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Akut Aort Diseksiyonu

™ Nispeten nadir
™ Katastrofik duzeyde olumcul
® Dogru tani konulsa bile hastane ici mortalitesi %27 (1)
® ACC/AHA Kilavuzu (2)
¥ %40 akut diseksiyon esnasinda olum

" %1 akut diseksiyon sirasinda olmezse her saat icin
olum orani

™ %20 perioperatif olum orani
™ Cerrahi sonrasi %50-70 survi
™ Acilde tanisi zor

™ Tedavisi zor
Ankel F. Aortic dissection. In: Rosen’s EM. 7. baski; 2010. p. 1088-92. Chapter 83.

Hiratazka LF, Bakris GL, Beckman JA, et al. 2010 guidelines for the diagnosis and management of
patients with thoracic aortic disease. Circulation 2010;121:€266—-369.
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Epidemiyoloji

® Uluslar arasi Akut Aort Diseksiyonu Kayit Sistemi (IRAD)
® 2000 yilinda baslatildi
™ 464 vaka, Ortalama yas 63, %65 Erkek

® Insidans: 2,5-3 vaka/100.000 kisi ABD

™ 16 vaka/100.000 kisi Isvec

Mortalite Tip A Tip B
(Proksimal) (Distal)

Hagan PG, Neinaber CA, Isselbacher EM, et al. The International Registry of Acute
AorticDissection (IRAD) — newinsights intoanolddisease. JAMA 2000;283:897-903.
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Epidemiyoloji

™ Tedavi verilmezse

" 2 hafta icindeki O/ 75
mortalite O
\

® Basaril ilk

mdahale ile 0/ 7 5
5-yillik sirvisi O
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Medikolegal

® Canada Medical Protection Agency
™ 32 vaka, 34 medikolegal dava

™ %56’sI ya dusurulmus ya da hekim lehine
sonuclanmis

Hatali Tani Orani




@ e JAMA Network

Klompas M. Does this patient have an acute thoracic aortic dissection?. JAMA. 2002;287(17):2262-2272.

Table 7. Final Diagnoses in Patients With Clinical Syndromes Suggestive of Thoracic Aortic
Dissection But Without Thoracic Aortic Dissection on Further Study*

No. (%) of Patients

[ |
Von Kodolitsch Enia Armstrong Eagle

et al,*° 2000 etal,“ 1989 etal**1998 etal,*®1986
Diagnosis (N=122) (N =11) (N =41)t (N=51)t

Acute coronary syndrome 18 (15) 2(18) 8 (20) 12 (24)
Chest wall syndrome 18 (15) -
Mediastinal cyst or tumor o wrs iv 4 (8)
Neuroradicular syndrome 1(0.8)
Pulmonary disease 1(0.8)
Hypertensive crisis 11 (9) C . R
Gastrointestinal disease 12 (9.8) g E 2(4)

(esophagitis, PUD,

gastritis, pancreatitis)
Pneumothorax 2 (1.6) i Qv S B
Pulmonary embolism 6 (4.9) 1(9) Wi 1(2)
Pleuritis 5 (4.0) s T 1(2)
Pericarditis 7 (5.7) 4 (36) 3(7) 3(6)
Nondissecting aneurysm T 1(9) 13 (32) 4(8)
Aortic plague rupture and/or ca . 9(22)

intramural hemorrhage
Valvular pathology - s 4 (10) 5(10)
Arteriosclerctic emboli ce . - 12
No definitive diagnosis 4 (3.3) 3(27) 14 (34) 14 (28)

*PUD indicates peptic ulcer disease. Ellipses indicate data not available.

tSome patients without thoracic aortic dissection were given multiple diagnoses.

TIncluded 55 patients with suspected thoracic aortic dissections but negative aortograms; 4 patients were false nega-
tive cases and later demonstrated to have thoracic aortic dissection.

Copyright © 2012 American Medical

Date of download: 5/21/2012 Association. All rights reserved.
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Medikolegal

Atlanan Muayene Bulgulari
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Patofizyoloji

® Normal kalp kasilmalari sonucu kalp perikard icinde
salinma hareketi gerceklestirir

37 000 000 vuru / yil

™ Bu salinma esnasinda asendan ve desendan aort hafif
hafif fleksiyona ugrayip geri yerine doner

® Bu ufak vuruslar birikerek aort duvarlarinda strese neden
olur



Intima — media - adventisya

AN

aortic dissection




Siniflandirma

i

Anatomy and Classification of Aortic Dissection

False Iumun:_—__--.___

True lumen ——

Intimal tears <

DeBakey 1

Stanford






Siniflandirma

Tip Agri baslangicindan itibaren
gecen sure




Klinik Degerlendirme

Risk Faktorleri
Risk Kategorisi




IT IS HARD |
TO BE A WOMAN

You must think like a man,
Het like a lady, ]

Look like a young girl,
Hnd work like a horse.




F
Kadin Olmak ve Diseksiyon

™ Erkeklere gore daha yaslidirlar >> 63

™ Agri baslangicindan sonra 6 saat icinde gelmezler
™ Ani baglangicli agrilari olmaz

™ Nabiz defisitleri yoktur

® Biling degisikligi ya da KKY bulgulariyla bagsvurma
ihtimalleri daha fazladir

" 24 saat icinde dogru tani alma ihtimalleri daha dusuk
® Hastane ici mortaliteleri daha yuksek (%30 vs %21)

WHAT’'S THE BEST THIN
ABOUT BEING A




'

Genetik ve Diseksiyon

™ 40 yas altinda diseksiyon geciren
hastalarin yarisi Marfan

™ 1. derece akrabalarinda diseksiyon
hikayesi olanlarin %13-19'u
diseksiyon geciriyor
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Diger Faktorler

™ Kokain ve Ekstasi
™ Akut B-Blokor birakma
" Agirhik kaldiranlarda

" Gebelik
® 40 yas altindaki kadinlardaki diseksiyonlarin yarisi
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Hikaye

® Ani baslayan akut gogus agrisi (%90)
® Cok 1zdirap veren
® Baslangic anindan beri ¢ok siddetli
® Keskin, yirtici, koparici karakterde
" Yayilim
® On — asendan aort
®Boyun/cene — arkus
® Interskapular — desendan
¥ Lomber/abdominal — subdiyafram
® Migrasyon nadir (%17)
® Zamanla azalabilir, sekil degistirebilir



Hikaye

Tip A Tip B

Hiratazka LF, Bakris GL, Beckman JA, et al. 2010 guidelines for the diagnosis and management of patients with
thoracic aortic disease. Circulation 2010;121:e266—-369.



Hikaye

Atlanan Hastalarda Hikaye Ozellikleri

Knaut AL, Cleveland JC. Aortic emergencies. Emerg Med Clin North Am 2003;21:817—45.
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Agrisiz prezentasyon

™ Sadece komplikasyonlarla bagvuran hasta grubu
® Daha yasl

Muhtemelen steroid kullanan

Marfan sendromu olan

Senkop

Inme

KKY ile bagvuran % 1 2
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Fagan Nomogrami

99 n
Pretest Likelihood Post-test
Probability Ratio Probability
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Akut Torasik Aort Diseksiyonu
erlil

A4 |

Semptomlarinin De

Table 3
Summary of LRs for symptoms/signs of TAD

Symptom + LR {95% CI) — LR (95% CI)
Cordebron rne ~F i 1.6 (1.0-2.4) 0.3 (0.2-0.5)

Ani baglangich agri 1.2 (0.2-8.1) 0.99 {0.9-1.1)
10.8 (5.2-22.0) 0.4 (0.3-0.5)

1.1 {0.5-2.4) 0.97 (0.6-1.8)
7.6 (3.6-16.0) 0.6 (0.5-0.7)

1.6 {1.2-2.0) 0.5 (0.3-0.7)
6.6-33.0 0.71-0.87
0.9-1.7 0.79-1.1
2.4-47.0 0.62-0.93

Yirtici/Koparici karakterde agri

Yer degistiren agri

Hipertansiyon hikayesi

Fokal norolojik defisit

Diyastolik ufturim
" Nabiz defisiti

_—— —— - —— - ——— —_——

e eeme - ~—--—Nt have an acute thoracic aortic dissection? JAMA
2002,287:2262-72.

Klompas M. Does this patient have an acute thoracic aortic dissection? JAMA




Ani baslangich agri

— LR (95% Cl)
0.3 (0.2-0.5

1000
sa0
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200 = . 200

100 100
50 50




@ e JAMA Network

Klompas M. Does this patient have an acute thoracic aortic dissection?. JAMA. 2002;287(17):2262-2272.

Table 2, Senstivity of the Clinical Hitory in the Diagnosis of Acute Thoracic Aortic Dissection”

Sensttivity, %
No. of | Historyof ~ Marfan Any Chest ~ Anterior  Posterior ~ Back  Abdominal ~ Sudden-Onset  Severe  Rippingor  Migrating |

Source, y Patients ~ Hypertension ~ Syndrome  Pain Pain  ChestPain ChestPain  Pain Pain Pain Pan  TearngPan ~ Pain  Syncope
Von Kodolitsch et 8, % 2000 128 U / 100t . 16 . 50t 2 79 (i) 62 4 10
Hagan etal 2000 g4 I 5 % 3 61 3 8 Kl 86 o 51 f7 9
Amstrong et al 1998 3 . . o4 7 . . 56 i 8 9% 7 . )
Shter and DeSanctis ¥ 1976 124 65 5 % 91 13 3 7 4 % u " 7 5
Levinson et ' 1960 5 5 78 i 0 % 40 4
Lindsay and Hurst 1967 62 " " %0 » 61 14 13 11
Hume and Porter,” 1963 68 Y 4 9 5 5 3 £ Y
Niglsen, 1961 40 18 3 65 . ! o 8 8 76 " " . 16
Erd and Tulls," 1960 Rl 8 7 10 40 7
Pinet et al % 1984 191 5 / % 63 Rl o o 89 o 0 .
Pato 6tal ™ 1976 126 " 8 63 3 2 " 88 o o 10
Chan 1991 18 % 8 18 R
Strong et &l ® 1974 5 7 3 i % i
Sullvan et ," 2000 44 10 0 % 66 U 2
Enia etal,“ 1969 3% 8
Mészéros et al, 2000 1 67 % 64 o 10 10 4

Pooled sensfiviy (9% Cl) NA o4d-2) S 0G4 6TP6-T7)  Ore60)  S20Q440)  R(1947) 23(16-31)  84(60-89)  0(6692)  30(1469  I1(1288)  9@19

4l Inclicates confidence interval: NA, not appicable. Hlipses indicate data not available,
1Presence of pain inclusion erterion for sludy,
{Posterior chest or lower back pan.



@ e JAMA Network

Klompas M. Does this patient have an acute thoracic aortic dissection?. JAMA. 2002;287(17):2262-2272.

Table 2. Sensitvity of the Cliical History in the Diagnosis of Acute Thoracic Aortic Dissection®

Sensttivity, %
No. of | Historyof ~ Marfan Any Chest ~ Anterior  Posteror ~ Back  Abdominal  Sudden-Onset  Severe Rippingor ~ Migrating |

Source, y Patients  Hypertension ~ Syndrome ~ Pain Pam  ChestPan ChestPam  Pain Pain Pain Pain Tearing Pain Pain  Syncope
VonKodoltschetal 2000 128 m 7 100t " 76 o 50 2 79 % 62 4 10
Hagan et al* 2000 464 1 5 % 73 61 R 5 X 8 o1 51 7 9
Armstrong et dl,® 1998 3 o " o 74 . . 5 il 88 % 7 . 6
Slater and DeSanctis,” 1976 124 65 5 o4 01 13 3 76 4 % o . 1 b
Levinson et &l 1950 5 5 " 78 4 . 9 3 40 o " . . 14
Lindsay and Hurst,” 1967 62 . . %0 " 61 14 13 1
Hume and Porter,” 1963 68 8 4 o7 5 59 3 13 49 o " . . "
Niglsen,® 1961 40 18 3 66 " o o 8 3 76 . . " 16
Erb and Tulls," 1960 X 5 7 70 40 17
Pinet et al* 1064 191 5 7 % 63 . X " " o 89 o 6 "
Pate et al,* 1976 126 66 63 3 2 66 10
Chan, 1991 18 5 78 8 Y
Strong et al,” 1974 59 7 3 & 2 a
Sullvan et al," 2000 4 10 0 % 00 " o " 34 o " . . 2
Eniastal 1969 3 &0
Mészéros etal,” 2000 12 o7 92 64 10 10 14

Pokdsnstvty 5% 0 NA BAEAT) 5@ 0ESDN  BTEBTI STMSGH Q440 W94 28083 SE0)  NEW) (146 3% 9

¥l indicates confidence interval; NA, not appicable. Elinses indicate data not avallable,
Pracence of nain incliicinn enterian for chidy

840)




@ e JAMA Network

Klompas M. Does this patient have an acute thoracic aortic dissection?. JAMA. 2002;287(17):2262-2272.

Table 3. Accuracy of Clinical Findings for Thoracic Aortic Dissection in Consecutive Patients Preselected for High Clinical Suspicion
of Dissection Referred for Advanced Imaging*

Symptom or Sign Source, y Positive Likelihood Ratio (95% CI)  Negative Likelihood Ratio (95% Cl)

History of hypertension Chan,” 19911 1.5 (0.8-3.0) 0.7 (0.4-1.3)
Enia et al,** 19891 1.1 (0.7-1.6) 0.7 (0.4-2.4)
Von Kodolitsch et al,?® 2000§ 1.8 (1.4-2.3) 0.4 (0.3-0.6)
Summary 1.6 (1.2-2.0) 0.5 (0.3-0.7)
Sudden chest pain Chan,* 1991+ 1.0 (0.7-1.4) 0.98 (0.3-3.1)
Armstrong et al,*> 1998 1.5(1.1-1.9) 0.3(0.1-0.8)
Von Kodolitsch et al,2¢ 20008 2.6 (2.0-3.5) 0.3 (0.2-0.4)
Summary 1.6 (1.0-2.4) 0.3 (0.2-0.5)
“Tearing” or “ripping” pain re,m_gf al*s 1908l 1202-81) 099(09-11)
Von Kodolitsch et al,>* 20008 10.8 (5.2-22.0) 0.4 (0.3-0.5)
Migrating pain 41991+ 11/05-24) 097 (0A-18)
Von Kodolitsch et al,?® 20008 7.6 (3.6-16.0) 0.6 (0.5-0.7)
Pulse deficit Armstrong et al,* 1998 2.4 (0.5-12.0) 0.93 (0.8-1.1)
Enia et al,* 19891 2.7 (0.7-9.8) 0.63 (0.4-1.0)
Von Kodolitsch et al,?® 2000§ 47.0 (6.6-333.0) 0.62 (0.5-0.7)
| Summary 5.7 (1.4-23.0) 0.7 (0.6-0.9)
Focal neurological deficit ﬁmm 4 1908 AR K-280) 071 (06-09)
Von Kodolitsch et al,2¢ 20008 33.0 (2.0-549.0) 0.87 (0.8-0.9)
Diastolic murmur Chan,* 19911 4.9 (0.6-40.0) 0.8 (0.6-1.1)
Armstrong et al,” 1998|| 1.2 (0.4-3.8) 0.97 (0.8-1.2)
Enia et al,* 1989+ 0.9 (0.5-1.7) 1.1 (0.6-1.7)
Von Kodolitsch et al,2¢ 20008 1.7 (1.1-2.5) 0.79 (0.6-0.9)
Summary 1.4 (1.0-2.0) 0.9 (0.8-1.0)

Enlarged aorta or wide mediastinum Chan,” 1981t 1.6 (1.1-2.3) 0.13 (0.02-1.00)
Armstrong et al,*® 1998| 1.6 (1.1-2.2) 0.42 (0.2-0.9)
Von Kodolitsch et al,?® 2000§ 3.4 (2.4-4.8) 0.31 (0.2-0.4)
| Summary 2.0 (1.4-3.1) 0.3 (0.2-0.4)
Left ventricular hypertrophy Chan *3 1991+ 0.2 (0.03-1.9) 1.2 (09-1.6)
on admission electrocardiogram | Von Kodolitsch et al,?® 20008 3.2 (1.5-6.8) 0.84 (0.7-0.9)

*Cl indicates confidence interval.

TA total of 18 (n = 40) patients with thoracic aortic dissection.
Date TA total of 35 (n = 46) patients with thoracic aortic dissection.

§A total of 128 (n = 250) patients with thoracic aortic dissection.

[IA total of 34 (n = 75) patients with thoracic aertic dissection.
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von Koloditsch et al (2000)

™ Prospektif gogus agrisi hastalari (n=250)
™ 128 konfirme edilmis torasik aort diseksiyonu
® Ortalama Yas 53, %78 Erkek, %61 Tip A diseksiyon

+ LR (%95 GA) | - LR (%95 GA)

Von Koloditsch Y, Schwartz AG, Nienaber CA. Clinical prediction of acute aortic dissection. Arch Intern Med
2000;160:2977-82.
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Fizik Muayene

® Guvenilir degil
® Cogunlukla muayene bulgusu dahi yok
® En onemlilerinden biri TA farki
® Kitap bilgisi olarak 20-30 mmHg TA farki TAD lehine
® >20 mmHg fark TAD'nin anlamli bir prediktoru (1)
® Normal insanlarin %20’sinde nabiz farki >20 mmHg
(2)
® %53'Unde 10 mmHg (3)

Von Koloditsch Y, Schwartz AG, Nienaber CA. Clinical prediction of acute aortic dissection. Arch Intern Med
2000;160:2977-82. (

Rogers RL, McCormack R. Aortic disasters. Emerg Med Clin North Am 2004,;22: 887-908. (

Woo K, Schneider JI. High-risk chief complaints I: chest pain — the big three. Emerg Med Clin North Am
2009;27:685-712.



@ e JAMA Network

Duyarlihigi yuksek olan FM bulgulari

Klompas M. Does this patient have an acute thoracic aortic dissection?. JAMA. 2002;287(17):2262-2272.

Table 4. Sensitivity of the Physical Examination in the Diagnosis of Acute Thoracic Aortic Dissection®

Sensitivity, %

Congestive Focal
No. of Elevated Diastolic Pulse Pericardial Heart Neurological New M
Source, y Patients BP Murmur Deficit Rub Failure Deficit Shock on ECG
Von Kodolitsch et al,?® 2000 128 41 40 38 ; i 13 12 2
Hagan et al,” 2000 464 49 32 15 7 5 16 3
Armstrong et al,*® 1998 34 G § 15 12 32 26 11
Slater and DeSanctis,* 1976 124 36 32 31 i 19 10 3
Levinson et al,?” 1950 58 66 28 19 5 16 22 32
Enia et al,* 1989 35 s ¢ 49 49 5 _
Lindsay and Hurst,*° 1967 62 29 35 45 23 13
Hume and Porter,®" 1963 68 68 4 34 10 .
Nielsen,*® 1961 40 3% s o - : 30 10
Erb and Tullis,*” 1960 30 27 72 0 13 5 i3 25
Pinet et al,” 1984 101 35 55 12 s 38
Pate et al,”* 1976 126 21 33 : s 13 21
Miller et al,>* 1979 73 64 il 29 12 o v
Vilianen,'2 1986 73 29 37 22 30
Chan,** 1991 18 22 Ty
Strong et al,*® 1974 59 20 34 ;s 5 o s
Sullivan et al,'" 2000 44 12 14 2
ltzchak et al,** 1975 24 s Q4% 21 ¢ s 21 T il 4
Mészéros et al,'® 2000 66 44 11 20 2 : s 41 36 9
Pooled sensitivity (95% ClI) NA 49 (41-57) 28 (21-36) 31 (24-39) 6 (3-13) 15 (4-33) 17 (12-23) 19 (15-26) 7 (4-14)

*BP indicates blood pressure; MI, myocardial infa

able; and CI, confidence interval. Ellipses indicate data not available.




Nabiz Defisiti

TAD/n | +LR (%95 GA) | -LR (%95 GA)

Armstrong et al, 1998 I
Enia et al, 1989

Von Kodolitsch, 2000

0,1 1 10 20



-P $
Yeni Aort Regurjitasyon Ufurumu

" %32 - %76 arasinda gorulur
® Duyarlihik %28 (%95 GA 21-36)
" + LR 1,4 (%95 GA 1,0-2,0)



@ e JAMA Network

Klompas M. Does this patient have an acute thoracic aortic dissection?. JAMA. 2002;287(17):2262-2272.

Table 6. Positive Likelihood Ratio of Aortic
Dissection in Patients With Combinations

of Findings*
No. of Positive Likelihood Ratio

Findings (95% Confidence Interval)

Ancak 3 bul O 0.1 (0.0-0.2)
nca ulgu )

proen T38AD ) 080208
vakasinin ' ‘ '
sadece S 66.0 (4.1-1062.0)
%27’sinde  *Data from Von Kodolitsch et al.2® Findings include aortic
mevcuttu pain (severe, sudden-onset tearing pain), blood pres-

sure or pulse differential between arms, and/or wide me-
diastinum on chest radiograph.







ovaskuler Prezentasyonlar

rejurjitasyonu ve ilgili diger bozukluklar
Nabiz defisiti
Kan basinci farki
Senkop
AMIC
- KEY B
° T(fat"rdiyof%nik sok




@ The JAMA Network Duyarliig: diisiik olan FM bulgulari

Klompas M. Does this patient have an acute thoracic aortic dissection?. JAMA. 2002;287(17):2262-2272.

Table 4. Sensitivity of the Physical Examination in the Diagnosis of Acute Thoracic Aortic Dissection™

Sensitivity, %

Congestive Focal
No. of Elevated Diastolic Pulse Pericardial Heart Neurological
Source, y Patients BP Murmur Deficit Rub Failure Deficit Shock
Von Kodolitsch et al,2® 2000 128 41 40 38 . . 13 1
Hagan et al,® 2000 464 49 32 15 . 7 5 16 3
Armstrong et al,*® 1998 34 G § 15 12 . . .
Slater and DeSanctis,” 1976 124 36 32 31 o . Trombolitikler
Levinson et al,?” 1950 58 66 28 19 5 : i
Enia et al,** 1989 35 . 49 49 . : KONTRAENDIKE! ”
Lindsay and Hurst,*® 1967 62 29 35 45 . . Vakalarin %0.1-0.2’si
Hume and Porter,’ 1963 68 68 4 34 . X En Slk RCA
Nielsen,*® 1961 40 i % ‘5 < e e : : ;
Erb and Tullis,*” 1960 30 e oy 72 0 : Posteroinferior M
Pinet et al,*2 1984 191 e 35 55 18 e e 38
Pate et al,>* 1976 126 37 21 33 i 5 y 13 21
Miller et al,5* 1979 73 58 64 ; i 29 12 .
Viljanen,'? 1986 73 o 29 a7 . . 22 30
Chan,** 1991 18 22
Strong et al,® 1974 59 66 20 34 ¢ 5o - ‘s 5 g5 ¢
Sullivan et al,'" 2000 44 12 14 9
ltzchak et al,* 1975 24 21 21
Mészaros et al,'® 2000 66 44 11 20 2 - 41 36 9
Pooled sensitivity (95% Cl) NA 49 (41-57) 28(21-36) 31(24-39) | 6(3-13) | [15(4-33)] 17(12-23) [19(15-26) | 7 (4-14)

*BP indicates blood pressure; MI, myocardial infarction; ECG, electrocardiogram; NA, not applicable; and Cl, confidence interval. Ellipses indicate data not available.




diyovaskuler Prezentasyonlar
S e‘ﬂ@p
\%13 vakada

- Vaskuler ¢ikim obstruksiyonu

* Norolojik vazovagal agri yaniti

° ténamaya bagl akut hipovolemi

< Agrisiz, genc bir AAD hastasinda sicak carpmasi
“ zannedildigi bile olmus (1)

Vuckovic SA. An usual presentation of
ascending aortic arch dissection. J Emerg
Med 2000;19:149-52.




olojik Prezentasyonlar

_pkal norolojik defisit
- “Hipetansiyon

Malperfizyon
Distal tromboemboli
Kitle etkisiyle sinir basisi
Rroksimal ark diseksiyonlari
>> iIntrakranyal, beyin sapi lezyonlari
Distal ark diseksiyonlari
>> gpinal kord, alt ekstremiteler




ojik Prezentasyonlar

trok
- “Proksimal AD’nin en sik SSS bulgusu

* %5-%15 goralar
Gogus agrisi + yeni fokal defisit = AD

- Trombolitikler kontraendike!!!
¢ Agrisiz AD’de gorulmus bazi olgular:
* Baziler arter okluzyonuna bagli ani koma

* Gecici locked-in sendromu
* Akut vertigo

-
-3

Knaut AL, Cleveland JC. Aortic emergencies. Emerg Med Clin North Am

laYaVateaVYW ey B d A r—




lojik Prezentasyonlar

pinal kord hasari
- “Tutulan arterler
* Interkostal spinal arterler
" Adamkiewicz arteri
* Torasik radikiiler arter
KI|n|k
Paraplejl
* Quadripleji
* Transvers miyelit
* Anterior kord sendromu

- Gogus bulgulari olmaksizin ani baslayan,
bacaklarda agrisiz norolojik defisit durumunda
AD siiphelenilmelidir

||'th




ojik Prezentasyonlar

3 Gecici

Gogiis agrisi yok

%33




Lomplikasyonlari

- i‘."

En sik GIS komplikasyonu Mezenter Iskemi

Ti'i'é Diseksiyonda en sik olum sebebi

= :
-




Esal Yak|a§'m



T.V-;i: _ = 0
E:guglukla normal ya da non-spesifik A) 3 1

LV hipertrofisi (HT'a bagh) %26

Calisma +LR (%95GA) -LR (%95GA)

EKG'nin faydasi alternatif tanilarin ekarte edilmesi
AD hastalarinin %7’sinde EKG’de iskemi var

AHA 2010 kilavuzu AD i¢in yuksek risk olmayan ST

elevasyonlu hastalarda bu sebeple trombolitik oneriyor
%L




T~ a\® da sensitivitesi %94-99 arasi bildirilmis

Aﬁak bu analizlerde ciddi bias mevcut olup, prospektif

genis veri olmadigindan AHA 2010 kilavuzu tarama

amacli D-Dimer kullanimini onermemekte

- Negatif D-Dimer’in post-test olasiligini duzgun
hesaplayamiyoruz

~~Tromboze limen vakalarinda D-Dimer negatif
cikabiliyor




Meta-Analysis of Usefulness of D-Dimer to Diagnose
Acute Aortic Dissection

Avi Shimony, MD*"*, Kristian B. Filion, PhD®, Salvatore Mottillo, BSc*“, Tara Dourian®, and
Mark J. Eisenberg, MD, MPH*P¢

further aortic imaging: © 2011 Elsevier Inc. All rights reserved. (Am J Cardiol 2011;107;
1227-1234)




Potentially relevant articles
identified (n=112)

Potentially relevant articles reviewed

and retrieved for more detailed
evaluation (n=77)

Excluded studies (n=65);
- Case reports and reviews (n=42)

- Mot relevant (m=23)

Potentially relevant studies
retrieved for full review (n=12)

Excluded due to lack of control group

(n=5)

Relevant studies included in final
meta-analysi




Sensitivity (95% CI)

Suzuki (1) 097 (0.90-0.99)
Sbarouni (3) 097 (0.77 - 1.00)
Ohlmann (7) 098 (0.93 - 1.00)
Hazui (8) 093 (0.77 - 0.99)
Akutzu (9) 0.98 (0.86-1.00)

Eggerbrecht (10) 097 (0.75 - 1.00)
Weber (12) 098 (0.82-1.00)

Pooled Sensitivity = 0.97 (0.94 - 0.99)

Chi-square = 1.77; df = 6 (p = 0.93)
0.2 0.4 06 08

Sensitivity Inconsistency (I-square) = 0.0 %

Figure 2. Individual study and pooled estimates of sensitivity and their
95% confidence intervals for D-dimer as a screening tool for acute
aortic dissection. Data were pooled using the random-effects models of
DerSimonian and Laird.'® A threshold of 500 ng/ml was used to define

a positive plasma D-dimer finding.




Specificity (95% CI)

Suzuki (1) 047 (0.38-0.55)
Sbarouni (3) 0.72 (0.53-0.87)
Ohlmann (7) 0.40 (0.30-0.51)
Hazui (8) 0.80 (0.66 - 0.90)
Akutzu (9) 0.54 (0.39-0.69)
Eggerbrecht (10) 0.67 (0.52-0.80)
Weber (12) 0.69 (0.51-0.83)

K Pooled Specificity = 0.56 (0.51 - 0.60)

Chi-square = 33.88; df = 6 (p = 0.00)

0.2 0.4 0.6 0.8 Inconsistency (I-square) = 82.3 %
Specificity

Figure 3. Individual study and pooled estimates of specificity and their
95% confidence intervals for D-dimer as a screening tool for acute
aortic dissection. Data were pooled using the random-effects models of
DerSimonian and Laird.'® A threshold of 500 ng/ml was used to define

a positive plasma D-dimer finding.




Negative LR (95% CI)

Suzuki (1) 0.07 (0.02-0.23)
Sbarouni (3) 0.04 (0.00-0.58)
Ohlmann (7) 0.05 (0.01-0.21)
Hazui (8) 0.09 (0.02-0.33)
Akutzu (9) 0.03 (0.00 - 0.48)
Eggerbrecht (10) 0.05 (0.00 - 0.70)
Weber (12) 0.03 (0.00 - 0.47)

Pooled Negative LR = 0.06 (0.03 - 0.12)

Cochran-Q = 1.13; df = 6 (p = 0.98)
0.002 1 526.9 Inconsistency (I-square) = 0.0 %
Negative LR

Figure 4. Individual study and pooled estimates of negative likelihood
ratios and their 95% confidence intervals for D-dimer as a screening tool
for acute aortic dissection. Data were pooled using the random-effects
models of DerSimonian and Laird.'® A threshold of 500 ng/ml was used to

define a positive plasma D-dimer finding.




Positive LR (95% CI)

l Sbarouni (3) 3.53 (1.95-6.39)
Ohlmann (7) 1.64 (1.39-1.95)

l Suzuki (1) 1.81 (1.54-2.13)

_l_ Hazui (8) 4.56 (2.60-8.00)
_._ Akutzu (9) 2.15 (1.57-293)
—l— Eggerbrecht (10) 291 (1.93-438)

Weber (12) 3.12 (1.90-35.10)

Pooled Positive LR = 2.43 (1.89 - 3.12)

Cochran-Q = 26.75; df = 6 (p = 0.00)

1 . Inconsistency (I-square) = 77.6 %
Positive LR

Figure 5. Individual study and pooled estimates of positive likelihood ratios
and their 95% confidence intervals for D-dimer as a screening tool for
acute aortic dissection. Data were pooled using the random-effects models
of DerSimonian and Laird.'® A threshold of 500 ng/ml was used to define
a positive plasma D-dimer finding.




AnCak®u analizlerde ciddi bias mevcut olup, prospektif
genis veri olmadigindan AHA 2010 kilavuzu tarama
amagcli D-Dimer kullanimini onermemekte

' gtifggD-Dimer’in post-test olasiligini duzgun
esaplayamiyoruz

&= Tromboze liimen vakalarinda D-Dimer negatif

= — cikabtliyor
500 ng/ml altini esik deger olarak alirsak, negatif D-
Dimer AD tanisini ekarte ettirmede yardimci olabilir

Ama hala prospektif verisi olmadigindan kanit degeri
yuksek degil




Kalponin

CR§ =

_.;;Tam e taramada degil, prognoz ve advers olay
~“ belirlemede




Eg’in'da akciger grafisinde bir anormallik var
- e

Normal akciger grafisi ekartasyona yardimci olabilir

- Ama normalin degerlendirmesinde tutarhligimiz kotu
- 2 calisma; Acil Tip Dr vs Radyolog

,.;:,AD igin interobserver tutarlilik k=0,25

—~ Genis mediasten, aort kontur diizensizligi i¢in
interobserver tutarliik k=0,23-0,33

Anormal aort konturu ve mediastinal genisleme
yoksa AD olasiligi ciddi bicimde azalmakta (negatif
LR 0.3; 95%GA 0.2-0.4) — ama akciger grafisi okuma

icin validifiye standartlar olmali ve ona gore
okunmali




@ The JAMA Network Akciger Grafisi Bulgularinin Duyarliliklar

Klompas M. Does this patient have an acute thoracic aortic dissection?. JAMA. 2002;287(17):2262-2272.

Table 5. Sensitivity of the Plain Chest Radiograph in the Diagnosis of Acute Thoracic Aortic Dissection™

Sensitivity, %
[ I

No. of Abnormal Pleural Displaced Intimal Wide Abnormal Chest
Source, y Patients Aortic Contour Effusion Calcification Mediastinum Radiograph Findings

Von Kodolitsch et al,?® 2000 128 761 13 - - -
Hagan et al,®> 2000 427 50 19 14 62 88
Armstrong et al,*® 1998 34 - - ik % 86 100

Slater and DeSanctis,* 1976 116 96 9 9 i 96

Luker et al,*® 1994 75 76 C 8 Ca 85
Chan,** 1991 18 Ca 94

Pinet et al,>? 1984 191 s s ¢ w50 i 56 it v

Pate et al,>* 1976 87 : s 10 as 70 90
Earnest et al,* 1979 74 66 27 7 11 93
Viljanen,? 1986 73 § i R Sl 75 T
Strong et al,>® 1974 59 b4 C 2 34 95
Sullivan et al,' 2000 31 42 Ca Ca 5 84
ltzchak et al,*® 1975 24 88 17 4 83 -
Pooled sensitivity (95% CI) NA 71 (56-84) 16 (12-21) 9(6-13) 64 (44-80) 90 (87-92)

*Cl indicates confidence interval; NA, not applicable. Ellipses indicate data not available.
tMediastinal and/or aortic widening.




oruntuleme

[TE — duyarliligi gok duisiik %59, tim aortu gésteremez
- .

TEE — hemodinamik olarak anstabil hasta eger radyoloji
departmanina gidemeyecekse, duyarliligr %95-98

(i

BT — duyarlilig %98-100

"~ Pretest olasilig duisiik hastalarda ekartasyon igin en
uygun test
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90 Initial Screening

55 Abstracts, Reviews, Case
Reports, Editorials,

REVIEW ARTICLE
Non-English Language

Diagnostic Accuracy of Transesophageal s o
Echocardiography, Helical Computed Tomography,

35 Further Review of

and Magnetic Resonance Imaging for Suspected Foraly el
Thoracic Aortic Dissection

1 Absence of Reference
Standard

Arch Intern Med. 2006:166:1350-1356 § Possive Duplcat

8 Retrospective Study

Systematic Review and Meta-analysis

Toshiva Shigf.[, MD, PhD; Zen'ichire Wajima, MD, PhD; Christian C. Apfel, MD, FhD; oF —
- inal Inclusion in
Tetsuo Inoue, MD, PhD: Yoko Ohe, MD, PhD Meta-analysis

Figure 1. Meta-analysis flowchart.

Table 3. Results of Meta-analysis*

1
Moses et al” Model

Studies Likelihood Ratiot (Weighted)$
Imaging Included, [ , Diagnostic | |
Technique No. Sensitivity Specificity Positive Negative 0dds Ratio a b P Value

TEE 10 98 (95-99) 95(92-97)§  14.1(6.0-33.2)§  0.04(0.02-0.08) 6.1(50-7.2) 62 -0.35 45
Helical CT 3 100 (96-100)§ 98 (87-99)  13.9(4.2-46.0)  0.02(0.01-011) 65(44-87) 39 32 53
MRI 7 98 (95-99) 98 (95-100)  25.3(11.1-57.1)  0.05(0.03-0.10) 6.8(55-80) 68 025 53

Abbreviations: Cl, confidence interval; CT, computed tomography; MRI, magnetic resonance imaging; TEE, transesophageal echocardiography.

*Unless otherwise indicated, data are reported with 95% confidence intervals. The DerSimoninan-Laird random-effects model® was used throughout.

tLikelihood ratios greater than 10 and less than 0.1 are considered strong evidence for confirming or ruling out a diagnosis, respectively, under most
circumstances.




A TEE Positive

m TEE Negative

¥ Helical CT Positive
o Helical CT Negative
O MRI Positive

A MRI Negative

Posttest Probability

0.0 0.2 0.4 0.6 0.8 1.0
Pretest Probability

Figure 3. Posttest probability according to pretest probability. Posttest probability was calculated as
follows: Posttest probability = [pretest odds x likelihood ratio]/[(1+pretest odds) X likelihood ratio];
where pretest odds =pretest probability/(1-pretest probability). CT indicates computed tomography;
MRI, magnetic resonance imaging; and TEE, transesophageal echocardiography.




= ACCF/AHA Guideline

2010 ACCF/AHA/AATS/ACR/ASA/SCA/SCALSIR/STS/SVM

Guidelines for the Diagnosis and Management of Patients With
Thoracic Aortic Disease

3. Urgent and definitive imaging of the aorta using
transesophageal echocardiogram, computed tomo-
graphic imaging, or magnetic resonance imaging is
recommended to identify or exclude thoracic aortic
dissection in patients at high risk for the disease by
initial screening.#2-46:67.73 (Level of Evidence: B)

2. If a high clinical suspicion exists for acute aortic
dissection but initial aortic imaging is negative, a
second imaging study should be obtained.?!? (Level
of Evidence: C)
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Aort Diseksiyonuna Yaklagim Algoritmasi

STEP 1

identify patients at
risk for acute AoD

Consider acuto AoD in all patients prosenting with:
back, or abdominal pain 85 Wit
« Syncope. numbered with th sym
« Symploms cansistent with perfusion defict o
(Le. CNS, mesenteric, myocardial, or limb ischemia)

ying text ar labeled and
bol.

Focused bedside pre-test risk assessment for acute AoD. (2]
High Rick Conditions ({]) High Risk Pain Festures (D) High Risk Exam Features ()
STEP 2 Chest, back, or abdominal 2 Evience of pisiekon defick
+ Martan Syndrome pain described as the * Pulsa deficit
Bedside risk - Connective tissue disease + | folowing: + - Systoic BP ditsrential
assessment + Family history aortic disease " " + Focal neurdlagic deficit
- Known aortic: valve iseass = Abupt Iy onetl/ devens In (in conjunction with pain)
+ Recent aortic manipulation intensity + Murmur of aortic insufficiency
+ Known thoracic aoric aneurysm and {new or ot known to be o
- Ripping/ tearing/ sharp or and in conjuncticn with pain)
quality - Hypotension or shock sidte

¥

Determine pre-test risk by combination
of fisk conditions, history, and exam.

Intormodiate Risk (@D

Any single high isk
feature present

Lowrisk @D

No high risk features
present.

HighRisk @D

Two oF more high risk
features present

Proceed with diagnostic
evaluaton as clinically
indicaled by presentation

Alterative diagnosis identified?
e No

Immediate surgical

arrange for expedted
sorti imaging.

History and physical

exam stiongly Yes Alternate diagnosis.
suggestie of speciic | —P | Fonfred e forier
alterate diagnosis Toving?

widened mediastinum on CXR?

lm

Cansider aoitic imaging study for TAD
based on cinical scenaric (particularly in
patisnts with advanced age, risk factors.
for acric disease, of syncope).

« TEE (preferred  cinicaly unstabie)
+CT  (mage entie aona

-— ]

“MR  chestto pelvis)

STEP4

Acute AcD
identified or
excluded

11 high clincal suspicion for
consider

secondary imaging study.

et al. Circulation 2010;121:¢266-e369 .
American Heart

Association

Copyright © American Heart Association Learn and Live



Aort Diseksiyonuna Yaklagim Algoritmasi

STEP 1

identify patients at
risk for acute AoD

Consider acute AcD in all patients presenting with: Q
» Chest, back, or abdominal pain
Syncope
- Sympioms consistent with perfusion deficit
{ie. CNS, mesenteric. myocardial, or limb ischemia)

Boxes with accompanying text are labeled and
numbered with the o symbol.

|
¥

Focused bedside pre-test risk assessment for acute AcD. '@'

High Risk Exam Features
- Evidence of perfusion deficit
- Pulse deficit
- Systelic BP differential
- Focal neurclogic deficit
(in conjunction with pain)

High Risk Pain Features e

Chest, back, or abdominal

= Martan Syndrome pain described as the

- Connective lissue disease L o following: -+
* Family history aoniic disease « Abrupt in onsel/ severs in

- Known aoric valve disease

High Risk Conditions o

- Recent aortic manipulation Sndenaliy + Mummur of aortic insufficiency
= Known thoracic aortic aneurysm and (new or not known 1o be old
- Ripping/ tearing/ sharp or and in conjunction with pain)
stabbing quality = Hypotension or shock state

¥

Determine pre-test risk by combination )

of risk conditions, history, and exam.

LowRisk @D
No high risk features.
present.

Any single high risk
feature present.

I
Intermediate Risk mj

High Risk @ED

Two or more high risk
features present.

Proceed with diagnostic
evaluation as clinically EKG consistent

with STEMIT?

indicated by presentation.

A

Alernate d-gms
confirmed by further
testing?

(@wm m—— )j*‘——

&No

Consider aortic imaging study for TAD
based on clinical scenario [pamcr.llarly im
patients with advanced age, risk

for acriic disease, or Symcope).

Aortic Imaging Study
- TEE (preferred if clumcally unstanla)
(Image entire acrta
- MR chest to pelvis)

v
If high clinical suspicion for il
acrtic dissection exists, consider | - Aortic Dissection Present?
secondary imaging study.

3 ves

(Pﬂx:}ed to Treatment Pathway )




STEP 1

Consider acute AoD in all patients presenting with:

STEP 2

Bedside risk
assessment

High Risk Conditions o

= Marfan Syndroma

= Connective tissue disease

= Family history aortic disease

= Known aorlic valve disease

- Recent aortic manipulation

= Known thoracic acrtic aneurysm

+

Focused bedside pre-test risk assessment for acute AoD.

High Risk Pain Features e

Chest, back, or abdominal
pain described as the
following:
+ Abrupt in cnsatf sevara in
imensity
and
- Ripping/ tearing/ sharp or
stabbing quality

D)
High Risk Exam Features 0
- Evidence of pardusion deficit

- Pulse deficit
e - Systolic BP differential
= Focal neurclogic deficit
(im conjunction with pain)
* Murmur of aortic insufficiency
(new or Not known 10 be ol
and in conjunction with pain)
* Hypotension or shock state

Determine pre-test risk by combination
of risk conditions, history, and exam.

= Chest, back, or abdominal pain Boxes with accompanying text are labeled and
Identify patients at » Syncope e e numbared with the ° symbol.
cute -5 nt with p it
visk for a AoD (i.e. CNS, 1 ic, my ial, o limb
A 4

v
Low Risk @

Mo high risk features.
present.

Proceed with diagnostic
evaluation as clinically

indicated by presentation.

v

(.Ntemaﬁve diagnosis identified? )

¢ Yes Mo

Initiate appropriate
therapy.

v

Intermediate Risk m

Any single high risk
feature present.

EKG consistent
with STEMI?

alternate diagnosis

I

History and physical Yoo
exam strongly Alternate diagnosis
suggestive of specific | =3 | firmed by further

Likely primary ACS. In absence of other

Yes perfusion deficits strongly consider

immediate coronary re-perfusion therapy.
If coronary angiography performed is.
culprit kesion identified?

Yes Mo

testing?

3o

L ed

S0 oF
widened mediastinum on CXR?

J‘No

Consider aortic imaging study for TAD
based on clinical scenario (particularly in
patients with advanced age, risk factors
for aortic disease, or syncope).

Come ) —

|

Aortic Imag

ing Study

MR chest to pelvis)

TEE (preferred i clinically unstable)
cT {Image entire aorta:

(=)

Two or more high risk
features present.

High Risk

Immadiate surgical
consultation and

arrange for expedited
aortic imaging.

A

STEP 4
Acute AoD
identified or
excluded

If high clinical suspicion for @
2 = -

A

y

secondary imaging study.

aortic di exists, ) <

C Aortic Dissection Present? )

¢Yss

(Dm.,ma e Trenads

e e \







| Hedefleri

a\ j _.|

Eng;%oidler

TA SKB 100-120 mmHg arasi

* Esmolol, labetolol

° [}ﬁroprussid — tek basina verme, refleks tasikardi

2 ;Nitrogliserin — tek basina verme, refleks tasikardi
N <60/dk

- Esmolol, labetolol

Tercih edilecek kombinasyon:

* Morfin + Esmolol + Nitroprussid




Table 5
Initial medications for blood pressure control in aortic dissection

Medication

Class [Aent] Startin Dose Infusion Reimen Cautions for Use
‘i-ElGEkEI’S

1. Esmolol Bolus 500 ug/kg 50-200 pg/kg/min  COPD or high-risk bronchospasm;
2. Labetalol Bolus 20 mg every 1-=2 mg/min consider selective -blocker such
5-10 min to as metoprolol or atenolol

80-300 mg total

Sodium 0.5-3.0 pg’kg/min  Concomitant use of B-blocker
Mitroprusside to avoid reflex tachycardia,
possible cyanide toxicity
with prolonged use




812010 Tedavi Onerileri

- Tk tedavi

. “Nabiz 60 olacak sekilde IV B-blokér (Brevibloc®)
* Tabi kontraendikasyon yoksa
* Kontraendikasyon varsa (Diltizem®)

- Hedef nabza ulasildiktan sonra SKB hala >120
- mmHg ise vazodilator ver (Nipruss®)

- Refleks tasikardi olmasin diye 6nce hiz kontroli
sonra vazodilator ver
Kesin tedavi
* Herkese acil cerrahi konsultasyonu iste
* Asendan AD hemen ameliyathaneye
* Desendan AD hayati tehdit eden komplikasyon
gelismedigi surece medikal tedavi
- Uc organlarda malperfiizvon. ilerleven diseksivor®




Proximal Proximal Distal
DeBakey I and 11 DeBakey Illa and I1Ib
Stanford A Stanford B Stanford B

Descending
penetrating ulcer

Hemen Cerrahi Net Degil
Medikal Tx Mortalitesi %56 Uygun medikal tx ile mortalite %10



Akut AD Yonetim Algoritmasi

Acute AoD Management Pathway

Arrange for definitive management

+ Appropriate surgical consuitation

« Inter-facilty trarsfer if indicated based on institutional capabilites
( #

uni transfer oozurs)

I
¥

priorto
Measure i both arms s

Intravenous rate and pressure control No Yes

STEP 2
Initial
management of
aortic wall
stress

Rate fPresaure Control ()
Intravencus beta biockade I
o

Labetalol

(1t contraindication tobsta
blockade substtute
difiazern or veraparil)

—_—— e,
Titrate to heart rate < 60 Type Adissection Type B dissection

@ vigert surgeal consutation @ rraverous g bos

“Titrate 1o MAP of 70mm Hg

Pain Control e

Intravencus apiates

Amanga for expeditsd o
operative management Euvotartia

Titrste to pain control

© ravenusuidions
“Titrale o MAP of 70mm Hg.

(1t stl hypotensive begin intravenous
Vasopressor agets)

or
Euvolomia

(1511 hypstansive bogn nravanous
vasopresse agents)

© Evaluate atology of hypotension
- Raviow imaging Sty for
aidens o coniained upture
- Gonsdor TTE o sakate
cardios ction

No

©) Feview imaging sty for

© veoent suga ccnsutaton
« Ssvers aortic insufficiency

BP Control .
Intravenous vasodiator l
Titrato to BP< 120mm HG

155 i pestia P Bt ks Yes Etiology of hypotension amenable

* Yes No
STEP3 (( Dissection invaving B

Definiive e

Ongoing medical management

Ongoing medical management Close hemodynarmic manitoring

Maintain systolic BP < 120mm Hg

(Lowest BP that mainains
‘end organ perfusion)

Closa hemodynamic monitoring

Maintain systol BP < 120mm Hg
(Lowest BP that maintains.
‘end organ perfusion)

Operative or interventional

Complications requiring operative.

Complications requiring operative
it or interventional management?

orinterventional management

Yes
Malpertusion syndrome Malperfusion syndrome
ton Progression of dissection
nsicn eurysm expansion
Uncontrolled hypertension Uncontrolied hypertension
No No

STEP4

Transition to out-

patient management
and

Transition to oral medications

Oupatient disease surveillance imaging

et al. Circulation 2010;121:e266-369

American Heart
Association

Copyright © American Heart Association Learn and Live



Akut AD Yonetim Algoritmasi

a Acute AcD Management Pathway i)

STEP 1
Immediate

Arrange for definitive management

post diagnosis « Appropriate surgical congultaticn
management and + Inter-facility transfer if indicated based on institutional capabilities
disposition (It transfer required initiate aggressive medical management
considerations

until transier ocours)

N =
|

A

Obtain accurate blood pressure prior to beginning treatment
Measure in both arms
* Base treatment goals on highest blood pressure reading

STEP 2

Initial
management of
aortic wall

stress e B -
Intravenous rate and pressure control Mo Hypotension or Yes Rl Ve vk
e N €|  shock state? >
Rate / Pressure Control '
Intravenous beta blockade |
ar
Labatalal —_
[If contraindication 1o bata
biockade substiute
diltiazem or verapamil) A
Titrate to heart rate < 60 4 e Type A dissection _\'
# N
+ o Urgent surgical consultaton
+
Pain Control e Arrange for expedited
Intravenous opiates OIS managemers
Titrate to pain control e Intravencus fluid bolus
-Titrate 1o MAF of 70mm Hg
\_ v, ar
Euvolamia
¢ (M =ill hypotens ve bagin intravenous

Vasopressor agentis)

Mo
( Systolic BP > 120mm Hg? )—I
== 1 1 n B iioaas irmemeimey ot adi For




Akut AD Yonetim Algoritmasi

Acute AoD Management Pathway

~

Arrange for definitive managemeant

= Appropriate surgical consultation

* Inter-facility transfer if indicated based on institutional capabilities
(It transter required initiate aggressive medical management

undil trarnsier occurs)

¥y

v

Obtain accurate blood pressure prior to beginning trmm‘.-‘”l

Measure in bath armms

= Base ireatment goals on highest blood pressure reading _/'

Intravenous rate and pressure l:mucl-\"

"rﬁuia / Pressure Control -‘\

Intravencus bata blockade
ar
Labetalol
{If contraindication 1o bata
bioc kade substiute
diltiazern or verapamil)

Titrate 1o heart rate < 60

3

4 Pain Control

y

Titrate to pain control

Infravenous opiates

- _/

- A
y "
( Systolic BP = 120mm Hg? )
l Yes
i Secondary pressure control
BP Control

Intravenous vasodilator
Titrate to BP< 120mm HG

[Goal is lowest possible BF that maintains
adequate end angan parfusion)

Type A dissection

f’-
o' Urgent surgical consultation
+
Arrange for expedited
operative managsment

e Intravenous fluid bolus

=Titrata to MAP of 70mm Hg
or
Euvalarmia
(M sl ypotansve Dagin intravenous
VASCPIESSO agents)

e Review imaging study for:

- Paricardial tamponade
- Contaned rupture
- Severs acric insuificiency

M

iy

-
Type B dissection
-~
o Intravenous fluid bolus
-Titrate to MAP of 70mm Hg
or
Eunvalamia
(M still hypotensive bagin intravenous
VASOPrEssor Agants)
9 Evaluate eticlogy of hypotension
- Raviaw imaging study for
avidences of comtained nupturns
« Consider TTE to evaluale
candiac function
e Urgent surgical consultation
L
M

¥

Yes ‘/_ Etiology of hypotension amenable

l\_ to operathe management?




Acute Aol Management Pathway

Arrange for definitive managamant
- Appropriate surgical consultation

= Inter-faciity trarnsfer if indicated based on institutional capabilites
(If tramstes required infliale aggressive medical Mmanagement
urdtil trarsstar oocurs)
"I*'

Obtain accurate blood pressure prior to baeginning treatment
Measure in both anms
- Base goals on highest blood pressure reading

- -5

Intravencus rate and pressure control Mo

Yas
- ( Anatomic based management )

r"._E‘-iale M Pressure Control o
Intravenous beta blockade
ar
Labatakol
(If contraindication to beta
diltiazem or warapamil)
Thrate to heart rate < 60 - Ty pe A dissection Y i Type B dissection
\_ B = = =
-+ 0‘ Urgent surgical coansultation o Intravenous fluid bolus
Y " -+ -Titrate to MAP of 70mm
Pain Control @ Arrange for expedited b o Ho
. optatos operative management ELnsolemia
Titrate to pain control a Intravenocus fluid bolus (1 =till hypotensive begin intravenous
VaASOPTessor arms
. _ ~Titrate o MAF of FOmm Hg - s
o >y or
Euvolamia a Evaluate eticlogy of hypotension
(M Still hyPotensive Degin iNtravenous o et e
No VESCDIreSsor agens - Wil imaging ¥ tor
( Systolic BP > 120mm Hg? j o y evidence of contained nupturs
§ . : - Consider TTE to evalualts
B Fewiew imaging study for: candias fursctiom
; - Pencandial tamponade
- Contained napbture 6 Urgent surgical consultation
Sec dary p - ] - Sewers acric insutficiency
M - M
BP Control e e A L
Intravenous vasodilator l
Titrate to BP< 120mm HG
(Goal is lowes! possible BF that mantains Yes Exios b o e
adlequate end organ perfusion) ( i oraiiee I GeTe T
-
Yes Mo
(Dsse-ﬁ:on imvolving the ascending aorna? +

4 e

(= Ongoing medical managament = w

Close hemodynamic monitoring
KMaintain systolic BP < 120mm Hg

(Lowwest BFP that maintans
end crgan perfusion)

+

Complications requiring operative
ar interventional management?

Operative or interventional
managenent

Ve
Malperfusion syndrome

Progression of dissection
AR UTYSNT Ex Dansion
Uncontrolled hypertension

Ongoing medical management

Close nemodynamic monitoning
Maintain systolic BP < 120mm Hg
(Lowest BP that maintains

end organ perfusion)

Complications requiring operative
or interventional manag

Malperfusion syndrome
Progression of dissection
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