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Case presentations

Abstract
72 yo male, presents for abdominal pain and motor deficiency of the left upper limb. Clinical examination 

reveal severe general condition, left brachial hemiparesis, right arm blood pressure (BP) 240/120 mmHg, left 
arm BP 210/100 mmHg, heart rate (HR) 110 bpm, arrhythmic, abdominal pain at superficial palpation, without 
other abnormalities. Biological: negative hs troponin I, positive D-dimers, positive CRP, GFR 38 ml/min/m2, 
potasium 2.97 mmol/l. ECG: Atrial fibrillation. Abdominal ultrasound: abdominal dilated aorta, dissection 
flap. Abdominal and pelvic CT scan: right renal infarction, multiple splenic infarction, abdominal aortic 
aneurysm with dissection. Underwent interventional treatment of the abdominal aortic dissection (EVAR). 
Particularity of the case: concomitant diagnosis of multiple infarction with different etiologies, for which 
therapeutic decision was challenging.
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INTRODUCTION
The term of infarction refers to the occurrence of 

prolonged ischemia in a certain organ as a result of the 
inadequate blood supply to the affected area. It may be 
caused by artery blockages, rupture, mechanical com-
pression or vasoconstriction. It may have different eti-
ologies, like an obstruction in the vessel due to athero-
sclerotic plaque, arterial embolus or thrombus; 
ruptured of the vessel causing a loss of blood pressure 
downstream of the rupture; vasoconstriction of the 
vessel (e.g., myocardial infarction due to cocaine con-
sumption) or compressed by something (e.g., tumor, 
hernia). Treatment and prognosis are different, de-
pending on the etiology and location of the infarction 
[1-3].

We will present the case of a 72 yo male, presented 
for abdominal pain and motor deficiency of the left up-
per limb.

CASE PRESENTATION 
A 72 years-old male patient, non-smoker was pre-

sented at the emergency room (ER) for severe diffuse 
abdominal pain, suddenly installed, 24 hours previous-
ly, without other associated phenomena and motor de-
ficiency of the left upper limb, installed 4 hours previ-
ously. 

His medical history: ischemic stroke 4 years ago, 
without a clear etiology, without motor or sensory de-
ficiency (revealed by discharge papers), 10-years histo-
ry of hypertension (HTN) with maximum sistolic BP of 
170 mmHg. 

He was in chronic treatment with metoprolol 50 
mg/day and perindopril 10 mg/day. No history of palpi-
tations, chest pain or dyspnoea.

Clinical examination at presentation revealed se-
vere general condition, afebrile, oxygen peripheral sat-
uration was 98% spontaneous, conscious, cooperative, 



Romanian JouRnal of medical PRactice – Vol. XVi, no. 3 (80), 2021

402

left brachial hemiparesis, no crural motor deficiency, 
positive Babinski on the lower left limb, no headache, 
equal pupils, right arm BP 240/120 mmHg, left arm BP 
210/100 mmHg, HR 110 bpm, arrhythmic, holosystolic 
murmur in the mitral area, systolic murmur on the ca-
rotid arteries, no pulse at the left dorsal pedis and pos-
terior tibial arteries, teguments with normal local tem-
perature and color in both inferior limbs, no pulmonary 
rales, no systemic congestion, spontaneous abdominal 
pain and at superficial palpation, positive Murphy 
maneuver, no hydroaeric noises, normocrome urine, 
without other abnormalities.

In the ER department were collected biological tests 
that showed: negative hs troponin I (10.6 ng/l), posi-
tive D dimers (> 5 µg/l), slightly elevated NT-proBNP 
(740 pg/ml), Hb 15.8 g/l, WBC 12,100 mm3 with 82% 
neutrophils, platelets 191,000/mm3, positive CRP (> 30 
mg/dl), glycemia 110 mg/dl, BUN 48 mg/dl, GFR 38 ml/
min/m2, sodium 134 mmol/L, potasium 2.97 mmol/l.

The ECG shows atrial flutter without significant 
changes (Figure 1).

Chest X-ray reveals slightly enlarged cardio-thoracic 
index, without pleural or lungs abnormalities. Chilaiditi 
syndrome. Abdominal X-ray: Hydroaeric levels in the 
ascending colon.

Abdominal ultrasound in the ER highlights abdomi-
nal dilated aorta with suspicion of dissection flap, hy-
poecoic area on the right kidney.

Echocardiography: slightly dilated left atrium  
(38 ml/m2), normal left ventricular function, moderate 
degenerative mitral regurgitation, normal diameters of 
the ascending and thoracic descending aorta, without 
dissection flap, without aortic regurgitation.

Given the clinical presentation and the outcome of 
the paraclinical investigations, we decided to hospital-
ize the patient in coronary care unit (CCU) department. 
We initiate treatment for controlling BP values with 
continuous nitroglycerin IV, with progressively in-
creased doses, loop diuretic, heart rate control with 
beta-blocker IV and pain relief treatment.

Brain CT scan performed at admission reveals acute 
stroke of right medial cerebral artery (Figure 2).

Also, we performed an abdominal and pelvic CT 
scan with contrast that showed right renal infarction, 
multiple splenic infarction and abdominal aneurysm 
with dissection emerging from upper mesenteric ar-
tery origin to the right renal artery origin, non-progres-
sive on the right renal artery (Figure 3).

The final diagnosis was: Embolic stroke of right me-
dial cerebral artery, cardioembolic splenic infarction, 

FIGURE 1. ECG
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mesenteric infarction possible with both embolic and/
or flap dissection extension mechanism and right renal 
infarction, persistent atrial fibrillation, HTN. 

We considered stroke and splenic infarction as hav-
ing embolic etiology, in the context of persistent atrial 
fibrillation without previous anticoagulation, brain CT 
and abdominal CT scans showing that the dissection 
entry tear is below the origin of the splenic artery. 

The right renal infarction was considered as a result 
of the hypoperfusion due to dissection of the abdomi-
nal aorta, that hadn’t extended on the renal arteries (it 
stopped at the origin of renal arteries as the CT scan 
showed). Mesenteric infarction probably has double 
etiology (dissection of the aorta and embolism), con-
sidering that the dissection of the abdominal aorta en-
compasses the origin of the upper mesenteric artery, 
but does not reach the origin of the inferior mesenteric 
artery. 

Therefore, our pacient underwent interventional 
treatment of the abdominal aortic dissection (EVAR) 
with good results and subsequently the pacient re-
ceived chronic anticoagulation for secondary preven-
tion of cardioembolic events. 

Follow-up
During the hospitalization in our cardiology depart-

ment his clinical and biological evolution was favorable 
with controlled BP values under treatment with calci-
um channel blocker, betablocker and loop diuretic. 
Clinical, biological and imaging (cardiac and abdominal 
ultrasound) at one year follow-up revealed the remis-
sion of the right brachial motor deficit, maintaining 
normal range BP values (prooved on 24 hours MATA), 
normal renal function (RFG 60 ml/min/1.73 m2), nor-
mal intestinal transit, without occurrence of other em-
bolic events under anticoagulant treatment with AVK.

DISCUSSIONS 
An aortic dissection is a medical emergency in 

which the inner layer of the aorta tears, resulting in the 
appearance of a false lumen that can press or even 
block the true lumen, which can cause serious conse-
quences such as internal bleeding [4]. 

The incidence of aortic dissection is estimated to be 
5-30 cases per 1 million people per year. Approximately
75% of dissections occur in people aged 40-70 years,
with a peak in the range of 50-65 years [5,6].

The most used classification of the aortic dissection 
is the Stanford classification (type A if it involves any 
portion of the ascending aorta and type B dissection 
that begins distal to the left subclavian artery and can 
affect the descending aorta and/or the aortic arch).

In-hospital mortality for aortic dissection is high, 
due to the fast progress nature and, sometimes, due to 
late diagnosis [7]. 

Patients with type A aortic dissection who undergo 
surgical treatment have a 30% mortality and patients 
who receive medical treatment have a 60% mortality. 
In the type B dissection patients, medically treated, the 
mortality is 10% and surgically treated patients with 
type B dissection have a 30% mortality. The highest 
mortality is in the first 7 days, from 1% to 2% of pa-
tients with aortic dissection die per hour for the first 
24-48 hours [8].

Classically, patients with acute aortic dissection pre-
sents severe pain, suddenly installed, in the chest, 
back, or abdomen, depending of the location of the 
dissection. Only in 10% of patients aortic dissection is 
painless and this particularity is more common in those 
with neurologic complications from the dissection. Hy-
pertension may be preexisting or may be due from a 
catecholamine surge. An interarm blood pressure dif-
ferential greater than 20 mmHg should increase the 
suspicion of aortic dissection, but it does not rule it in 
[7].

In our case, we were facing a patient that presents 
multiple infarctions with different etiologies: cerebral 
(embolic), splenic (embolic), mesenteric (dissection of 

FIGURE 2. Acute stroke of right medial cerebral artery

FIGURE 3. Aortic dissection fold (red arrow) and renal 
infarction (yellow arrow)
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the abdominal aorta and possibly embolic), right kid-
ney infarction (kidney hipoperfusion induced by dissec-
tion of the abdominal aorta) that require different 
therapeutic approach and who associates also dissec-
tion of the abdominal aorta. Given to the cardioembol-
ic etiology of multiple infarction, the pacient need anti-
coagulant treatment, but we must consider the 
potential risk of progression of abdominal aortic dis-
section in the context of the anticoagulant treatment.

According to the aortic disease guideline the opti-
mal treatment in complicated type B aortic dissection 
is endovascular aortic repair (EVAR) [7].

In 1999, Dake et al. [9] first applied endovascular 
stent-graft to repair acute thoracic aortic dissection 
(TEVAR) successfully, Since then, EAVR has rapidly re-
placed open surgery due to its relative simplicity and 
lower risk. Two large series that used the International 

Registry of Acute Aortic Dissection database shows 
that for complicated acute type B aortic dissection, 
EVAR is associated both with significantly improved 
early outcome and with midterm survival benefit at 
5-year follow-up [10-14].

CONCLUSIONS
Acute aortic dissection is a dynamic process with a 

wide spectrum of clinical manifestations and presenta-
tions, which can delay the correct diagnosis.

In our case, the particularity of the case did not con-
sist in the difficulty of quickly establishing the diagno-
sis, but in the concomitant diagnosis of multiple infarc-
tion with different etiologies, cardioembolic and 
dissection of the abdominal aorta, for which therapeu-
tic decision was challenging.
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