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Abstract: [Objective] To explore the clinical characteristics of aortic dissection involved in coronary artery in order
to avoid misdiagnosis, mistreatment, and take correct treatment methods in time. [ Methods] Twelve cases of aortic dis-
section (AD) manifesting as acute myocardial infarction (AMI) were analyzed retrospectively and followed up. [Results ]
A total of 12 cases were enrolled from 288 cases of AD patients, of which 2 cases (16.7% ) were inferior wall myocardial
infarction, 1 cases (8.3% ) were anterior wall myocardial infarction, 9 cases (75% ) were non ST segment elevation myo-
cardial infarction, male patients was significantly predominant over female , leading to the male/female ratio of 3: 1, the
age was 43~76 (56.9+12.2) years. Up to 66.7% of patients had a history of hypertension. 11 patients (91.7% ) were ad-
mitted to hospital for different degrees of chest pain, with back pain in 9 cases (75% ), syncope in 4 cases (33.3% ), hy-
potension in 6 cases (50% ), and irritability in 7 cases (58.3% ). All the myocardial enzymes were positive in the labora-
tory and significantly elevated D—dimer; 3 cases were performed coronary arteriography but not found the opening of coro-
nary artery. AD was confirmed by transthoracic echocardiography and chest CTA. 3 cases of surgery were performed, 1
cases failed and died within 24 hours, and 2 cases were successful. The average follow—up 5 hours to 12 months, 2 cases
survived and the remaining 10 cases died. [ Conclusions] Myocardial infarction caused by aortic dissection is rare in clin-
ic , but it has critical and high mortality rate, and it is easily misdiagnosed, with poor prognosis. Early diagnosis and
timely operation can improve the prognosis. In the case of AMI with back pain, irritability, and abnormal rise of D two
polymer, the disease should be highly suspected.
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Table 1 Clinical Characteristics of the Patients with AD Presenting as MI

No. 1 2 3 4 5 6 7 8 9 10 11 12
Sex M M M F F F M M F M M M
Age/ year 42 50 64 70 48 41 64 48 53 63 29 74
Chest pain + + + + = + + + + + + 4k
Back pain + + + - - + - + £ 4 + +
Abdominal pain + - - - - = = = = = - +
Wandering pain + + + - - + = + + 45 + +
Hemoptysis = - - - + = = = = = + +
Syncope + - - - + = = = = + +
Dysphoria + + - + + = = + - + - +
Signs of nervous system - - - + = = = - + — +
Hypertension = = + - - + = = + - - -
Hypotension + = = + + = + + - + - +
Asymmetric upper limb blood press + 4 4 - + - - + = + + +
Aortic murmurs + + + - + - - + - o + +
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Table 2 Diagnostic Evaluations, Managements, and Outcomes

No. 1 2 3 4 5 6 7 8 9 10 11 12
WBC/(X10°/L) 1252 1325 938 15.5 15.38 17.2 10.5 9.5 13.2 15.65 12.8 14.6
Tropl/(ng/mL) 16.5 10.5 5.6 3.6 15.2 22 32 1.5 1.7 8.5 6.2 335
NT-proBNP/(pg/mL) 9880 950 1450 1900 2500 850 1300 2600 3678 1200 8800 32500
D-DIC/(mg/L) >20 >20 >20 165 >20 15.4 >20 18.5 14.6 >20 >20 >20
ECG WMl ST-T ST-T IWMI AWMI ST-T ST-T ST-T ST-T SII=Tr Sr=r  Si=T
X-ray = = + = = + + + — + + —
UCG = = + = + + + + = = + =
CTA = 1 4 4 4 ¥ i + + + + -
CAG + + + - - - - - - - - -
Surgery = = = = = = = + = + + -
Follow t/(h, d,y) 2d 5d 7d 6d 6d 30d 12d 1d 2d 6d ly 6h
—up Prognosis D D D D D D D A D D A D

IWMI: inferior wall myocardial infarction; AWMI: anterior wall myocardial infarction; ST-T: ST-T change; h: hours; d: days; y: year; D:
death; A: alive
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The ECG demonstrated ST-segment elevation in leads aVR, V1-
V3, ST-segment depression in leads I, II, aVL, aVF, V4-V6.
E1 fmfI50EE
Fig.1 The ECG of patient 5

A: the CTA image; B: the 3D reconstruction image. The aortic

arch and the descending aorta, as well as aortic root reaching the coro-
nary ostia were all saturated with the tearing tunica intima and the

false lumen.
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Fig.2 CTA and 3D reconstruction image displayed the

existence of aortic dissection of patient 5
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