
Dear Editor,

In the recently published article by McLatchie et al., the
authors state that emergency clinicians may miss acute aortic syn-
drome (AAS) by not considering it as a possibility, being falsely
reassured by atypical or resolved symptoms, or mistaking it for
other more common conditions.1 The authors emphasise the impor-
tance of always considering AAS in the differential diagnosis of
chest, back or abdominal pains, collapse, perfusion deficits or neu-
rological compromise and suggest a risk stratification scoring sys-
tem such as ADD-RS in combination with D-dimer to standardise
the approach and help physicians discern which patients to scan. 

We agree with all these statements, but we believe that point-
of-care ultrasound (POCUS) can play a primary role in the early
identification of these patients, particularly for the promptly diag-
nosis of acute aortic dissection. CT angiography is traditionally
considered the gold standard technique for the diagnosis of AAS,2
but it requires time in a time-dependent condition. As a conse-
quence, POCUS can play a pivotal role in the early diagnosis of
AAS, since emergency clinicians routinely use ultrasound to eval-
uate the heart and aorta for pathology. Compared to CT imaging or
trans-oesophageal echocardiography, POCUS is a rapid, simple
and non-invasive method of diagnosis, that can aid emergency
clinicians in the early detection and treatment of life-threatening
conditions. Considering the aortic dissection, the identification of
direct sonographic signs, such as the presence of intimal flap or
intramural haematoma with thickening of aortic walls greater than
5 mm, or indirect signs including ascending aorta enlargement 4
cm or greater, pericardial tamponade or effusion, or aortic valve
regurgitation, can augment clinical decision making.3 Visualization
of an intimal flap by US may carry a sensitivity of 67-80% and
specificity of 99-100% for dissection.4

Gibbons et al. were able to diagnose 96.4% of patients who
presented with an aortic dissection (100% of type A dissections)
using POCUS. The only patient not diagnosed with POCUS had a
Stanford type B dissection limited to the descending thoracic
aorta. The most common positive finding was an intimal flap, that
was 100% specific for aortic dissection.5 Fojtik et al. presented a
series of five cases of aortic dissection that were diagnosed by
emergency clinicians using US.4 Perkins et al. described a case of
a type A aortic dissection in a woman with chest pain radiating to
her neck and back, that was promptly diagnosed by emergency
clinicians using POCUS. The patient was operated immediately
before further complication occurred.6 An aortic dissection with
aneurysmal degeneration in a patient presenting to the emergency
with back pain was rapidly identified with POCUS by emergency
clinicians and lead to rapid treatment.7

In our experience, we report the case of a 90-year-old man who
presented to our emergency with abrupt onset of dyspnea and chest
pain. We immediately performed a POCUS demonstrating a
dilatated aortic root and an extension of a flap towards the aortic
valve cusp in the area of an aneurysmal thoracic aortic root in
absence of pericardial effusion, allowing an immediate diagnosis
of acute type A aortic dissection (Online Supplementary Materials,
Video 1).

Since aortic dissection is a vascular emergency with a high
morbidity and mortality, where for every hour that the diagnosis is
missed, the mortality rate increases by at least 1% without treat-
ment,8 we strongly recommend always investigating the heart and
aorta using POCUS, which, even with a limited vision, allows for
a timely diagnosis and a proper patient management without loss
of time.
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Online supplementary material
Video 1. Acute type A aortic dissection.
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