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CASE REPORT
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Introduction

High blood pressure (BP), which is estimated to be seen in 
30-45% of adults, is one of the most important reasons for 
cardiovascular mortality (1). It brings about an increased 
cumulative cardiovascular risk (hemorrhagic stroke, ischemic 
stroke, myocardial infarction, sudden death, heart failure, 
and peripheral artery disease) and end stage renal disease 
if untreated (2). Hypertension-mediated organ damage 
(HMOD), which means structural or functional changes in 
arteries or end organs (heart, blood vessels, brain, eyes, and 
kidney), caused by an elevated BP is a marker of pre-clinical 
or asymptomatic cardiovascular disease (3). Some types 
of HMOD can be reversed by antihypertensive treatment, 
especially when treated early, but with long-standing 
hypertension, HMOD may become irreversible despite 
improved BP control (4). Left ventricle hypertrophy, HMOD 
of the heart, could not be regressed or stopped despite 
diagnosed and treated timely. Approximately 1% of the 
hypertensive patients encounter with serious hypertensive 

urgency and/or hypertensive emergency (5). One of these 
hypertensive urgencies is aortic dissection (AD), which is 
one the most serious acute cardiovascular situations. The 
incidence of AD is 3/100,000 every year and most of these 
patients have a diagnosis of hypertension before the incident 
and this complication is commonly encountered in patients 
aged over 50 years (6,7). Some predictors of death in AD are 
hypotension, cardiogenic shock, pericardial tamponade, acute 
kidney failure, age >70-year, sudden onset of chest pain and 
abnormal changes in electrocardiography (8,9). Therefore, 
AD is rarely seen in young patients and newly diagnosed 
with hypertension. By presenting this case, we would like to 
demonstrate what a strengthened (thickened) left ventricle 
and long-lasting uncontrolled hypertension are capable to; 
an AD.

Case Report

A 54-year-old lady was brought to our emergency department 
(ED) by 112 ambulance due to syncope and chest pain that 
occurred while she was cleaning her bathroom. Her family 
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Aortic dissection (AD) is one of the most devastating acute cardiovascular disorders and commonly occurs in patients with 
underlying aortic dilatation and connective tissue disorders such as Marfan syndrome and vascular type Ehlers-Danlos syndrome. 
In this report, we present a patient whose AD occurred in a normal aortic dimension due to underlying long-lasting, hidden and 
uncontrolled hypertension. 
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Aort diseksiyonu (AD) en tehlikeli akut kardiyovasküler hastalıklardan biri olup genellikle altta yatan aort dilatasyonu ve Marfan 
sendromu, vasküler tip Ehler-Danlos sendromu olan hastalarda gelişir. Bu yazıda normal aort çapına rağmen gizli, uzun süren ve 
kontrolsüz hipertansiyona bağlı olarak AD gelişen bir hastayı sunmaktayız. 
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members suspected that she could have inhaled bleacher 
during the cleaning. Her past medical history was significant 
with newly diagnosed hypertension without additional 
cardiovascular risk factor. She was admitted to our ED with 
hypertensive urgency three months earlier, in which she was 
diagnosed with hypertension and treated as outpatient with 
oral antihypertensive drugs. She was prescribed metoprolol 
50 mg once daily and quinapril + hydrochlorothiazide 20/25 
mg once daily. At physical examination, she had a systolic BP 
of 80 mmHg and diastolic BP of 40 mmHg. Her heart rate 
was 109 bpm, temperature was 37.9 °C and respiratory rate 
was 19. Her electrocardiogram showed sinus tachycardia 
with ST segment depression in DI, AVL, V5 and V6. Her 
Glascow Coma score was 14 with loss of orientation to time, 
place, and person. She had a troponin I level of 431 pg/mL 
(0-11.6) without any abnormalities in complete blood count 
and biochemistry parameters. The bedside transthoracic 
echocardiogram showed flap images within the ascending 
aorta and pericardial effusion. The computerized tomography 
(CT) of the thorax revealed that ascending aorta dimension 
was in normal range (39 mm) and confirmed dissection 
flap in the ascending aorta (Figure 1A). The sagittal view of 
the CT showed dissection flap in aortic arc and extending 
hematoma to the thoracic aorta (Figure 1B). The transverse 
view of the CT showed a hypertrophic left ventricle with a 
posterior wall of 23 mm in diameter and an interventricular 
septum of 21 mm in diameter (Figure 1C). Besides, there 
was an effusion of 20 mm in diameter in the pericardium 
compressing to the right ventricle (Figure 1C). Unhappily, the 
patient died while being transferred for surgery.

Discussion

Chronic hypertension, in other words ‘‘the silent killer’’, is 
mainly asymptomatic. An acute symptomatic elevation in BP 
is referred to as hypertensive crisis which covers hypertensive 
emergency, hypertensive urgency and asymptomatic 
hypertension (10). Togetherness of high BP and symptoms 
of end-organ damage (headache, blurry vision, chest pain, 
shortness of breath, altered mental status, epistaxis, and 
oliguria) is called hypertensive emergency and requires 
immediate treatment (10). On the other hand, hypertensive 
urgency is defined as having a BP ≥180/110 mmHg without 
end-organ damage. 
It was estimated that 8 million hospitalization and 20 million 
visits to ED are because of an acute hypertensive episode 
(11). Most of the cases are treated and released on the same 
day while some of them require more attention (12). Our case 
presented with hypertensive urgency three months earlier 
and was treated and released since there were no end-organ 
damage signs. Oral treatment was prescribed; cardiology and 
internal medicine examinations were advised. However, the 
patient could not follow the suggestions. Unfortunately, she 
presented with a life-threatening complication of hypertension, 
AD.
The morphology of AD is the delamination of the vessel 
wall starting from an ‘‘intimal tear’’ and formation of a 
‘‘false lumen’’. However, the intimal tear could extend to 
the adventitia resulting in blood extravasation to a cavity 
(pericardial, pleural, or abdominal cavity). Although the main 
mechanism is yet to be described, a two-stage approach 
could be applied to make it lighten: medial degeneration 

Figure 1. A) Thorax CT revealed that ascending aorta dimension was in normal range (39 mm) and confirmed dissection flap in the ascending 
aorta. The sagittal view of the CT showed dissection flap in aortic arc and extending hematoma (asterix) to the thoracic aorta. B) The sagittal 
view of the CT showed dissection flap in aortic arc and extending hematoma (asterix) to the thoracic aorta. C) The transverse view of the CT 
showed a hypertrophic left ventricle with a posterior wall of 23 mm in diameter and an interventricular septum of 21 mm in diameter. Besides, 
there was an effusion of 20 mm in diameter in the pericardium compressing to the right ventricle
CT: Computerized tomography
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and mechanical wall stress. In Marfan syndrome and 
Vascular type Ehlers-Danlos syndrome, loss of elastic fibers 
and interconnecting elastic fibers cause medial aortic 
degeneration (13). The blood flow is presumed to be the 
trigger leading the ‘‘intimal tear’’ by producing shear stress 
on the aortic wall. Hypertension is present as a risk factor for 
AD in 50-86% of the cases (14,15,16). By decreasing blood 
flow of the vasa vasorum that nourishes one-third of the 
external aortic media, hypertension causes ischemia and 
damage and decreases elasticity (17). Besides, it acts as the 
‘‘trigger’’ for entry site by increasing mechanical wall stress.
Our case was alone in terms of the AD in her family. None of 
her family members has aortic aneurysm and/or diagnosed 
with connective tissue disorders. Based on the CT findings, it 
could be assumed that she had an uncontrolled hypertension 
for a long time because her left ventricle wall thickens was 
23 mm. AD might prove the serious side effect of uncontrolled 
hypertension despite a normal aortic dimension in this case.
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