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Key Points

e Acute aortic dissection is an uncommon, but life threatening condition

e The incidence is around 4.8/100,000 individuals per year,(V) and one study estimated one
aortic dissection for every 980 atraumatic chest pain presentations.(®

e It can be a challenging diagnosis to elicit and may mimic other pathologies.®

e 15% of patients with thoracic aortic dissection will have a normal chest x-ray.*?%)

e 30% of patients with thoracic aortic dissection will have a normal ECG.®

e Absence of a pulse deficit or BP discrepancy does not exclude an aortic dissection.

e Patients presenting with a ‘classical’ history for aortic dissection with abrupt onset
of severe "ripping" or "tearing” pain, especially with signs of cardiovascular
compromise, should proceed directly to CT aorta

e Aortic dissection is a time critical diagnosis. Untreated patients with type A aortic
dissection have an associated mortality rate of 0.5% per hour immediately after
symptom onset over the first 48 hours.(©
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Abbreviations

ABG Arterial Blood Gas

ADD-RS Aortic Dissection Detection Risk Score

AKI Acute Kidney Injury

ARCC-KSS Adult Regional Critical Care Transfer Service — Kent, Surrey, Sussex
BP Blood Pressure

BPM Beats Per Minute

CRP C-Reactive Protein
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CT Computed Tomography

CTS Cardiothoracic Surgery

ECG Electrocardiogram

ED Emergency Department

EM Emergency Medicine

G&S Group & Save

LFT Liver Function Tests

ICU Intensive Care Unit

vV Intravenous

mg/kg Milligrams/Kilogram

mg/min Milligrams/Minute

mmHg Millimetres Of Mercury

RCEM Royal College Of Emergency Medicine
RCR Royal College Of Radiologists
SGH St George’s Hospital

SPOC Single Point Of Contact

TAD Thoracic Aortic Dissection
TEVAR Thoracic Endovascular Aortic Repair
TXA Tranexamic Acid

U&E’s Urea & Electrolytes
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AORTIC DISSECTION DETECTION RISK SCORE (ADD-RS)(™
Utilisation Of ADD-RS Score

e Where thoracic aortic dissection is felt to be a low-moderate possibility diagnosis,
utilisation of the ADD-RS score can be considered in line with the ‘March 2025 RCEM-
RCR Diagnosis Of Thoracic Aortic Dissection In The Emergency Department Best
Practice Guideline’.®®

e The ADD-RS should NOT be applied to all patients with chest pain, only those in whom it
is felt TAD is a possible diagnosis. These cases should be discussed with a senior
emergency medicine clinician.®

e Evidence is emerging that a diagnostic strategy using the ‘Aortic Dissection Detection
Risk Score’ is likely to be safe and cost effective, although prospective studies are still
required to fully validate this diagnostic strategy’.(%2.10)

¢ Do not use d-dimer where onset of symptoms is >24h. False negatives may occur
(thrombosed false lumen, small dissections)('") and d-dimer levels decline over time.(1213)

- Marfan Syndrome 1 point if any
- Connective Tissue Disease present
High Risk - Family History of Aortic Disease
Condition - Aortic Valve Disease

- Recent Aortic Manipulation
- Known Thoracic Aortic Aneurysm

- Chest, Back, or Abdominal Pain of: 1 point if any
High Risk Pain e Abrupt Onset present
Feature e Severe Intensity
e Ripping/Tearing Quality
- Perfusion Deficit 1 point if any
e Systolic BP Differential (>20mmHg) present

e Pulse Deficit
e Focal Neurological Deficit In
Conjunction With Pain
- New/Unknown Aortic Regurgitation Murmur
- Hypotension/Shock

High Risk Exam
Feature
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INITIAL DIAGNOSIS

Where Symptom Onset Is >24 Hours Do Not Use D-Dimer. Proceed To CT Aorta If Clinical Suspicion Of Dissection

Aortic Dissection Detection Risk Score (ADD-RS)

D-Dimer

D-Dimer Should Not Be Age Adjusted

<500 >500 Or <500 And Ongoing
Clinical Concern After Discussion
With Senior EM Clinician

Consider Alternative
Diagnosis

! |

Request Urgent CT Thoracic Aorta

If Known Aortic Disease, Abdominal Pain, Lower Limb Symptoms, Or >1 High Risk Feature
From Different Groups In ADD-RS Request CT Whole Aorta

Contact Radiology Hot-Seat (136052) To Vet Scan, And Liaise With CT Control Room (133471)
To Expedite Scan

CONFIRMED AORTIC DISSECTION

¥

Move Patient To Resus

Inform EM Clinician In Charge
Transfer Images To On-Call Aortic Centre

If A Patient Has Had Previous Aortic Surgery At An Alternative Aortic Centre Also Transfer
Images To This Aortic Centre
7:00-17:30 Monday-Friday: Urgently Complete IEP Image Transfer Request Form On Qurplace
(Type ‘IEP’ To Find Form) & Follow-Up With Call To PACS Office (139093)

Out Of Hours & Weekends: Contact CT Control Room (133471) To Transfer Images
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MANAGEMENT OF CONFIRMED ACUTE AORTIC DISSECTION

CONFIRMED AORTIC DISSECTION

Move To Resus

Inform EM clinician in charge
Transfer images to on-call aortic centre (see ‘initial diagnosis’ flowchart’)
If a patient has had previous aortic surgery at an alternative aortic centre also transfer images to this aortic centre
Initiate intravenous blood pressure control

|
Referral

v

Referral Should Be Made By A Senior EM Clinician

If there is cardiac arrest with intubation, severe systemic disease, age >85 or high frailty index there should be
consultant involvement prior to escalation of management

: .

Type A (Ascending Aorta/Arch) Type B (Distal To Left Subclavian Artery)

|

Liaise With Cardiothoracic Tertiary Centre

Complicated Uncomplicated

CT: Severe aortic dilatation, signs of aortic
rupture (haemothorax, periaortic haematoma,
mediastinal haematoma)

Organ Malperfusion: AKI, metabolic acidosis,
rising lactate, lower limb ischaemia,
paraplegia, leg pain/paraesthesia/motor deficit

Accepted For Transfer l
Ring 999 and arrange a time-critical Liaise/Refer To St George’s Hospital (Vascular Surgery)
category 2 ambulance. Alternatively contact SGH Vascular: 0208 672 1255, Bleep 6640

ARCC-KSS on 03003034147 +

Discuss Urgently With Frimley Vascular Surgical Team

See ‘patient transfer’ section for full details.
There must be a suitably trained clinical
escort (see below)

Complicated: May need Uncomplicated: May be
transfer to St George’s for suitable for local management.
consideration of TEVAR or Discuss with ICU if decision

surgical intervention made for local management

Do not stop IV infusions

It is the responsibility of the referring clinician to initiate referral and transfer to the primary aortic centre

It is the responsibility of the primary aortic centre receiving the referral to facilitate escalation to alternative aortic
centres within or outside the London region, if there is lack of capacity

Once the primary aortic centre has identified an appropriate alternative receiving centre, it must coordinate with the
ED to arrange patient transfer

However, the referring clinician has a responsibility to facilitate and refer to alternative centres to avoid delays

If there is no capacity at the primary aortic centre, send images to the alternative South London aortic centres
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INITIAL MEDICAL MANAGEMENT OF ACUTE AORTIC DISSECTION

CONFIRMED AORTIC DISSECTION

Dual Cannulas
Blood Tests (VBG, FBC, U&E, CRP, LFT, Troponin, Amylase, Clotting, G&S)
Analgesia (Likely To Require IV Morphine)
Arterial Line (Preferably Right Side, Not To Delay Transfer)
Initiate Intravenous Blood Pressure Control

|
Hypertension

v

|
Hypotension

v

1st Line: IV Labetalol

Up to 0.25mg/kg bolus over 2 minutes (based on initial
blood pressure)

Followed by IV infusion of 1mg/min (titrated up to a
maximum of 5mg/min)

Titrate to a systolic blood pressure target of 100-
120mmHg within 30 minutes

Heart rate target is 60-75bpm within 60 minutes

h 4

2nd Line: IV Verapamil (Beta Blocker Intolerant)

Initial bolus of 5-10mg over 2-3 minutes

Followed by infusion of 10mg/hr. Uptitrate by Smg/hr
every 15 minutes to a maximum of 40mg/hr

Can be given neat via a large peripheral vein

Early Involvement Of ICU/Anaesthetics/Consider 2222

Urgently Liaise With Tertiary Centre: As outlined in
flowchart ‘Management Of Aortic Dissection’

Other Considerations: There is currently limited
evidence around administration of TXA or
anticoagulation reversal. Discuss with tertiary centre

If Evidence Of Active Bleeding/Signs Of Aortic
Rupture: Consider ‘Major Haemorrhage Call’

Cardiac Tamponade: In suitable patients, can be
managed with emergency pericardiocentesis (with
controlled pericardial drainage) in cases of severe
haemodynamic instability or fluid-refractory shock

(where surgery is not immediately available). Discuss
urgently with tertiary aortic centre

A4

Additional Vasodilator Agent(s) If Target Not Met With
Either Labetalol or Verapamil

Glyceryl Trinitrate 10-400mcg/min
Hydralazine 50-300mcg/min
Sodium Nitroprusside 0.5-8mcg/kg/min

Avoid using single agent vasodilator therapy as this
may cause a reflex tachycardia.

v

Other Agents If Targets Not Met Despite Multiple
Agents

Clonidine: 30-150mca/hr

V1 June 2026

Above Management Modified From South England Supra
Regional SOP & and Standard Operating Protocol For
Acute Aortic Syndromes, North London Cardiac ODN (14

Medications may have potential for extravasation

injury — monitor closely for signs of extravasation
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PATIENT TRANSFER

If accepted for transfer ring 999 and arrange a time-critical category 2 emergency
ambulance

o OR
Contact ARCC-KSS on 03003034147. SPOC available 24/7.

Give paramedic crew a printout of the CT report, key blood tests, and medications
administered.

Confirm specific location for patient to arrive on transfer (i.e. ED resus, ICU, theatre)
and the name of the accepting clinician.

There must be a suitably trained clinical escort in accordance with our local
guidelines ‘Emergency Department External Hospital Transfer’.
o Level 3 (Ventilated): ICU/Anaesthetic Transfer or ARCC-KSS
o Level 2 (Haemodynamic Support/Vasoactive Infusion): ICU/Anaesthetic
Transfer or ARCC-KSS
o Labetalol Infusion +/- Arterial Line: ED Nurse Escort or ARCC-KSS

ACUTE AORTIC DISSECTION LONDON ROTA CONTACT DETAILS

V1

The up to date rota can be found on ourplace by searching ‘dissection’, or ‘AAD’
Contact details below correct as of January 2026

St George’s Cardiothoracics: 0208 672 1255, Bleep 7370

St Thomas’ Cardiothoracics: 07729 102021 or 020 7188 7188, Via Switchboard
King’s Cardiothoracics: 020 3299 9000, Bleep 946 or 020 3299 7239

St George’s Vascular: 0208 672 1255, Bleep 6640

St Thomas’ Vascular: 020 7188 7188, Via Switchboard
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