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Summary

It is sometimes very difficult to diagnose dissecting aortic aneurysms (DAA), particularly in its early
stage, due to manifold signs and symptoms. The purpose of this study is to clarify the reasons for
such erroneous diagnoses.

A total of 41 patients with DAA were referred to our hospitals for further examination and/or
surgery from April 1986 to August 1989. In 18 of these patients, the diagnostic possibility of an un-
derlying DAA was overlooked by the referring physicians.

Among these 18 patients, 2 were mistakenly diagnosed as uncomplicated myocardial infarction
(MI), one as pneumonia, 2 as cerebral infarction, 6 as acute abdominal disease, one as cholelithiasis,
5 as thrombosis of the lower extremities, and one as malignant metastasis to the pericardium. The fol-
lowing is the detail:

In 2 cases thought to be uncomplicated MI, an expanding dissecting ascending aorta had crushed
the lumen of the left coronary artery, causing MI, in turn, wasting clinical treatment and consum-
ing precious time. In one case, enlargement of the descending aorta on the chest radiography
was overlooked and the patient’s symptoms were mistakenly attributed to pneumonia. In 2 cases
in which symptoms of cerebral ischemia were thought to be attributed to cerebral thrombosis,
the real cause turned out to be occlusion of the brachiocephalic artery following aortic dissection.
Among 6 cases which were initially considered to have only acute abdominal disease, 3 presented
with symptoms and signs of ileus, and their exploratory laparotomies yielded no positive findings.
These 3 cases were eventually found to have had aortic dissection which caused occlusion of the
abdominal aortic branch, inflammatory changes in their aneurysmal walls and surrounding tissues, and
paralytic ileus. In the remaining 3 cases, elevation of the serum amylase led to a diagnosis of acute
pancreatitis, but this elevation, in fact, had been caused by occlusion of the pancreatic aortic branch
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and inflammation originating in the involved portion of the aortic wall. In one case, abdominal pain
was attributed to cholelithiasis which was found by chance during abdominal radiography. Five
patients were thought to have thromboses in their lower extremities which were suspected by the
pain and the absence of pulses of their arteria dorsalis pedis.

In summary, the following 2 principal phenomena led to wrong diagnosis. First, there were
obstructions of the aortic branches, and inflammatory changes of the involved aortic walls and sur-
rounding tissues, developing varieties of signs and symptoms depending on the locations of lesions.
These symptoms sometimes lead physicians to an erroneous diagnoses that overlook an underlying
DAA. Second, incidental findings of other diseases that attract physician’s attention can also con-
tribute to wrong diagnosis.

Therefore, the possibility of the presence of aortic lesions must be always kept in mind, es-
pecially in the presence of arterial obstruction, and the examinations including transesophageal echo-
graphy are mandatory in such cases.
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Table 1. The study subjects

Initial diagnosis No. of cases

Initial findings

Complications

Myocardial infartion 2 EKG findings Coronary stenosis
Pneumonia 1 Chest radiography
Cerebral infarction 2 Unconciousness Occlusion of brachiocephalic
artery
Acute abdomen Abdominal radiography Dissection of abdominal aorta
ibid. 3 Elevation of serum amylase
level
Cholelithiasis 1 Abdominal CT
Thrombosis of lower 5 Pain, loss of femoral arterial Occlusion of iliac artery
extremity pulsation
Cancer 1 Cardiac tamponade Pericardial hemorrhage
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Fig. 1. Electrocardiogram of a patient with
dissecting aortic aneurysm who was initially
diagnosed as myocardial infarction (MI).

Significant ST elevation was noted in the aVR,
aVL, and V,-V, leads, suggesting a diagnosis of an-
terior MI.
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Fig. 2. Coronary angiography of the same case in Fig. 1.
Arrow: significant stenosis was noted in the main trunk of the left coronary artery (99%).

Fig. 3. Chest radiograph of a patient with in-
itial diagnosis of pneumonia.

After careful observation, an enlarged shadow of
the descending aorta (small arrows), which was
overlooked on the initial diagnosis, was found.
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Fig. 4. Angiography of the right subclavian artery of a patient who was erroneously diag-

nosed as having cerebral vascular accident.

The catheter was introduced in a retrograde fashion from the right cubital artery. Angiography
disclosed a wedge-shaped occlusion of the brachiocephalic artery due to obstruction of a false lumen.

Arrows indicate a wedge-shaped obstruction.

Table 2. The acute phase amylase level of
patients who was initially diagnosed
as acute pancreatitis

A
Case ‘(A;%:) Sex (Degglfey) Serum amylase

KM 69 M 3 431 1U/d!

HS 45 M 1 4,023 TU/dl

MH 56 F 1 6,690 1U/d!
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Fig. 5. Angiography of the right lower extremity of a patient with initial diagnosis of
arterial thrombosis of the lower extremity.

Arrow indicates the catheter introduced into the right iliac artery. The right iliac and femoral
arteries were not enhanced and obstruction of the right iliac artery was confirmed.
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