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	Ein cyf / Our ref: 021/22/FOI 


	Dyddiad / Date: 30th May 2022 


Further to your request for information dated 14th April 2022, I am pleased to provide the following response. Please accept our apologies for the delay. 
Your request and our response: 
1. Do you have a policy and/or written procedures for how Betsi Cadwaladr University Health Board (BCUHB) responds to patients presenting at A&E with chest pain or suspected heart related conditions? 
Please refer to the embedded guidelines below which are followed in BCUHB when a patient presents at the Emergency Department (ED) with chest pain or suspected heart related conditions. 

      
[image: image1.emf]ED  diagnosis_of_thoracic_aortic_dissection.pdf


2. Do you have a policy and/or written procedures for managing suspected aortic dissection? 

Please refer to the embedded document below which is followed in BCUHB for managing suspected aortic dissection. 

[image: image2.emf]aortic dissection  pathway BCUHB & LUHFT&LCTC.pdf


3. Do you have a policy and/or written procedures for managing aortic dissection once diagnosed? 
Please refer to the documents provided in our responses to questions 1 and 2 above. 
4. If you have a policy or procedures in place regarding aortic dissection, what is the process in BCUHB for ensuring that all clinical staff are made aware and are reminded?  
BCUHB follow pathways and Standard Operating Procedures (SOPs) which all relevant clinicians are aware of and have access to. 
5. If you provide training, please provide a copy of the training material. Do you have any training / induction to ensure that all staff are familiar with it? 
All pathways are available on the internal systems in BCUHB and all new members of staff receive an induction programme which includes how to access relevant documents. For trainee staff members, supervision is provided and competencies have 

We welcome correspondence through the medium of Welsh

Rydym yn croesawu gohebiaeth drwy gyfrwng y Gymraeg
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Summary of recommendations 
 


1. All clinicians working in the emergency department should be made aware of the 
difficulties in excluding the diagnosis of TAD and the need to be aware of local policies 
and resources to assist in this as part of their induction.  


2. Each emergency department must have agreed protocols between themselves and 
their radiology department regarding requests for CT Aortagrams in cases of 
suspected thoracic aortic dissection. 
 


3. Thoracic aortic dissection is a time critical emergency and provision must be available 
for the ED to rapidly access CT Aortagrams throughout the whole 24hr period. 
 


4. If the ED suspects a patient has a TAD it is the role of the ED to request the scan and 
act on the result.  This responsibility should not be passed onto another clinical team. 
 


5. All emergency departments should have a local protocol or pathway detailing the 
actions to be taken once a diagnosis of TAD has been made. This should include 
details of blood pressure management and local urgent referral pathways to specialist 
surgical centres, where appropriate. 
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Scope 
 
Diagnosis of thoracic aortic dissection in adult patients attending the emergency department.  The 
guideline focuses on diagnosis rather than management. 
 
 
Reason for development 
 
The diagnosis of thoracic aortic dissection (TAD) is often difficult to establish in emergency 
department (ED) patients attending with chest pain.  Key to making the diagnosis is the awareness 
amongst emergency physicians (EPs) of the need to consider the diagnosis in patients presenting 
with chest pain.  EPs should also have an awareness that TAD can present subtly or in young 
patients and that their pain may have migrated or dissipated by the time they are seen.  Surveillance 
data suggests that opportunities to diagnose cases of TAD are being missed in the ED, often with 
catastrophic consequences.  This guideline seeks to provide a consensus opinion with regards to 
which patients should be considered for CT scanning (the diagnostic modality of choice) whilst 
accepting that this is still an area of considerable controversy and concern.  
 
 
Introduction 
 
TAD is a relatively uncommon cause of chest pain (acute coronary syndrome is 100-200 times more 
common) but can be catastrophic with an in-hospital mortality rate of 27% [1].  This makes deciding 
which patient to request a CT scan on particularly difficult.  There are numerous examples of patients 
attending EDs with chest pain and being discharged without the diagnosis of TAD having been made 
(Appendix 1). 
 
Risk factors for TAD include hypertension, collagen disorders (Marfan’s, Ehler-Danlos), inflammatory 
vasculitis (giant cell arteritis, Takayasu arteritis, rheumatoid arthritis), instrumentation or structural 
abnormalities of the aorta (cardiac catheterisation, bicuspid valve, aortic co-arctation, valve 
replacement), pregnancy.  Male sex and advancing age are also risks. 
 
Patients with TAD may present with chest pain which is said to be tearing in nature located in the 
inter-scapular region, however the most discriminating feature of the chest pain is that it is of sudden 
onset with its worst severity being at its onset [2].  Chest pain may occur alone or in combination 
with back pain, syncope, or new onset neurological deficit.  Patients may also present with 
complications from TAD including myocardial ischaemia, heart failure, pericardial effusion, pleural 
effusion, renal failure and mesenteric infarction.  Clinical findings in TAD may include pulse deficits, 
aortic regurgitation, unequal blood pressure in both arms, unexplained hypotension or commonly no 
specific clinical signs. 
 
15% of patients with TAD have a normal chest X-ray (changes suggestive of TAD include widened 
mediastinum >8cm on a PA film, abnormal (ie. blunted) aortic knob, ring sign [displacement of the 
aorta >5 mm past the calcified aortic intima], pleural effusion, pleural cap (fluid in the apex of the 
hemi-thorax), deviation of the trachea & left main bronchus.  A normal PA Chest X-ray (CXR) does 
not exclude or confirm TAD.  The main use of a CXR is to exclude alternative causes of chest pain 
such as pneumonia.  It is important that performing a CXR does not delay definitive diagnosis.  30% 
of patients have a normal ECG [1].  
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dDimer levels rise abruptly following some types (but not all) of TAD with some evidence to suggest 
that a level of <500ng excludes the diagnosis (however the false negative rate may be between 4%-
18%) [3,4], the causes of elevated dDimers are multiple. Echocardiography may in some settings 
have a role to play in the diagnosis of TAD; however transthoracic echo (TTE) will miss 30% of 
dissections, transeosophageal echo is more sensitive than TTE (NPV 99%) [2]. 
 
The diagnostic modality of choice is CT Aortagram (CTA) which has high diagnostic accuracy in 
discriminating the various components of TAD [5].  Initial non-contrast acquisition should form part 
of the scanning protocol for its value in assessment of intramural haematoma.  A post contrast CT 
of the aorta will delineate the full extent of dissection and involvement of branch vessels.  Arterial 
phase acquisition should routinely be performed with ECG synchronisation (gated scan) with the aim 
of producing motion-free images of the aortic root.  Prospective triggering should be used where 
possible in order to reduce radiation dose.  In low to intermediate risk patients without any abdominal 
or lower limb symptoms, the coverage should be limited to the thorax in the first instance to limit the 
radiation dose. If dissection is found to involve the upper abdominal aorta, completion imaging may 
be required.  Extended coverage to include the whole aorta is necessary from the very beginning in 
high risk patients or those with known aortic disease. 
 
Emergency department access to CT scans is key to the rapid diagnosis and institution of 
appropriate management.  Ensuring there are minimum barriers to CT scans includes ensuring EPs 
consider the diagnosis in appropriate cases and local protocols are in place for urgent CT scans 
meeting the appropriate criteria.  Centres that have successfully addressed their TAD missed 
diagnosis rate by implementation of awareness raising programmes and increased access to CTA 
have reported a 3% pickup rate for TAD and 42% pickup rate for alternative diagnoses [6].  It is worth 
reflecting that the diagnostic yield of CTPA for pulmonary embolus varies between 4.7 to 31% [7] 
and the diagnostic yield of a potentially neurosurgical lesion CT head scan in patients with minor 
head injury (NICE indications) is only 3% [8]. 
 
TAD is a time critical emergency and provision must be available for the ED to rapidly access 
urgently reported CTAs throughout the whole 24hr period. 
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Recommendations 
 
All clinicians working in the ED should be made aware of the difficulties in excluding the diagnosis 
of TAD and the need to be aware of local policies and resources to assist in this as part of their 
induction. Teaching about the pitfalls of presentation and diagnosis, along with regular shop floor 
discussion (board rounds etc.) are key to raising awareness.  
 
For patients presenting to the emergency department with chest pain, a CTA should be requested if 
any of the high risk features below are present or in the case of more than one high risk feature from 
different boxes a CTA whole aorta UNLESS another cause of the chest pain is clearly identified and 
evidenced eg. acute myocardial infarction, pneumothorax, pulmonary embolus etc. 
 
 


High Risk 
CONDITIONS 


High Risk Pain 
FEATURES 


High Risk 
CLINCAL FINDINGS 


Marfan syndrome 
Connective tissue disease 
Family History Aortic Disease 
Known aortic Valve Disease 
Recent Aortic Manipulation 
Known thoracic aortic 
aneurysm 


Chest, back or abdominal pain 
described as: 
ABRUPT in onset / severe in 
intensity 


Or 
Ripping/tearing/sharp or 
stabbing quality radiating to 
back 


Pulse deficit 
Systolic BP differential 
(>20mmHg) 
Focal neurological deficit (in 
conjunction with pain) 
Aortic regurgitation murmur 
(new or not known and with 
pain) 


 
For patients presenting with chest pain who do not have any high risk features listed above, further 
investigation should occur along standard lines.  In the event of diagnostic uncertainty the decision 
to proceed to CTA should be taken by a senior emergency medicine clinician taking into account the 
clinical history, examination and investigation results. 
 
If the ED suspects a patient has a TAD it is the role of the ED to request the scan and act on the 
result, this responsibility should not be passed onto another clinical team. 
 
All emergency departments should have a local protocol or pathway detailing the actions to be taken 
once a diagnosis of TAD has been made. This should  include details of blood pressure management 
and local urgent referral pathways to specialist surgical centres, where appropriate. 
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Disclaimers 
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and application of this guideline, the use of current information and a patient’s overall care and 
wellbeing resides with the treating clinician. 
 
 
Research Recommendations 
NCEPOD should undertake a national review of all TAD deaths. 
Incidence of pulse deficits and unequal blood pressure in non-chest pain population. 
The role of dDimer as a screening test for TAD in ED patients presenting with chest pain and ECG 
finding not consistent with infarction or ischaemia. 
 
Audit standards 
None 
 
 
Key words for search 
Thoracic aortic dissection, acute aortic syndrome, aortic dissection 
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Appendix 1 
 
Examples of selected cases of Missed Thoracic Aortic Dissection in the Emergency 
Department from a 10 year period to date 
Case #1 
39yr man, known hypertension and smoker presents to the ED with chest pain. Chest pain 
-severe, sharp, central chest pain, radiating to the left side of his chest, left shoulder and 
half way down his left bicep. His pain was noted to have been exacerbated by movement or 
left arm straining, and he was discharged home with a diagnosis of musculoskeletal injury 
with a plan for analgesia and instructions to return if his symptoms worsened. Normal ECGs, 
negative dDimer and Troponin. 
He returns 5 days later the Emergency Department SHO recorded that he complained of 
sudden onset chest pain, which radiated through to his back, whilst lying on his sofa. The 
pain was described as severe and constant, and he had vomited 3 times.  A diagnosis of 
gastritis or pericarditis was made by the ED and the patient treated with morphine, 
omeprazole and IV fluids.  Patient referred to the medical team, normal amylase and 
troponin. Seen by medical team, thought differential diagnosis not unreasonable but noted 
Bilateral BPs as 174/109 mmHg (left arm), and 147/107 mmHg (right arm).  Discharged 
home, returned 1 day later in cardiac arrest and was unable to be resuscitated. 
 
Case #2 
49-year-old presented at the ED with non-radiating, stabbing chest pain and was 8/10 in 
severity at the onset. He reported that his vision went cloudy and he felt SOB but was not 
sweaty or clammy. The severity of the pain was 3/10 after receiving IV morphine, aspirin 
and GTN. He smoked 20 cigarettes per day but there was no other medical or drug history. 
He scored 0 on NEWS 2 and his two high sensitive troponin levels were 9.4ng/L and 9.7ng/L 
(no significant change between the two samples taken 3 hours apart). The ECG was NSR 
with T- wave inversion in Lead 1, AVL, V4, V5 and V6. The blood results were normal except 
that his WCC was 12.5 and D-Dimer was 1592. Chest X-ray was clear. He was referred to 
the medical team with a diagnosis of possible pulmonary embolism (PE) and treated with 
enoxaparin. The case was discussed with the Medical Registrar and the patient was 
discharged with a plan to return the next day for a CTPA via the AEC. NEWS2 score zero 
for the preceding 3 hours. Ten minutes after discharge he suffered a cardiac arrest and was 
unable to be resuscitated. 
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Appendix 2  Examples of CT findings in thoracic aortic dissection  
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Appendix 3  Safety Alerts 
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Appendix 3  Safety Alerts, continued 
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AORTIC DISSCECTION PATHWAY 


 


Background  


 


Acute Aortic Syndrome (AAS) is a collection of acute aortic pathologies that includes acute 


Type A aortic dissection, acute Type B aortic dissection, intramural haematoma, penetrating 


atherosclerotic ulcers and blunt trauma related injury. All have different risks and require 


different management pathways. Acute Type A pathologies involve the ascending aorta and 


typically require immediate surgery. Type B pathologies involve a variable extent of the 


thoracoabdominal aorta with uncomplicated presentations managed medically and 


complicated presentations with leaks or malperfusions managed urgently. Often acute on 


chronic pathologies represent more complex scenarios requiring bespoke patient specific 


approaches.   


 


The Liverpool Heart and Chest Hospital with a specialised Thoracic Aortic Aneurysm Service 


and the Royal Liverpool University Hospital as the hub of regional vascular service (LiVES – 


Liverpool Vascular and Endovascular Services) to which north Wales vascular refers 


appropriate cases.  
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 Acute Aortic Pathologies  


1) Type A Acute Aortic Syndrome (AAS)  


a. Acute Type A aortic dissection  


b. Acute Type A Intramural Haematoma (IMH)  


2) Type B Acute Aortic Syndrome  


a. Uncomplicated dissection   


b. Complicated dissection  


c. Intramural Haematoma  


d. Penetrating Aortic Ulcer (PAU)  


3) Acute on chronic thoracoabdominal aortic disease  


4) Other  


a. Mycotic aetiologies  


b. Trauma  


  







 


 
 


 


 
 


 


 


Acute Type A aortic dissection or IMH  


Pathology  
Acute Type A aortic dissection is a splitting of the tunica media resulting in a true lumen and 


a false lumen.   


  


Figure: Acute Type A involves the ascending aorta while acute Type B does not.  


  


The natural history following the index event is poor with a 1% mortality over the first 48 


hours. Patients die of rupture and tamponade, aortic insufficiency and heart failure as well as 


malperfusion syndromes of the coronaries, cerebral circulation, viscera and limbs. Crucial to 


a successful outcome is early diagnosis, immediate medical management and transfer to the 







 


 
 


 


 
 


 


 


nearest specialist centre for surgery. Intra-mural haematoma is a bruising of the aorta due to 


rupture of the vasa vasorum and has been shown to carry the same risk profile as formal 


aortic dissection and requiring surgery. While surgical and anaesthetic techniques have 


improved and with them outcomes, there remains a stubbornly high mortality even in 


specialist centres.  The reasons for this are three fold: 1) delayed diagnosis and end-stage 


disease on arriving in theatre; 2) poor initial medical management, and 3) delays in transfer 


between hospital and into the operating room. This document is intended to offer guidelines 


to improve these three remaining challenges.  


Presentation  


Patient may present with classical chest pain striking from front to back between the scapula 


blades. However, they may present in a variety of ways including atypical chest, stroke, heart 


failure, acute abdomen and limb ischaemia, depending on the extent of dissection, degree of 


end-organ involvement and degree of malperfusion. As aortic dissection is a rare disease 


and represents only a very small proportion of patients presenting with chest pain, the key to 


making the diagnosis is to always “think dissection”.  


Diagnosis  


The rarity of acute Type A is the Achilles heel of the disease. Doctors in A& E will rarely if 


ever see a patient. Campaigns encourage doctors 


(http://www.aorticdissectionawareness.com/aortic-dissection/) to think aortic dissection 


however by far the biggest reasons for chest pain are myocardial infarction, pulmonary 


embolism and non-specific musculoskeletal aetiologies. Standard investigations for chest 


pain will include: bloods (incl. cardiac enzymes and D-dimers), ECG and  



http://www.aorticdissectionawareness.com/aortic-dissection/

http://www.aorticdissectionawareness.com/aortic-dissection/

http://www.aorticdissectionawareness.com/aortic-dissection/

http://www.aorticdissectionawareness.com/aortic-dissection/





 


 
 


 


 
 


 


 


CXR with more advanced imaging including echocardiography and CT scans. Standard 


investigations together with a thorough history and examination should lead the doctor to at 


least suspect aortic dissection and order specialist investigations particularly CT. Echo is 


ideal but not mandated and should not delay the management of the patient. Evidence for 


malperfusion should be assessed once the diagnosis is made.  


Early management  


Patients need immediate intravenous access, analgesia and blood pressure control. Ideally 


all patients should have:  


1) IV access  


2) Labetalol infusion  


3) Catheter  


4) Arterial line  


This is important to reduce risks of rupture or extension of the dissection as well as allow 


safe transfer.  


Referral  


 


Type A: the referring hospital (YGC, YG, WMH) should directly contact LHCH as below 


(please contact the vascular surgeon on call in YGC if there are any difficulties) 


 


All acute Type A pathologies should be referred to LHCH. Arrange blue light CTA 


images transfer to LHCH via the hospital CT room. At the Liverpool Heart and Chest 


Hospital there are a numbers of ways to refer in however the fastest pathway is to ring 







 


 
 


 


 
 


 


 


switchboard (0151 2281616) and ask to be put through to the Aortic Fellow. The Aortic 


Fellow will take the details and request transfer of imaging CT scan. If the Aortic Fellow 


cannot be contacted then the Senior Surgical SpR should be contacted by switchboard. 


Failing that, or if there is a desire to speak directly to the consultant on-call aortic surgeon, 


switchboard will put you through to one of Mr Kuduvalli, Mr Field, Miss Harrington or Mr 


Nawaytou.  


Ideally we would prefer an ECG gated CT entire aorta. Gated CT scans may not always be 


possible and if there is any question about non-gated motion artefact in the images of the 


root which give the appearance of a “pseudo-dissection” the patient may require transfer for 


a gated scan. On occasions the diagnosis may be made on a CT PA or on a CT scan which 


doesn’t cover the entire aorta. In these circumstances it will be preferable to transfer the 


patient to our hospital for further specialist images rather than delaying transfer. On 


occasions there may be issues transferring the images on PACs via the Link. Should this be 


the case, transfer should be based on the report and image transfer should not delay 


transfer. We do need to see the images before taking the patient to theatre and therefore as 


a last resort the patient should be sent along with a CD containing the appropriate images 


along with the password for access. If the patient arrives with no access to images a repeat 


CT will be required which will delay surgery.  


Transfers  


Once accepted by the surgeon, there will need to be a discussion with our on-call Intensivist 


regarding an ITU bed. The Matron in our ITU will contact the nurses in the referring hospital 


to arrange a blue light transfer. The patient must not be put in an ambulance and transferred 


until our nurses confirm a bed is available. Please contact LCHC if there is no information 


regarding ITU bed after 30 minutes.  







 


 
 


 


 
 


 


 


Ideally the patient should be transferred with a medical escort with monitoring (IV access, 


arterial line and catheter) as well as strict BP control with Labetalol. There is no room for a 


so-called “scoop and run” approach. A safe and stable transfer is essential.  


Destination within LHCH  


Patient will normally be transferred into the Critical Care Area which may be:1) Intensive 


Care, 2) Post Operative Care Unit (POCCU) , or 3) Coronary care Unit. For some selected 


patients the destination will be directly through the Critical Care Area into the Theatre Suit. 


These patients will be those identified at very high risk:  


1) Peri-arrest  


2) Obvious tamponade  


3) Evidence of myocardial infarction  


4) Evidence of general low cardiac output and/or malperfusion  


(lactate >4)  


5) Evidence of limb ischaemia  


These features should be identified to the surgeon taking the referral.   
 
More stable pain free patients with no compromise will be assessed on ITU first. This is 


particularly the case for stable patients with a delayed (over days) diagnosis or patients who 


have sustained a stroke.  


  







 


 
 


 


 
 


 


 


Standard Setting  


 Key Quality Markers  


1) Door to skin within 6 hours  


2) Diagnosis  


a. Diagnosis within 4 hours of arrival  


3) Early management  


a. All the following:  
i. Labetalol infusion  


ii. Arterial line iii. Catheter  


iv. IV access  


4) Transfers  


a. Transfer to centre and theatre within 2 hours  


Feedback  


Feedback to referring A&E will be on an annual basis to the head of Department and 


benchmarked against our KQI.   


 


 


  







 


 
 


 


 
 


 


 


 2) Type B Aortic dissection or IMH  


a. Uncomplicated dissection   


b. Complicated dissection  


 Pathology  


Acute Type B aortic dissection, like acute Type A, is a splitting of the tunica media however 


not involving the ascending aorta. The risk profile is different to acute Type A aortic 


dissection without the risk of cardiac tamponade, aortic valve insufficiency or myocardial 


infarction. The default management is medical and associated mortality is around 10-15% for 


uncomplicated disease. If there is malperfusion of spinal cord, viscera vessels, renal vessels 


or limbs or evidence of contained rupture then intervention may be required.  


The challenge with acute Type B aortic dissection is not just diagnosis, early management 


and transfer as with acute Type A, but managing the heterogeneity of specialities involved 


and stewarding the patient into a regional single point of contact (SPOC) and MDT 


discussion. Those specialties involved in diagnosis and care  often include: Accident and 


Emergency, General Medicine, General  


Surgery, Cardiology, Intensive Care, Vascular Surgery and Cardiac Surgery. The pathway to 


specialist care is equally diverse in the region with most hospitals caring for uncomplicated 


acute Type B aortic syndromes under the advice of LANTAS (Liverpool Acute Network 


for Thoracic Aortic Services) and complicated presentations transferred into RLUH or 


LHCH.  


 







 


 
 


 


 
 


 


 


 


Presentation and Diagnosis  


Patients present is a vast variety of ways but principally chest pain and as such the difficulty 


like for acute Type A aortic dissection is in diagnosis and identifying them from myocardial 


infarction, pulmonary embolism and non-specific chest pain. Patients may present in other 


complex ways relating to visceral malperfusion and limb ischaemia. History and examination 


and a differential diagnosis of aortic dissection are key. Standard investigations will include: 


ECG, cardiac enzymes, D-dimers, CXR however the diagnosis is made on CT scan. A 


contrast CT of the entire aorta is required.  


Early Management  
The pathway for patients is dependent on the extent of the dissection and the presence or 


not of malperfusion.  


 1) Uncomplicated  


Patients diagnosed with uncomplicated acute Type B aortic dissection or IMH will be 


managed medically and with serial imaging typically in their presenting hospital under the 


advice of LANTAS.  Patients should be admitted to a Critical Care Area / coronary care unit  


and require:  


1) IV access and analgesia  


2) Arterial BP monitoring and Labetalol infusion  


3) Urinary catheter  


Please refer to the vascular surgeon on call in YGC via switchboard.  







 


 
 


 


 
 


 


 


All uncomplicated type B dissections should be transferred to YGC for joint management as 


vascular / CCU or vascular ITU . The vascular on call surgeon in YGC will arrange CCU/ITU.  


Patient should be transferred to YGC resus to be allocated to a CCU / ITU bed.   


 


The aim of management is to steward the disease into a chronic state to enable monitoring 


and follow-up on an out patient bases and possible elective aneurysmal surgery or TEVAR. 


Patients should be monitored for signs of progression of the AAS whether that be 


malperfusion or leak.  


Serial CT scanning is the only way to accurately monitor the disease in the acute phase and 


we recommend that after the initial diagnostic CT scan further scans are performed at 48 


hours and 5 days. This may be modified of course if there is on-going pain or a suspicion of 


disease progression.   


During this period the patient should be established on oral antihypertensive therapy and will 


typically include B-blockers, calcium channel blockers, ACE inhibitors and alpha blockers. 


Providing the patients BP is well controlled, pain has settled and CT scans are satisfactory, 


they may be discharged home to be seen in clinic at LHCH at 4 weeks with a CT on arrival. A 


formal letter of referral should be sent on discharge. The patient will be discussed at the next 


Aortic MDT at LHCH and considered for TEVAR in the subacute phase (2-12 weeks).  


  


  







 


 
 


 


 
 


 


 


 2) Complicated  


 


Whether the initial diagnosis is of a complicated acute Type B aortic syndrome or the 


disease progresses under follow-up, transfer is warranted to LHCH or RLUH.  


All complicated Type B: the referring hospital (YGC, YG, WMH) should directly contact RLUH 
(please contact the vascular surgeon on call in YGC if there are any difficulties) 
 
Contact: Initial contact should be either LHCH. At LHCH ask Switchboard for the Aortic 


Fellow on-call. If this fails other points of contact are the Cardiac Surgical SpR on-call, 


Hospital Coordinators or Aortic ANP Coordinator (Jammie Doolan).  


Alternatively the consultant aortic surgeon on-call may be contacted directly. At RLUH there 


is a Vascular SpR on-call or the Vascular Surgeon may be contacted directly. 


 


Arrange blue light CTA images transfer to RLUH via the hospital CT room. 


 Complicated acute Type B will include:  


a) Paraplegia  


b) Visceral malperfusion  


c) Renal malperfusion  


d) Ischaemic limbs  


e) Contained leak  


f) Enlarging pleural effusions  







 


 
 


 


 
 


 


 


Other issues:  


a) Retrograde dissection evolving into an acute Type A  


b) Persistent pain  


c) Rapid expansion  


d) Uncontrolled hypertension  


Under these circumstances intervention may include TEVAR, Arch and Frozen Elephant 


Trunk or as a last resort open thoracoabdominal aortic surgery.  


Referral 


   


Once the patient has been accepted into RLUH through pathways described above, 


coordination is required with the Matron in-charge of the relevant Critical Care Area. 


Transfers should not occur until a bed is confirmed.  


 


Transfer  


Transfers should be with a medical escort and include:  


a) IV access and strict BP control with Labetalol  


b) Arterial line  


c) Urinary catheter  







 


 
 


 


 
 


 


 


Virtual MDT Management  
Management of these patients will typically involve a virtual MDT of relevant specialists to 


agree and ensure appropriate management.  


  


Aortic MDT  
All cases are mandated to undergo a formal MDT discussion at monthly meetings at LHCH 


on second Wednesday of every month at 0815 in Radiology Seminar Room. Any interested 


Physician is welcome to attend.  


Outpatient Reviews  
Weekly clinics in LHCH or RLUH are available to review patients in follow-up phase. Follow-


up will likely be for life and relevant referrals are made including genetic service.  


 
 3) Acute on chronic thoracoabdominal disease  


Acute on chronic thoracoabdominal disease is a common referral and represents the far end 


of complexity in terms of management. Depending on the age, co-morbidities and general 


fitness the patient may be transferred into LHCH or LHCH. Diagnosis, early  


management and referral should follow-up the same guidelines above for acute Type B 


aortic syndromes.  


  4) Other (Mycotic aneurysms, Vasculitis, Trauma)  


1) Mycotic aneurysm  


a. Mycotic or infected aneurysms are complex pathologies and difficult to manage. 


Referrals should be via LHCH or RLUH depending on proximity and pathology. 


Transfer is often warranted.  







 


 
 


 


 
 


 


 


2) Active vasculitis  


a. Active vasculitis of large vessels is complex to manage and often multi-


disciplinary with our physicians. Referrals should be via LHCH or RLUH 


depending on proximity and pathology. Transfer is often warranted.  


3) Blunt Traumatic Aortic Rupture  


a. BTAR requires immediate referral to the on-call consultant at LHCH or RLUH.   


  Additional Information  


1) American Heart Association Guidelines  


2) European Guidelines  


  







 


 
 


 


 
 


 


 


  






