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Table 1. The DeBakey and Stanford Classifications Systems of
Aortic Dissection.

Type Characteristic
DeBakey” Originates in the ascending aorta, but
(1965) extends distally and involves the
descending aorta
Il Originates in and is confined to the
ascending aorta
1l Originates in and involves the descending

aorta
Stanford® A Involves the ascending aorta irrespective
(1970) of the site of origin
B Involves the descendlnﬂ aort? exclusively
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Figure 1. Axial computed tomography images of a patient with an acute aortic dissectior ™ <2 arp;‘lr::a;ﬁf‘;'rt]‘;pﬂlr:ﬁ;r‘_ ':.11'T_P|'\F;ﬁj?_§'ﬁ9&ﬂ8
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acute dissection.

Figure 2. Large primary entry tear evident in the descending aortic segment a;ﬁaﬁent_\{rith
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Figure 3. Trans-aortic dimensions measured from an axial computed
tomography image performed at the level of the maximum aortic
diameter in a patient with chronic aortic dissevgGH2iohoraciciurgzry
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Figure 4. Axial computed tomography angiography depicts the primary tear location and L.
aorta in a 30-year-old woman with back pain immediately post-partum.

Figure 5. Computed tomography diagnostic imaging in a 64-year-old man with acute chest and back pain details an aortic dissection that
extends into the aortic arch and is complicated by rupture of the descending segment with associated mediastinal and pleural blood/
hematoma.

Figure 6. Static branch vessel involvement of the superior mesenteric artery (SMA) is evident on these axial computed tomography images

from a patient with acute dissection. Anatomically, this branch vessel complication occurs when the intimal flap of the dissection extends

directly from the aorta into one of its branches. Depending on a number of factors, this branch involvement may be associated with clinical

symptoms and ischemic sequelae. In this case, the aortic true lumen is small and located = » enr" The ﬁnssﬁrtlon septum.intersects th
LOjC |

SMA and extends into the branch, bisecting the artery, and creating dual channel or dcrm ba‘rréi’ ﬂ'\gﬂ&e’sgelﬂrlg 'itﬂf,ént

diminutive true channel hugs the right side of the branch as it courses distally.



Figure 7. Coronal reconstruction of a computed tomography angiography study with images of the aortic bifurcation and iliac arteries in a
45-year-old man with acute dissection complicated by left leg ischemia. In this case, there is static involvement of the left iliac artery with
extension of the plane of the dissection septum from the left side of the aorta into the branch (black arrow); however, unlike the static
involvement detailed in Fig. 6, the false lumen within the left iliac branch does not re-enter with a terminal tear. This lack of distal false lumen
communication within the involved branch causes a “no re-entry” phenomenon often associated with no blood flow or clot within the blind
cul-de-sac of terminal false lumen (white arrows). This is commonly associated with near oblit=>tion of the true lumen (white arrowhead) by
the expanded, stagnant false lumen within the branch. The lack of false lumen branch flow an." " sg:.illf:EJ kOrhprorSsed hun thhb e fridate
a complication frequently accompanied by critical ischemia that may lead to irreversible tissue damage in the distal vascular bed.

Figure 8. Axial computed tomography images at the level of the celiac trunk in a patient with acute aortic dissection illustrate the
complication of static branch vessel involvement with “no re-entry” of the false lumen within the involved branch. This example of branch
vessel compromise presents an anatomic manifestation of dissection that is similar to the phenomenon shown in Fig. 7. The aortic true
lumen is small and located along the right anterior border of the aorta (black arrow). The dissection septum is oriented parallel to the
origin and course of the proximal celiac artery. The flap bisects the branch as it extends into it, but at its distal extent within the branch
there is no re-entry tear in the flap to allow communication between the false lumen and the distal non-dissected artery. Without an exit
for flow, blood within the false lumen of the celiac can be stagnant or clot (white arrow). The. (< !L@j‘g}'{g]‘[?yijil]'ri)}’é}gl}@_ﬁ_]@ﬁp;fg"ﬁyite
arrowhead) by the turgid and expanded false lumen, and distal perfusion is often inadequate ™ -
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Figure 9. lllustration of branch vessel compromise due to dynamic branch involvement or aortic true lumen collapse in a 52-year-old man
with acute dissection complicated by azotemia, back, and abdominal pain. In this example of a complicated aortic dissection, the anterior
located aortic true lumen (arrows) is nearly obliterated and dwarfed by a large false lumen. In contradistinction to static branch
involvement, (n this form of branch vessel compromise the aortic septum does not extend directly into a branch artery, but instead it
prolapsed like a curtain over the ostia of vessels originating from the true lumen. When this occurs, the true lumen is most commanly
located along the anterior aspect of the aorta in its distal descending and abdominal segments. Thus, the celiac and superior mesenteric
arteries with their anterior origins are often affected by poor in-flow from a compromised aos - 'eru*= lumen.that, is frequentlv.crescentic or
slit-like in appearance. In this case, both of these vessels are affected, but, in addition, the rEr‘ram {En‘& Haj.lg? g{l?‘E{Tl&ﬂiEﬁﬁl‘ljll"»glﬁﬁrJ%d
are also involved.



Figure 10. Comparison of axial computed tomography images at the level of the aortic arch performed when a patient was admitted for
evaluation of acute chest and back pain (top row), and 4 days later when he experienced annther episode of pain [bottom row). Interval
proximal extension of the dissection process is evident with progression of aortic involve =+ (Fogpr|inl &R E_IJ_:i';'.ELE"}gE]f]I_ITgZ"w_:?;;hE
ascending and aortic arch {arrows). .
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Figure 11. A series of axial computed tomography images located at the same level of the aortic arch in a patient with dissection doc-
uments a progressive increase in the trans-aortic diameter of the proximal descending segment over 30 days following the diagnosis of
acute dissection. This early dilation of the aorta is a manifestation of disease progression th_* n Eo*ppn}:f-:}n”rr}pﬁp ra]mujrpg_bxpyng
acute aortic dissection.

Figure 12. Axial computed tomography images from the level of the mid-aortic arch extending distal to the aortic root illustrate an aortic
dissection in a patient with acute chest and back pain. The primary entry tear is located in the proximal descending aorta (black arrows),
and the process extends retrograde to the ascending aorta, as well as to distal aortic segments. This case is an example of complete
thrombosis of the ascending and arch segments of the aortic false lumen. There is no evidence of flow or contrast opacification within
these zones (white arrows) compared with appearance of descending segment of the aorta where obvious increased contrast attenuation
is moted within the false lumen. The true lumen within the ascending aorta retains a relatively cylindrical contour. This appearance is
frequently associated with a lack of false lumen flow and is indicative of clot molded by the hydrostatic forces in the patent true channel.
This appearance is clearly different than the geometry of the true lumen in the descending segment where the true lumen is not circular,
but ovoid, and changes shape between phases of the cardiac cycle as the contour of ti 5’“rt5‘;ﬂ+ H"‘J “?_jrcj',?]“wﬂrr;p ”g
dynamically alternates between convex (systole) and concave (diastole). This observation is typ‘ruzll',r evident in an aortic dlssectmrf W
patent false lumen and “double barrel” aortic flow.
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Figure 15. fa—g| A fortyyear-old man ::ue:ents to the emergency dep.:rl'mem with sudden anset of back pain radpa'ung to dhest Severity s
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