am J Roentgenol.
1986;146:601–3.
24. LePage MA, Quint LE, Sonnad SS, Deeb GM, Williams DM. Aortic dissection:
CT features that distinguish true lumen from false lumen. AJR Am J
Roentgenol. 2001;177:207–11.
25. Baliga RR, Nienaber CA, Bossone E, Oh JK, Isselbacher EM, Sechtem U,
Fattori R, Raman SV, Eagle KA. The role of imaging in aortic dissection and
related syndromes. JACC Cardiovasc Imaging. 2014;7:406–24.
26. Grabenwoger M, Alfonso F, Bachet J, Bonser R, Czerny M, Eggebrecht H,
Evangelista A, Fattori R, Jakob H, Lonn L, Nienaber CA, Rocchi G, Rousseau H,
Thompson M, Weigang E, Erbel R. Thoracic endovascular aortic repair (TEVAR) for
the treatment of aortic diseases: a position statement from the European
Association for Cardio-Thoracic Surgery (EACTS) and the European Society of
Cardiology (ESC), in collaboration with the European Association of Percutaneous
Cardiovascular Interventions (EAPCI). Eur Heart J 2012;33:1558–1563.
27. Gueret P, Senechal C, Roudaut R, Cormier B, Wolf J, Tribouilloy C, Cohen A,
Lusson J, Bensaid J. Comparison of transesophageal and transthoracic
echocardiography in acute aortic dissection. Amulti-center prospective
study. J Am Coll Cardiol. 1991;17:A260.
28. Nienaber CA. The role of imaging in acute aortic syndromes. Eur Heart J
Cardiovasc Imaging. 2013;14:15–23.
29. Mohr-Kahaly S, Erbel R, Rennollet H, Wittlich N, Drexler M, Oelert H, Meyer J.
Ambulatory follow-up of aortic dissection by transesophageal two-dimensional
and color-coded Doppler echocardiography. Circulation. 1989;80:24–33.
30. Nienaber CA, von Kodolitsch Y, Nicolas V, Siglow V, Piepho A, Brockhoff C,
Koschyk DH, Spielmann RP. The diagnosis of thoracic aortic dissection by
noninvasive imaging procedures. N Engl J Med. 1993;328:1–9.
31. Sakamoto I, Sueyoshi E, Uetani M. MR imaging of the aorta. Radiol Clin N
Am. 2007;45:485–97.
32. Bogaert J, Meyns B, Rademakers FE, Bosmans H, Verschakelen J, Flameng W,
Marchal G, Baert AL. Follow-up of aortic dissection: contribution of MR
angiography for evaluation of the abdominal aorta and its branches. Eur
Radiol. 1997;7:695–702.

Fukui Journal of Intensive Care (2018) 6:15

33. Chiappini B, Schepens M, Tan E, Dell’ Amore A, Morshuis W, Dossche K,
Bergonzini M, Camurri N, Reggiani LB, Marinelli G, Di Bartolomeo R. Early
and late outcomes of acute type A aortic dissection: analysis of risk factors
in 487 consecutive patients. Eur Heart J. 2005;26:180–6.
34. Trimarchi S, Nienaber CA, Rampoldi V, Myrmel T, Suzuki T, Mehta RH,
Bossone E, Cooper JV, Smith DE, Menicanti L, Frigiola A, Oh JK, Deeb MG,
Isselbacher EM, Eagle KA. Contemporary results of surgery in acute type A
aortic dissection: The International Registry of Acute Aortic Dissection
experience. J Thorac Cardiovasc Surg. 2005;129:112–22.
35. Committee for Scientific Affairs, The Japanese Association for Thoracic Surgery,
Masuda M, Okumura M, Doki Y, Endo S, Hirata Y, Kobayashi J, Kuwano H,
Motomura N, Nishida H, Saiki Y, Saito A, Shimizu H, Tanaka F, Tanemoto K, Toh
Y, Tsukihara H, Wakui S, Yokomise H. Thoracic and cardiovascular surgery in
Japan during 2014: annual report by The Japanese Association for Thoracic
Surgery. Gen Thorac Cardiovasc Surg 2016;64:665–697.
36. Perko MJ, Norgaard M, Herzog TM, Olsen PS, Schroeder TV, Pettersson G.
Unoperated aortic aneurysm: a survey of 170 patients. Ann Thorac Surg.
1995;59:1204–9.
37. DeBakey ME, Beall AC Jr, Cooley DA, Crawford ES, Morris GC Jr, Garrett HE,
Howell JF. Dissecting aneurysms of the aorta. Surg Clin North Am. 1966;46:
1045–55.
38. Goldfinger JZ, Halperin JL, Marin ML, Stewart AS, Eagle KA, Fuster V. Thoracic
aortic aneurysm and dissection. J Am Coll Cardiol. 2014;64:1725–39.
39. Kawahito K, Adachi H, Murata S, Yamaguchi A, Ino T. Coronary malperfusion
due to type A aortic dissection: mechanism and surgical management. Ann
Thorac Surg. 2003;76:1471–6.
40. El-Hamamsy I, Ouzounian M, Demers P, McClure S, Hassan A, Dagenais F,
Chu MW, Pozeg Z, Bozinovski J, Peterson MD, Boodhwani M, McArthur RG,
Appoo JJ; Canadian Thoracic Aortic Collaborative (CTAC). State-of-the-art
surgical management of acute type A aortic dissection. Can J Cardiol 2016;
32:100–109.
41. Kruger T, Weigang E, Hoffman I, Blettner M, Aebert H, Investigators
GERAADA. Cerebral protection during surgery for acute aortic dissection
type A: results of the German Registry for Acute Aortic Dissection type A
(GERAADA). Circulation. 2011;124:434–43.
42. Nishida H, Tabata M, Fukui T, Sato Y, Kin H, Takanashi S. A systematic
approach to improve the outcomes of type A aortic dissection. J Thorac
Cardiovasc Surg. 2017;154:89–96.
43. Lansman SL, Hagl C, Fink D, Galla JD, Spielvogel D, Ergin MA, Griep RB.
Acute type B aortic dissection: surgical therapy. Ann Thorac Surg. 2002;74:
S1833–5. discussionS1857-S1863
44. Fattori R, Tsai TT, Myrmel T, Evangelista A, Cooper JV, Trimarchi S, Li J,
Lovato L, Kische S, Eagle KA, Isselbacher EM, Nienaber CA. Complicated
acute type B dissection: is surgery still the best option?: a report from the
international registry of acute aortic dissection. JACC Cardiovasc Interv.
2008;1:395–402.
45. Bavaria J, Vallabhajosyula P, Moeller P, Szeto W, Desai N, Pochettino A.
Hybrid approaches in the treatment of aortic arch aneurysms: postoperative
and midterm outcomes. J Thorac Cardiovasc Surg. 2013;145:S85–90.
46. Appoo JJ, Tse LW, Pozeg ZI, Wong JK, Hutchinson SJ, Gregory AJ, Herget EJ.
Thoracic aortic frontier: review of current applications and directions of
thoracic endovascular aortic repair (TEVAR). Can J Cardiol. 2014;30:52–63.
47. Damberg A, Schälte G, Autschbach R, Hoffman A. Safety and pitfalls in
frozen elephant trunk implantation. Ann Cardiothorac Surg. 2013;2:669–76.
48. Flores J, Kunihara T, Shiiya N, Yoshimoto K, Matsuzaki K, Yasuda K. Extensive
deployment of the stented elephant trunk is associated with an increased
risk of spinal cord injury. J Thorac Cardiovasc Surg. 2006;131:336–42.
49. Roselli EE, Greenberg RK, Pfaff K, Francis C, Svensson LG, Lytle BW.
Endovascular treatment of thoracoabdominal aortic aneurysms. J Thorac
Cardiovasc Surg. 2007;133:1474–82.

Page 8 of 8

Submit your next manuscript to BioMed Central
and we will help you at every step:
• We accept pre-submission inquiries
• Our selector tool helps you to find the most relevant journal
• We provide round the clock customer support
• Convenient online submission
• Thorough peer review
• Inclusion in PubMed and all major indexing services
• Maximum visibility for your research
Submit your manuscript at
www.biomedcentral.com/submit

