
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 

AORTIC DISSECTION 
• Stanford classification of aortic dissection: 1  

• Type A dissection includes the ascending aorta.  

• Type B dissection does not involve the ascending aorta (ie. distal to left subclavian artery).  

• Type A dissections are usually surgical emergencies owing to the high risk of acute aortic 

regurgitation, occlusion of coronary arteries and pericardial rupture. 1  

 

COMPUTED TOMOGRAPHY 

• Contrast enhanced spiral CT scan is the initial investigation of choice for the evaluation of suspected 

spontaneous aortic dissection. 1  

• Comparable accuracy to that of MRI and transoesophageal echocardiography (TOE) with sensitivity and 

specificity approaching 100%. 2-4  

• Superior to TOE and MRI in the assessment of aortic arch vessel involvement. 2  

 



 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 

• The diagnosis is based on the demonstration of an intimal flap, which separates the true from the 

false channel. Secondary findings include internal displacement of intimal calcifications, delayed 

enhancement of the false lumen and aortic widening. 1,5  

• Atypical forms of aortic dissection can also be recognised eg. intramural haematoma, penetrating 

atherosclerotic ulcer and atypical configurations of the intimal flap. 1,6  

• CT findings of: type A intramural haematoma, maximum thickness of haematoma, compression of 

true lumen, and pericardial or pleural effusion, can predict the progression of aortic intramural 

haematoma to aortic dissection. 7  

• Advantages: 1,3  

• Non-invasive, rapid test.  

• Widely available.  

• Allows distinction of type A from type B aortic dissection.  

• Allows imaging of the entire aorta and demonstrates the extent of involvement and organ 

ischaemia.  

• Permits follow-up of aortic dissection, aneurysm or intramural haematoma.  

• Limitations: 1,3,4  

• Does not provide information regarding the coronary arteries or aortic valve, although 

multislice CT shows promise in this area and further studies are required.  

• Disadvantages:  

• Exposure to ionising radiation.  

• Use of iodinated contrast material.  

 

TRANSOESOPHAGEAL ECHOCARDIOGRAPHY (TOE) 

• Comparable accuracy to that of CT for detection of aortic dissection. 2,4,8  

• Advantages: 2,4,8  

• Can be performed at the bedside of critically ill patients.  

• Allows functional cardiac assessment.  

• Permits detection of coronary artery involvement.  

• Limitations: 2,4,8  

• Invasive.  

• Limited availability and/or expertise.  

• Obscuration of the proximal aortic arch by interference from air within the trachea.  

• Lack of visualisation of the abdominal aorta (the distal extent of the dissection may not be 

seen if it involves the abdominal aorta).  

MAGNETIC RESONANCE IMAGING 

• Comparable accuracy to that of CT and transoesophageal echocardiography. 2,4  

 

 



 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 

• Advantages: 2,4  

• Provides excellent visualisation of tear localisation, aortic regurgitation, side branch 

involvement and complications.  

• No exposure to ionising radiation.  

• Non-invasive.  

• Limitations: 2,4  

• Expensive.  

• Limited availability.  

• Long examination time.  

• Difficulty of monitoring haemodynamically unstable patients (limited access to the patient).  

• Contraindicated in patients with pacemakers/certain heart valve prostheses.  
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Website 

For more information go to www.imagingpathways.health.wa.gov.au 
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Legal Notice 

Please remember that this leaflet is intended as general information only.  It is not definitive and The Department of Health, Western 
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please be warned that it is always subject to change. 

 


