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A 48-year-old female presented to the emergency department
with complaints of acute onset chest pain radiating to the back
and breathlessness for the past 24 hours. The patient reported
no significant past medical history but had a family history of
hypertension. On examination, her blood pressure was markedly
elevated at 200/160 mmHg and she appeared distressed and
diaphoretic. Auscultation revealed diminished breath sounds in
the left lung base. An Electrocardiogram (ECG) revealed sinus
tachycardia. Given the clinical suspicion of aortic dissection,
urgent imaging studies were performed. A Computed Tomography
Angiography (CTA) of the chest was conducted, revealing a
Stanford Type A aortic dissection extending from the ascending
aorta to the abdominal aorta. A thin, oblique intimal flap was noted,
extending from the aortic root just above the right sinus of Valsalva
through the entire course of the ascending aorta, arch of the aorta,
descending thoracic aorta and abdominal aorta, up to the common
iliac artery [Table/Fig-1a-d]. An extension of the flap transversely into
the left sinus of Valsalva, involving the osteoproximal segment of
the left main coronary artery, was observed [Table/Fig-2]. Diffuse
consolidations involving bilateral perihilar regions of both lung fields
suggested pulmonary oedema ([Table/Fig-3a]. Bilateral pleural
effusions were also noted [Table/Fig-3b]. Despite the immediate
initiation of antihypertensive therapy and arrangements for surgical
consultation, the patient’s condition rapidly deteriorated. She
developed profound hypotension and loss of consciousness within
two hours of admission. Despite aggressive resuscitative measures,
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[Table/Fig-1]: a-d) CT angiography images: A thin, oblique intimal flap was noted
extending from the aortic root just above the right sinus of Valsalva, through the
entire course of ascending aorta, arch of aorta, descending thoracic aorta and
abdominal aorta (red arrows).
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[Table/Fig-2]: a) 3D volume rendered image showing flap extension into the right
common iliac artery from abdominal aorta (red arrows); b,c) Extension of the flap
into osteoproximal segment of left main coronary artery (yellow arrows).

[Table/Fig-3]: a,b) CT chest images showing diffuse consolidations involving
bilateral perihilar regions of bilateral lung fields suggesting pulmonary oedema (blue
arrows) and bilateral pleural effusion (red arrows).

including fluid resuscitation and vasopressor support, the patient
could not be stabilised. Cardiopulmonary resuscitation was initiated,
but unfortunately, the patient succumbed to cardiac arrest.

Aortic dissection presents a significant diagnostic and therapeutic
challenge due to its potentially fatal consequences [1,2]. It typically
manifests with abrupt onset severe chest pain, often described
as tearing or ripping, which can radiate to the back. Although in
present case, patient presented with classic symptoms, the clinical
presentation can vary widely [3,4]. Diagnostic imaging modalities,
particularly CTA, are important diagnostic tools that help determine
the diagnosis and the extent of the dissection [5].

Aortic dissection with coronary artery involvement is relatively
rare. In a study by Saito Y et al., patients with left coronary artery
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involvement had an augmented risk of death compared to those
with right coronary artery involvement (54.3% vs. 31.3%, p-value
<0.001) [6]. This finding was similar to present case. Sen G et al.,
described a case of Stanford type A aortic dissection with intramural
haematoma extending into the left main coronary artery and left
anterior descending artery, which is comparable to the present case
[7]. However, there was no intramural haematoma in the current case
and the left anterior descending artery was not involved. Huang LC
et al., described a case of Stanford type A acute aortic dissection
with right coronary artery involvement; however, in the present case,
the left main coronary artery was involved [8].

The prognosis of aortic dissection depends on various factors,
including the extent of the dissection, the presence of complications
and the timeliness of intervention [7]. Unfortunately, the patient
succumbed to the condition within hours of admission due to the
extent of the aortic dissection extending into the osteoproximal
segment of the left coronary artery. Left coronary artery involvement
in aortic dissection is critical due to its role in supplying oxygen-
rich blood to a large portion of the myocardium [6]. This
involvement can lead to myocardial ischaemia and infarction, posing
a significant threat to the patient’s cardiac function and overall
prognosis [6].

Involvement of the left coronary artery increases the risk of cardiogenic
shock, emphasising the need for prompt diagnosis and aggressive
management to prevent life-threatening complications [6]. This
case underscores the critical importance of early recognition and
management of aortic dissection to prevent catastrophic outcomes.
Despite aggressive medical intervention and timely diagnostic imaging,
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the patient’s condition rapidly deteriorated, highlighting the formidable
challenges in treating this condition.
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