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To assess the presentation, investigation, management, and outcomes of acute
Aortic dissection

Material and Method : Case series review with patients from January 2003 to December 2007.

Result

Conclusion

Key words

Data were collected at presentation, and by physician review of hospital records.
There were 42 cases of acute aortic dissection, 18 cases (42.8 percent) were type
A dissection and 24 cases were type B dissection. The ratio of male : female was
1.8:1 and the mean age was 59.6 year old. The most presenting symptom was
acute chest pain (83.3 percent), and initial chest radiography with widened
mediastinum was found more often in type A than type B dissection (88.9 percent
vs. 58.3 percent, P<0.05). Computed tomography was the initial imaging modality
used in 85.7 percent. Of 42 patients with acute aortic dissection, 66.67 percent
were managed in Prapokklao Hospital and 33.33 percent were referred to the
higher tertiary care hospitals in Bangkok. Overall in-hospital mortality was 53.6
percent.

Acute aortic dissection is not uncommon but complications develop rapidly and
outcome is often fatal. The typical presentation is acute chest pain with widened
mediasternum by chest radiography. The physical examinations are diverse. The
imaging modalities are essential and a high clinical index of suspicion is
necessary. Despite significant advance in diagnosis and therapeutic techniques,
mortality and morbidity rates remain high.

Acute Aortic Dissection, Cardiovascular system.

* Cardiovascular Unit, Department of Medicine, Prapokklao Hospital, Chanthaburi
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Introduction

Acute Aortic Dissection is a challenging
clinical emergency first described by Morgagni
more than 200 years ago.1 This condition is an
uncommon but potentially catastrophic illness that
occur with an incidence of approximately 2.9/
100,000/yr in the Unite states. Early mortality is as
high as 1 percent per hour, about 33 percent of
patient die within first 24 hours and 50 percent
within 48 hours if untreated. The 2 weeks mortality
rate approaches 75 percent in patient with
undiagnosed ascending aortic dissection.” But
survival may be significantly improved by the
timely institution of appropriate medicine and/or
surgical therapy.2 recently, percutaneous
fenestration and/or stent placement have been

7

used in select patient.””” Prompt clinical

recognition and definite diagnostic imaging
modalities, including computed tomography,

transthoracic and/or transesophageal
echocardiography are therefore essential in the
management of patient with aortic dissection.®™ "

Aortic dissection is believed to begin with
the formation of a tear in the aortic intema or rupture
at the vasa vasorum within the aortic media. Blood
enters the intima-media space with further
propagation of the dissection. Driven by the

persistent intraluminal pressure, the dissection
progress extends a variable length along the aortic
wall, typically antegrade but sometimes retrograde

from the site of the intimal tear."

Classification
Classification of aortic dissection is based
on anatomical location and time from onset. The

14-day period after onset has been designated the

acute phase, because morbidity and mortality
rates are highest and surviving patient typically
stabilize during this time. Stanford type A is all
dissection involving the ascending aortic regardless
of the site of origin and type B is not involving the

14-15

ascending aorta. (Figure 1)
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Because presenting clinical features are
diverse and serious complications occur rapidly,
antemortem diagnosis has proven difficult.’®”'® One
would predict that the advert of imaging combined
with progress in both surgical and non surgical
therapy should result in improved outcome.

Little is known about of the clinical
characteristic of acute aortic dissection in
Propokklao Hospital. Thus we undertook a case-
series study to assess the presentations,

investigations, managements and outcomes.

Objective
To assess the presentations, investigations,
managements, and outcomes of acute Aortic

dissection
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Material & Methods

All patients with acute aortic dissection

in Prapokklao Hospital were reviewed since
January 2003 to December 2007. Patients were
identified at presentation or by searching hospital
discharge diagnosis records, surgical records,
computed tomography records and echocardio-
graphy laboratory databases.

The patient diagnosis, demographics,
history, physical findings, management, imaging
studies and outcomes were reviewed and
analyzed.

Data analysis was performed using
statistical analysis software for descriptive
purpose, quantitative variable are presented as
mean (SD) value, mode and median. Comparisons
between groups were made by using the Chi-
square test and Fischer’s examination test all
significant tests were considered to be statistical

significant at P<0.05.

Result

There were 54 patients with acute aortic
dissection seen at Prapokklao hospital from
January 2003 to December 2007. (Figure 2) Twelve
of them were excluded due to incomplete medical
data therefore 42 patients were analyzed. The ratio
of men to women was 1.8:1. The mean age of all
patients with acute aortic dissection patients was
59.64 years and the median age was 65 years with
SD. 16.23., range 24-83 years respectively. The
majority of the patient lived in Chantaburi Province
(52 percent) and the others were from our network
hospitals. (48 percent), (Table 1). The mean hospital
stay was 8.10 days and the median was 6 days,
range 1-27 days (Table 1)

Type A dissection was identified in 42.8
percent of patients. The most common underlying
disease of all patients with acute aortic dissection
was hypertension (64.3 percent) while other underlying

diseases were less than 10 percent. But the patients
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Figure Il Number of Acute Aortic Dissection
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Table 1 Demographic of patients with acute aortic dissection

Patient characteristic

number

* Patient (n)

* Male : Female

* Mean/median age (SD)
min-max

* Mean/Median duration days of admission (SD)
min-max

* Patient habitat (%)
Chantaburi
Sakeaw
Trat
Rayong
Prachinburi

Bangkok

42

27 : 15 (1.8:1)
59.67/65 (16.25) years
24-83 years

8.10/6 (6.58) days
1-27 day

with unknown history were 23.8 percent.

Marfan syndrome was present in 2 patients
(4.76 percent) of all patients and were type A
dissection. The prior treatment with medication was

found only 33.3 percent while no prior medication

was 66.7 percent in all patients with acute aortic
dissection. These were no statistical significance in
patient history between dissection type except for
the history of prior medication in aspirin and lipid

lowering agent. (Table 2)

Table 2 History and Underlying diseases of patient with acute aortic dissection

Category No (%) Type A (%) Type B (%) P-value
N = 18 N =24 Type A vs. Type B
Patient History
Hypertension 27 (64.3) 10(55.6) 17(70.8) 0.31
Diabetes mellitus 4 (9.5) 2(11.1) 2(8.3) 1.00
Valvular heart disease 3 (7.1) 1(5.6) 2(8.3) 1.00
Coronary heart disease 3 (7.1) o(0) 3(12.5) 0.25
Marfan syndrome 2 (4.7) 2(11.1) o(o 0.18
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Table 2 History and Underlying diseases of patient with acute aortic dissection (continue)

Category No (%) Type A (%) Type B (%) P-value
N = 18 N =24 Type A vs. Type B
Chronic renal failure 3 (7.4) 2(11.1) 1(4.2) 0.57
Dyslipidemia 6 (14.3) 1(5.6) 5(20.8) 0.21
Unknown 10 (23.8) 5(27.8) 5(20.8) 0.72
Prior Medication

No medication 28 (66.7) 14(77.8) 14(58.3) 0.19
Beta blocker 7 (16.7) 1(5.6) 6(25.0) 0.21
Calcium channel blocker 8 (19.0) 3(16.7) 5(20.8) 1.00
ACEI 4 (9.5) 0(0) 4(16.7) 0.12
Lipid lowering agent 6 (14.3) 0(0) 6(25.0) 0.03%
Warfarin 1 (2.4) 1(5.6) 0(0) 0.43
ASA 6 (14.3) o(0) 6(25.0) 0.03%

Presenting Symptoms, signs and

complications

Severe chest pain with abrupt onset was
the most common presenting symptom (83.3
percent) while abdominal pain was more often
with type B dissection (58.3 VS 16.7 percent,
P<0.05). The congestive heart failure was more
often experience in type A dissection than type B
dissection (22.2 percent VS 0 percent, P<0.05).
Both types of the dissection could be present
with abdominal pain, back pain, leg pain, arm
pain, syncope, hemoptysis and paraplegia. The
patients with acute aortic dissection could present
with hypertension (47.6 percent), normotension
(23.8 percent) or hypotension (28.6 percent)
and did not differ between dissection type. The
patient’s pulse character could be pulse deficit

(33.3 percent), variable heart rate and also did not

differ between dissection type (Table 3)

The most common complication of all
patients with acute aortic dissection was acute renal
failure (35.7 percent). Ruptured of the dissection
aorta to free space was found only in type B
dissection with hemoperitoneum and hemothorax.
(29.2 percent and 25 percent, P<0.05) Pericardial
effusion and acute aortic regurgitation were found
only in type A dissection (38.9 percent and 22.2

percent, P<0.05)

Initial investigations and Diagnostic
Imaging

Chest radiography showed widened

mediastinum in 71.4 percent of all patient with more

often in type A dissection (88.9 percent VS 58.3

percent, P<0.05) The pleural effusion was found 26.2

percent in all of patient with no differ in dissection
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Table 3 Presenting Symptoms, physical examination and complication of patient with Acute Aortic

dissection
Category Present, No (%) Type A, No (%) Type B, No (%) P-value
N =42 N=18 N=24 Type A vs. Type B
Presenting Symptoms
- Arm pain 3 (7.1) 2 (11.1) 1 (4.2) 0.57
- Chest pain 35 (83.3) 15 (83.3) 20 (83.3) 1.00
- Abdominal pain 16 (38.1) 3 (16.7) 14 (58.3) 0.04%
- Back pain 11 (26.2) 2 (11.1) 9 (37.5) 0.08
- Leg pain 4 (9.5) 1 (5.6) 3 (12.5) 0.62
- Syncope 7 (16.7) 3 (16.7) 4 (16.7) 1.00
- Congestive heart failure 4 (9.5) 4 (22.2) 0 (0) 0.03%
- Neuro (paraplegia) 3 (7.1) 1 (5.6) 2 (83) 1.00
- Hemoptysis 2 (4.8) 1 (5.6) 1 (4.2) 1.00
Physical examination finding
Hypertensive(SBP=140mmHg) 20 (47.6) 8 (44.4) 12 (50.0) 0.72
Normotension(SBP 90-140 mmHg) 10 (23.8) 4 (22.2) 6 (25.0) 1.00
Hypotensive (SBP<90 mmHg) 12 (28.6) 6 (33.3) 6 (25.0) 0.55
Pulse deficit 14 (33.3) 8 (44.4) 6 (25.0) 0.19
Tachycardia(HR>100BPM) 4 (9.5) 2 (11.1) 2 (8.3) 1.00
Normal (HR 60-100 BPM) 20 (47.6) 9 (50.0) 11 (45.8) 0.79
Bradycardia (HR<60 BPM) 18 (42.9) 7 (38.9) 11 (45.8) 0.65
Complication
Paraplegia 3 (7.1) 1 (5.6) 2 (8.3) 1.00
Acute myocardial infarction 1 (2.4) 1 (5.6) 0 (0) 0.43
Acute ranal failure 15 (35.7) 9 (50.0) 6 (25.0) 0.09
Pericardial effusion 7 (16.7) 7 (38.9) 0 (0) 0.001 %
Acute aortic regurgitation 4 (9.5) 4 (22.2) 0 (0) 0.03%
Ischemic limb 3 (7.1) 2 (11.1) 1 (4.2) 0.57
Homoptysis 2 (4.8) 1 (5.6) 1 (4.2) 1.00
Free-space rupture
- Peritoneum 7 (16.7) 0 (0) 7 (29.5) 0.01*

- Hemothorax 6 (14.3) 0 (0) 6 (25.0) 0.05%
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type. No displacement of the calcification of aorta
was found in both type A and type B dissection. No
chest radiography abnormality was note in 26.2
percent of patients. The 12-leads electrocardiography
most frequently showed nonspecific abnormalities
(45.24 percent) and were normal for 35.7 percent of
patient. The cardiac enzymes were elevated in only

2.4 percent by CKMB and 9.5 percent by TnT.

(Table 4)

Most patients had multiple imaging
studies performed. Computed tomography was
most often the initial tool in both type A and type
B dissection (88.9 percent, 83.5 percent). The
transesophygeal echocardiogram was more
often use in type A dissection (44.4 percent VS

16.7 percent, P< 0.05)

Table 4 Chest Radiography, Electrocardiography, Diagnostic imaging Results for patients with

Acute Aortic Dissection

Category No (%) Type A, No (%) Type B, No (%) P-value
N =42 N =18 N=24 Type A vs. Type B
Chest X-Ray
- Normal 11 (26.2) 2 (11.1) 9 (37.5) 0.08
- Widened mediasternum 30 (71.4) 16 (88.9) 14 (58.3) 0.03*
- Pleural effusion 11 (26.2) 5 (27.8) 6 (25.0) 1.00
- Displacement of the 0 (0) 0 (0) 0 (0) -
calcification of aorta
LAB
- HCT< 30% 6 (14.5) 3 (16.7) 3 (12.5) 1.00
- Cardiac enzyme
- elevated TnT 4 (9.5) 3 (16.7) 1 (4.2) 0.29
- CKMB > 2 x normal 1 (2.4) 1 (5.6) 0 (0) 0.43
EKG
- Normal 15 (35.7) 6 (33.3) 9 (37.5) 0.78
- Non specific ST-T change 19 (45.24) 7 (38.9) 12 (50.0) 0.47
- LVH 7 (16.7) 4 (22.2) 3 (12.5) 0.57
- Ischemia 3 (7.1) 2 (11.1) 1 (4.2) 0.44
Echocardiogram
Transthoracic 30 (71.4) 15 (83.3) 15 (62.5) 0.14
Transesophageal 12 (28.6) 8 (44.4) 4 (16.7) 0.048%
Computed Tomography 36 (85.7) 16 (88.9) 20 (83.3) 0.68




]
=l

aa v o a
102s 715 1sgudnmisanymmnem asaain Isawenawszmngr T 25 auui 2(supplia.o. - i.6. 2551

Management and OQutcomes

Of 42 patients with acute aortic dissection,
66.67 percent were managed in Prapokklao
Hospital and 33.33 percent were referred to the
higher tertiary—case hospitals in Bangkok. Among
28 patients in Propokklao Hospital; 9 patients (47.7
percent) were surgically treated and 19 patients
were conservative treatment with medication.
(Table 5)

Overall in-hospital mortality was 53.6 percent.
Highest mortality occurred in patients with type A
dissection not receiving surgery (71.4 percent), in
contrast to surgically treated patients with type A
dissection (50 percent). Patient with type B
dissection treated medically still had high mortality
(58.3 percent). However mortality for patient with
type B dissection who underwent surgery was 28.6
percent. Among the 15 patients who were dead,
8 patients (53.3 percent) died within 48 hours.
The patients with type A dissection seem to have
higher mortality but not statistically significance.
(6.7 percent vs.47.4 percent). When reported, the
most common caused of death in type A dissection
were cardiac tamponade (66.7 percent). Aortic
ruptured which caused homoperitoneum and
hemothorax were found in 7 patients (29.2 percent)

and 6 patients (25 percent) with type B dissection

and were the most common caused of death of

this type.

Discussion

Acute aortic dissection may be uncommon,
but complications occur often and early, and the

1819722 The dissection is

outcome is frequently fatal.
a dynamic process that may occur anywhere
within aorta, the clinical spectrum of presentation
is broad. Symptoms may mimic more common
disorder such as myocardial ischemia, acute
pericarditis and physical finding may be absent

or suggestive of a diverse

16,18,22-25

range of other

condition. Therefore dissection is often
difficult to diagnose, and a high clinical index of
suspicion is mandatory. Although clinicians today
are better equipped to deal with the mortality
rates remain high.

Our patients had chest pain as the
presenting symptom for 83.3 percent and were
equal in both type A and type B while migratory
pain to abdominal, back, arm or leg occurred in
7.1 - 38.1 percent. Syncope occurred in 16.7 percent
and of these patients did not have pain. Thus,
acute aortic dissection should be considered in
differential diagnosis of syncope, even in absence

of pain. The presence of syncope predicted an

Table 5 Management and outcome of acute aortic dissection

Type A (n : 18)

Type B (n : 24)

Medical(%) Surgical(%) Refer(%)

Medical(%) Surgical(%) Refer(%)

ﬁhmué’ﬂw 7(38.9) 2(11.1) 9(50) 12(50) 7(29.1) 5(20.8)
In-hospital mortality 5(71.4) 1(50) - 7(58.3) 2(28.6) -
Mortality (%) 6 (66.7) - 9 (47.4) -
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adverse outcome in our study (100 percent
mortality). While the physical examination may
provide valuable clue to the diagnosis of aortic
dissection, typical signs were often absent. For
example, pulse deficit, which was previously
mentioned up to 30 percent in type A dissection
and 15 percent in type B dissection, were recorded
44.4 percent and 25 percent respectively. According
to previously recorded the hypertension was found
in 30 percent of type A dissection and 70 percent
of type B but in our reported were 50.0 percent
and 44 percent, the hypotension could be found

14,17,22,26

in both groups. Earlier studies described

the value of the abnormal chest radiography
findings in the evaluation of suspected aortic
dissection.”” A number of our patient did not have
evidence of widened mediasternum. (26.2 percent),
but in patients with type A dissection this was
always found and more often than type B
dissection (88.9 vs. 58.3 percent P<0.05)
Differentiating aortic dissection from
myocardial ischemia is a common dilemma.
is dissimilar.

The

Because the treatment strategy
Rapid,

combination of the history,

accurate diagnosis is essential.

physical exam,

electrocardiography, cardiac enzyme and

available imaging modality may be helpful.'***"%
Although transesophageal echocardio-
graphy is accurate and can be performed quickly
at bedside but it has a limitation in detection of
dissecting extension especially below descending
thoracic aorta.’*® The computed tomography was
the most common initial assessment performed.
Availability, time delay, restricted ability to monitor
patients during imaging are likely explanations for

its limited use.

J Prapokklao Hosp Clin Med Educat Center 103$

Overall mortality for acute aortic dissection
in our hospital is still high in both type A dissection
and type B dissection when compared to earlier
study. (66.7, 47.4 percent vs. 34.9, 14.9 percent)®
Only 2 patients of type A dissection were surgically
treated. (22.2 percent) and 14 patients of all patients
were referred to higher centers in Bangkok.(33.3
percent) This may result from insufficient surgical
equipments to deal with the patients with complicated
dissection.

This study is the first report of patients
with acute aortic dissection in Prapokklao hospital,
Chantaburi, Thailand. Our data presents quite
small number of patients even during five years
review. There are limitations. Many patients may
die prior to diagnosis, 12 patients were excluded
from this study due to lack of complete recorded

data and some data were gathered by chart review.

Conclusion

Acute aortic dissection is not uncommon
but complications develop rapidly and outcome
is often fatal. The typical presentation is acute
chest pain with widened mediastinum by chest
radiography. The physical examinations are
diverse. The imaging modalities are essential and a
high clinical

index of suspicion is necessary.

Despite significant advance in diagnosis and
therapeutic techniques, mortality and morbidity

rates remain high.

References

1. Aciemo LJ. The History of Cardiology. New
York, NY: Parthenon Publishing Group; 1994.



[
=l

aa v o A a
104s 715 sgudnmisanyumnem asaain Isawennawsznngr T 25 auui 2(supplia.e. - i.6. 2551

. Walker PJ, Dake

Meszaros |, Morez J, Szlavi J. Epidemi-ology
and Clinicopathology of aortic dissection :
A population—-based longitudinal study over

24 years. Chest 2000;117:1271.

. Williams DM, Brothers TE, Messina LM. Relief

of mesenteric ischemia in type lll aortic dissection
with percutaneous fenestration of the aortic
septum. Radiology. 1990;174:450-2.

MD, Mitchell RS, Miller
DC. The use of endovascular techniques
for the treatment of complications of aortic
dissection. J Vasc Surg. 1993;18:1042-51.
Chavan A, Hausmann D, Dresler C. Intravascular
ultrasound-guided percutaneous fenestration
of the intimal flap in the dissection. N Engl
J Med. 1999;340:1546-52.

Dake MD, Kato N, Mitchell RSI. Endovascular
stent-graft placement for the treatment of
acute aortic dissection. N Engl J Med.
1999;340:1546—-52.

Nienaber CA, Fattori R, Lund G. Nonsurgical

reconstruction of thoracic aortic dissection

by stentgraft placement. N Engl J Med.
1999;340:1539—-45.
Cigarroa JE, Isselbacher EM, DeSanctis

RW, Eagle KA. Diagnostic imaging in the
evaluation of suspected aortic dissection : old
standards and new directions. N Engl J Med.
1993; 328:35-43.

Godwin JD, Herfkens RL, Skioldebrand CG,
Federle MP, Lipton MJ. Evaluation of
dissections and aneurysms of the thoracic
aorta by conventional and dynamic CT

scanning. Radiology. 1980;136:125-33.

10.

11.

12.

13.

14.

15.

16.

17.

Erbel R, Engberding R, Daniel W, Roelandt J,
Visser C, Rennollet H. Echocardiography in
diagnosis of aortic dissection. Lancet. 1989;
1:457-61.

Hamada S, Takamiya M, Kimura K, Imakita S,
Nakajima N, Naito H. Type A aortic dissection :
evaluation with ultrafast CT. Radiology. 1992;
183:155-8.

Nienaber CA, Spielmann RP, von Kodolitsch Y,
et al. Diagnosis of thoracic aortic dissection:
imaging versus

magnetic resonance

transesophageal echocardiography. Circu-
lation. 1992;85:434-47.

Nienaber CA, Von Kodolitsch Y, Nicolas V,
et al. The diagnosis of thoracic aortic

dissection by noninvasive imaging
procedures. N Engl J Med. 1993;328:1-9.
Donglas P. Zipes, Peter Libby, Robert O.
Bonow, Eugene Braunwald: Braunwald’s
Heart disease. A textbook of cardiovascular
medicine 7™ edition : 2005;1403-35.

Daily PO, Trueblood HW, Stinson EB,
Woureflein RD, Shumway NE. Management of
acute aortic dissections. Ann Thorac Surg.
1970;10:237-47.

Hirst A, Johns VJ, Krimed SJ. Dissecting
aneurysm of the aorta:a review of 505
cases. Medicine. 1958;37:217-79.

Spittell PC, Apittell JA Jr, Joyce JW. Clinical
features and differential diagnosis of aortic
dissection : experience with 236 cases (1980

through 1990). Mayo Clin roc. 1993;68:642-51.



Vol. 25 No.2(Supp))Apr.-Jun.2008 ‘ : ME

Continuing Medical Education

18.

19.

20.

21.

22.

23.

24.

Eagle KA, Quertemous T, Kritzer GA. Spectrum
of conditions initially suggesting acute aortic
dissection but with negative aortograms. Am
J Cardiol. 1986;57:322-6.

Chirillo F, Marchiori MC, Andriolo L. Outcome
of 290 patients with aortic dissection : a
12-year multicentre experience. Eur Heart J.
1990;11:311-9.

Jamieson WR, Munro Al, Miyagishima RT,
Allen P, Tyers GF, et al. Aortic dissection :
early diagnosis and surgical management
are the keys to survival. Can J Surg. 1982;25:
145-9.

Svensson LG, Crawford ES, Hess KR, Coselli
JS, Safi

long-term surgical results. Circulation. 1990;

HJ. Dissection of the aorta and

82(5 suppl) : IV24-1V3s.

Petes G. Hagan, Christoph A. Nienaber,
Erie M. The
Registry of Acute Aortic Dissection. JAMA

Isselbacher : International

283:897,200.

Baer S. Varied manifestations of dissection

aneurysm of the aorta. JAMA. 1956;161:
689-92.

Armstrong WF, Bach DS, Carey LM, Froehich
J, Lowell M, Kazerooni EA. Clinical and

echocardiographic findings in patients with
suspected acute aortic dissection. Am

Heart J. 1998;136:1051-60.

J Prapokklao Hosp Clin Med Educat Center 1058

25.

26.

27.

28.

29.

30.

Lindsay J Jr, Hurst JW. Clinical features and
prognosis in dissecting aneurysm of the aorta:
a reappraisal. Circulation. 1967; 35:880-8.
Slater EE, DeSanctis RW. The clinical recognition
of dissecting aortic aneurysm. Am J Med. 1976;
60:625—-33.
Eamest F IV, Muhm JR, Sheedy PF Il
Roentgenographic findings in thoracic aortic
dissection. Mayo Clin Proc. 1979;54:43-50.
Blankenship JC, Almguist AK. Cardiovascular
complications of thrombolytic therapy in
patients with a mistaken diagnosis of acute
myocardial infarction. J Am Coll Cardiol.
1989;14:1579-82.

Butler J, Davies AH, Westaby S. Streptokinase
in acute aortic dissection. BMJ. 1990; 300:
517-9.

Armstrong WF, Bach DS, Carey ZM.:
Clinical and echocardiographic findings
in patient with suspected acute aortic

dissection. Am Heart J 136:1051. 1998.



[
=l

aa v o A a
106S 115 1sguémisinyumnem asnain Isawenawsznngr T 25 auui 2(supplia.e. - il.6. 2551

A 1 ~ s % s A
m’;z‘naaﬂLaammﬂmyummmxLuﬂ‘uwau , 1%TidWEI']1J’]§IWi$‘]JﬂLﬂa'I NN

unaata @ NznasalAaawadlrguan
WL Auuway;  bulsswenuianszningr Janda
umj3

AN : nMmzwseaifeauaslngiuanion
LABUWAY Ltﬂuma:qﬂLﬁmi’%ﬂuéfaovlé’%unﬁﬁﬁaim
LRZINENBLNIRNNE ULRZUNIN LL@i%'aagamaﬂia—
wonuantzUninindslaiinisTiusw

Jagusz 9@ WA BIILTINLAILATIZN
ﬁagjamaa%’ﬂwma:mamﬁaﬂLL@&l%ty'LL@ﬂLSﬁﬁz
BUUWARKLITEI8INNT 1MTL @9 35NN
ANDAIUNANITINGEN

WBmsdne - Aereidayadoundivey
ﬂ’mmazmamﬁa@Lmﬂmy,'mmum:Lﬁﬂuwﬁuﬁ%m
Snslulsonsnanszunindndunyilugag s U4
W% 9239 1 ANTIAN WAL 2545 D19 31 DUINAN
W.fl. 2550

Han1sdne : Jwnniznaeaiieauas
I‘MEyJLL@ﬂL‘Ii’]ZLaﬂuwﬁuﬁﬁﬂw’lﬁﬂw’]ﬁ:\ig% 42 318
durfiauaniozuiina wuduussmasaidoanadlna)
18 8 (Touay 42.8) durdauaniansuIiam
nuvasaoadoauadlvg 24 38 (Yeuas 57.2)
50T TWATUABLWANASLYINAL 1.8 a1 law
ﬁmqmﬁ'mvhﬁu s0.6 T piiaun wlngendue
Twdmdadunys (fewaz s52) lsnanuduladia g
woillu wngshien Yeuss 64.3 oMl Ay
AalFunieaniluunaw (Seuas 83.3 ) Lhaviad (Seuas
38.1) tha¥ilunds (Fewar 26.2 ) vhadnldan
(Fouaz 9.5) \Jusunua @ (Fauas 16.7) Nziala
Fuwind (Fauaz 9.5) M3ty Awnsawule
‘ﬁommﬁﬂaﬁ@ma (Younz 47.6) aueH lafiaen
(Fouaz 28.6) uazauaulanaUnd (Souas 23.8)

(v av ¢ A
U WNNH qﬁ‘Ni‘lfg WAL *

umsaTedwas i AuiunldasSany 33.3
nMazunIndoud aaldun  anZlanadoundu
(Youaz 35.7) mauﬁam’fﬂmﬁaﬁwﬁﬂa LAz
ﬁﬂfuLaaai{ﬁ@%"mmawwzmamﬁaﬂLmﬂmy'l,mr]
C e It Rt (Youaz 38.9 uaziouay 22.2
ANRIGL) wANTLAaAeaNUTRIBNLAZ ToITBINY
LlanzrRoatAsauaslna uanion e
(o882 25 WRTTPHAY 20.2 ANURAIGL) R AR
Un@HwUnNTIIN DT Tasen (mediasternum)
lusflauanioy wdunnninoia wine  (Souay
88.9 WAZIDLAZ 58.3 AIURIGL) Q’ﬂ’mﬁmm‘léﬁu
nMIMTtesuduLaIasendLsTneuiaae s Touas
85.7 Q’ﬂw‘ﬁ' 3Tuazuantanzlu uduveivaea
Hoauaslngalduniamadiseissntiaiala
I@mﬂé‘m‘*mmmﬁ'”wﬁﬂ AN WNHRIABIWUITUINNIN
(Fowaz 44.4 unuSesaz 16.7) 8a31NTL 8330
1%2;1:‘]_']’3Uﬁd%&l@]‘ﬁlvlﬁ%bﬂ’]i%ﬂﬁﬂuiidwU’]‘.U’m‘WiZ
Uninanwuiesesas 53.57 IG]?.ILQW’]:I%%‘]J?U‘Eﬁ@LL@]ﬂ
vz udn wuldudesas  66.7 'm%’ﬂwﬁumn
e wdanoim L “pi3aYenss 47.4 e 28 3
l&5unssnend lsawsnunanssdningr léunns
Snwlasn1THnda 9 3y wazWUdEaIINNTL ud3e
WwinnuSouas 33.3 I@m%’ﬂ’mﬁvl,&ivl,ﬁi“umimﬁ@ﬁﬁd
“U 19 30 p3aduiwm 12 1 (0882 63.3)
I@mLawwlu@ﬁ’swﬁmmnwmz TuGUNLDIERS 71.4
wae wmrhananiansyinewuduiooas 58.3 Q’ﬂw‘ﬁ'
T 14 e (Fouay 33.3) bFuNNT ealud
Iiawmmaﬁﬁﬁ“ﬂmmwhﬂﬁmﬁ@ﬁ“aﬁu

31 : nzvseaifeauaslnauanions
oundudunnzinwuldliveslulsswenunanss
ﬂﬂmé’ﬁuﬂuﬁ wadunneAsiasunnuasiisa



Vol. 25 No.2(Supp))Apr.-Jun.2008 ‘ : MEJ Prapokklao Hosp Clin Med Educat Center 107S

Continuing Medical Education

ag 3 LﬁadﬁnﬂQ’ﬂ’mméﬁUmmﬂm:mmiﬁﬁﬁvlaj
udnan 9 dudesendualnusng Sinauazaai
AMNMZENNATT ARDAIUNIATIAUDENIINGY WAL
FuiunTnEfine ¥ 1ieaadasnnsL“od3a
vosgihe

@ 1aQ : Aveealisanaslnguan
LIS AUUWAY TTUURIM LAz ARALRen 1TINEILIA
wizdningn dazinelng.





