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ABSTRACT

Pericardial effusions are frequent conditions, there etiologies are dominated by: acute
infarction of the myocardium, myocarditis, metabolic disorders, certain neoplasias,
inflammatory or infectious diseases, traumatisms and cardiac surgery. The dissection of
the aorta is one of the rare conditions; it is primarily due to a rupture of the ascending
aorta and presents diagnostic difficulties.We report the case of an 80 years old male, with
a medical history of chronic smoking stopped since 2 years, a recently discovered of
hypertension, a surgery for an inguinal hernia and appendicitis. Presented in our
formation with an expansive pericardial effusion; clinical examination found an
asymmetry of upper extremity blood pressures, thoracic radiography showed an unrolled
aorta. Thoracic CT scan has allowed the diagnosis of aortic dissection type 1 of De
Bakey classification and type A of Stanford. The patient was referred to a cardiovascular
surgical center where he benefited of the replacement of the dissected aorta by a
prosthetic tube while preserving his native valve, with positive outcomes.Our clinical
observation aim to discuss diagnostic of dissection to any pericardial effusion or
pericarditis, even in the absence of usual symptoms, in order to avoid any diagnostic
delay. In our methodology we have overview a systemic review included PuBMed,; all of
our results in discussion are not based to basis recommendations because of the
uncommun presentation having problem in extrapolating strong evidence but we have
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reporting somes basis of experts’ opinion.

Introduction

The pericardium is a serous membrane surrounding the
heart; it is composed anatomically of a fine intern visceral
layer called epicardium, and an extern parietal resistant layer
called pericardium. Pericardial effusion is a pathological
increase in the intra-pericardial liquid, etiologies are
dominated by: acute infarction of the myocardium,
myocarditis, metabolic disorders, certain neoplasias,
inflammatory or infectious diseases, traumatisms and cardiac
surgery. The dissection of the aorta is one of the rare etiology
, it is primarily due to a rupture of the ascending aorta and
presents diagnostic difficulties.
Observation

We report the case of an 80 years old male, with a
chronic smoking stopped since 2 years, a recently discovered
hypertension, a surgery for inguinal hernia and appendicitis.
For 15 days he presented progressively an exertional dyspnea
associated with chest pain in the leaning ahead position with
a preserved general state. Clinical examination found
respiratory frequency of 20/min, a heart rate of 119/min and a
blood pressure of 150/100 mmHg in the left arm and 130/100
mmHg in the right arm, heart sounds were muffled. The EKG
revealed a left axial deviation, poor R wave progression,
negative T waves in the inferior territory, and ventricular
extrasystoles. Chest X-ray showed an unrolled aorta and a
water bottle configuration of the cardiac shadow with a
cardio-thoracic ratio of 0,7 [firugel].
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Echocardiography objectified an abundant
circumferential pericardial effusion (25 mm en retro-VG, 22
mm antéro-VD et latéro-VD) without respiratory variations
of trans-valvular flows nor compression of the right cavities,
the vena cava was not dilated, and there was no anomalies on
the aortic valve.

Biological assessment has revealed an anemia with a Hb
at 9.2 g/dL, a hyperleucytosis at 14520/mm3, a moderated
impaired renal function with a creatinin at 12,63 g/l (creatinin
clearance = 58 ml/min), troponin value was normal and CRP
was increased at 217.52 mg/I.

The cervical and thoraco-abdomino-pelvic CT Scan
identified an aortic dissection of the ascending aorta extended
to the brachiocephalic trunk [figure2].

The patient’s condition was stabilized, and the surgical
indication was established, therefore the patient was referred
to a cardiovascular surgery center.

Discussion

The aortic dissection is a longitudinal tear in the aortic
wall starting from an intimal breach which can occur in
variable segments of the aorta. It is a serious event
threatening the patient’s life, the polymorphic clinical
presentation makes all diagnosis difficulty [1]. The acute
aortic dissection was first described 200 years ago by Dr
Nicholls, doctor of King George Il. It is correlated with a
high rate of morbidity and mortality, lethality is due to
serious physiological disorders and complications such as
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cardiac tamponde, myocardial infarction and hypoperfusion
of the brain, the kidneys, the spinal cord ... [2].

In our case rapport a pericardial effusion can be the first
sign —during early stages— of the aortic dissection. There is an
interval between the beginning of the pericardial effusion and
occurrence of a fatal hemorrhage of the aorta which allows
the diagnosis; the surgical treatment must be early in order to
improve survival [3]. Clinically, 90% of aortic dissections are
revealed by brutal and intense chest pain. However, some
patients remain asymptomatic (6%) [4]. Unfortunately this
clinical situation is uncommon , and the pericardial effusion
is not often detected in patients who die of aortic dissection:
series of autopsy of Hirst and his colleagues showed that only
6% had a detectable pericardial effusion and only 4% had a
pericardial fraction [5].

These data are coherent with the observation carried out
at Henry Ford hospital in Detroit: 3 of the 104 patients with
aortic dissection had a pericardial effusion. Clinical
presentation and EKG of pericardial effusion complicating an
aortic dissection are not specific [6]. The often selected
diagnosis is the one of idiopathic pericarditis. This error off
diagnosis is reinforced by the higher total prevalence of the
idiopathic pericarditis compared to the aortic dissection.
Only a suspicion of a high probability of pericardial effusion
associated with aortic dissection can facilitate the diagnosis.
The chest X-ray in a front view had a diagnosis sensitivity of
67%, in can show a widening mediastinum, a pleural effusion
or an abnormal aortic contour as in the case of our patient
where the aspect of unrolled aorta was among the telltale
signs.

The echocardiography occupied an important place, it
can show signs of cardiac tamponade which is a frequent
complication of aortic dissection Type A, occurring in 19%
of the patients in an international register, and which is
correlated with a high rate of mortality [7,8]. The origin of
the pericardial effusion is probably a slow escape of blood in
the pericardial cavity starting from the aorta, before the aortic
rupture which can lead to a massive and fatal hemorrhage [9].
When clinical, radiological and echocardiographic signs
allow suspecting a rupture or a dissection of the aorta — such
as in our patient’s case — thoracic CT Scan with injection of
contrast agent must be carried out immediately. Not only
does it allow carrying out the diagnosis by identifying the
dilated aorta, the false channel and the intimal breach, but
also it can show some complications due to the dissection
such as hemopericardium or hemothorax [10].
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Figure 1.Thoracic CT Scan with contrast agent injection.

_. Figure 2. Chest X-ray : front view.
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Conclusion

Our clinical observation encourages thinking of aortic
dissection in front of any pericardial effusion or pericarditis,
even in the absence of usual symptoms, in order to avoid any
noxious diagnostic delay.
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