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Acute aortic syndrome (ao diss + 

IMH + ao ulcer) – a continuing 

diagnostic and therapeutic challenge

• incidence increasing: from classically 3-4 up to 

10-15  per 100 000 • year (Sweden, Olsson Circ 06)

• often overlooked and mostly initially 

misdiagnosed (e.g., myocardial infarction)

• dramatic mortality: 40% ? pre-hospital, 1-2% / 

h during first 2 days if asc.aorta involved and not 

operated 







Erbel et al., ESC-Recommendations, EHJ 2001;22:1642
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Evangelista

EHJ ‘10;31:472







Movsovitz JACC 2000;36:884

• may be repairable

• Marfan syndrome 

and bicuspid aortic 

valve less often 

repairable







Intramural hematoma: 

an even more  difficult diagnosis

• Variant, precursor, or coexisting with classic 
dissection

• aortic wall thickening > 5-7 mm, smooth 
luminal border, displacement of aortic plaque 
inward, possible echo-free spaces but no flow 
(DD severe atherosclerosis or dissection with 
thrombosed false lumen)

• more frequent in the descending than in the 
ascending aorta

• similar prognosis and treatment as frank 
dissection
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• echo/TEE usually first line assessment to prove or 

exclude 

– presence of a dissection (= intimal flap)

– involvement of ascending aorta

• enough to diagnose asc.aorta dissection and send 

patient to OR 

• insufficient for conclusive assessment of type III / B

However, echo often inconclusive: is this really a flap ?

 CT/CMR

TEE: does it suffice ? 

Hagan et al., IRAD, JAMA 2000;283:897



Summary

• acute aortic syndromes are often difficult to 

recognize and mostly misinterpreted at the 

beginning; unexplained body pain, aortic 

regurgitation, or syncope/neurologic 

symptoms should raise suspicion

• on echo, aortic regurgitation and/or 

pericardial effusion should raise a red flag

• TEE is essential for exclusion of the diagnosis

• time is essential

• don’t hesitate to use second imaging 

technique



Svensson classification

AHA/ACC 2010



Published errors in TEE diagnosis 

of ascending aortic dissection

• 1 false negative due to localized type II 
dissection; 2 false positives in ectatic aorta 
(n=164 suspected AD; Erbel Lancet 
1989;1:457)

• 2/65 false negatives due to localized type II 
dissection (Bansal JACC 1995;25:1393)

• 3 false negatives: 1 small dissection close to 
aortic valve, 2 with thrombosed false lumen;           
2 false positives:  1 with asc.aortic graft and 1 
in ectatic aorta (n=112; Keren JACC 
1996;28:627)


