morbidity and mortality in patients with Marfan’s syndrome (Chap.
413) or Loeys-Dietz syndrome, and similarly may affect patients with
Ehlers-Danlos syndrome. The incidence also is increased in patients
with inflammatory aortitis (i.e., Takayasu’s arteritis, giant cell
arteritis), congenital aortic valve anomalies (e.g., bicuspid valve),
coarctation of the aorta, and a history of aortic trauma. In addition,
the risk of dissection is increased in otherwise normal women during
the third trimester of pregnancy. Aortic dissection also may occur as
a consequence of weight lifting, cocaine use, or deceleration injury.

CLINICAL MANIFESTATIONS
The peak incidence of aortic dissection is in the sixth and seventh
decades. Men are more affected than women by a ratio of 2:1. The
presentations of aortic dissection and its variants are the
consequences of intimal tear, dissecting hematoma, occlusion of
involved arteries, and compression of adjacent tissues. Acute aortic
dissection presents with the sudden onset of pain (Chap. 14), which
often is described as very severe and tearing and is associated with
diaphoresis. The pain may be localized to the front or back of the
chest, often the interscapular region, and typically migrates with
propagation of the dissection. Other symptoms include syncope,
dyspnea, and weakness. Physical findings may include hypertension
or hypotension, loss of pulses, aortic regurgitation, pulmonary
edema, and neurologic findings due to carotid artery obstruction
(hemiplegia, hemianesthesia) or spinal cord ischemia (paraplegia).
Bowel ischemia, hematuria, and myocardial ischemia all may occur.
These clinical manifestations reflect complications resulting from the
dissection occluding the major arteries. Furthermore, clinical
manifestations may result from the compression of adjacent
structures (e.g., superior cervical ganglia, superior vena cava,
bronchus, esophagus) by the expanding dissection causing
aneurysmal dilation and include Horner’s syndrome, superior vena
cava syndrome, hoarseness, dysphagia, and airway compromise.
Hemopericardium and cardiac tamponade may complicate a type A
lesion with retrograde dissection. Acute aortic regurgitation is an
important and common (>50%) complication of proximal dissection.
It is the outcome of either a circumferential tear that widens the



