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Introduction
Evaluation of patients with multiple trauma in the emergency 

department may be prolonged according to the severity of the 
injury and the accompanying diseases of the patient [1]. While 
these patients feel pain at a high rate due to the severity of the 
injury pain, the pain associated with an invisible internal organ 
or vascular injuries is hidden. Bleeding caused by these hidden 
injuries can cause blood loss and accordingly hemorrhagic shock. 
Traumatic hemorrhagic shock is extremely rare even in the largest 
trauma centers, and it constitutes only 1-2% of admissions due 
to trauma [2]. Aortic injuries can rarely be seen in high kinetic 
energy traumas such as falls from heights, traffic accidents, plane, 
and railway accidents [3]. Aortic dissection is the separation of the 
tunica media of the aorta and the filling of blood into the aortic wall 
as a result of a tear in the aortic intima by various mechanisms [4]. 
In traumatic aortic rupture, intima, and media lasers are present, 
but the second lumen does not form in the media [5]. Within the 
dissected aorta, separate lumens, true and false lumens are formed. 
They are separated from each other by an intimal membrane called 
a flap. According to the time-based classification by De Bakey et 
al., He defines acute dissection in the first 14 days, subacute aortic 
dissection in the period between 14 days and 2 months, and chronic  

 
aortic dissection as dissections that have existed for more than two 
months [6-8]. 

The most common classification is that of De Bakey et al., 
accordingly, dissections starting from the proximal aorta and 
involving the whole aorta are classified as Type I, while those 
involving only the ascending aorta are Type II, and those involving 
only the descending aorta they are called Type III aortic dissections 
[9]. Another common classification is the Stanford classification. 
According to this classification, regardless of the distal extension, 
dissections involving the ascending and aortic aorta are called Type 
A, and those involving the descending aorta are called Type B [10]. 
Aortic dissections that occur after acute trauma have high mortality. 
The mortality rate of Stanford type B aortic dissections involving 
the descending aorta is quite high, at 50-60% [11]. Traumatic aortic 
rupture (AR) is usually fatal (up to 85% pre-hospital mortality) 
and is most common in the thoracic descending aorta [12-14]. 
Traumatic rupture of the aorta may occur as a result of fractures 
due to traumas at vertebral levels [15-16].In this case report, we 
aimed to draw attention to traumatic aortic dissection, which is 
very rare in the literature and can be overlooked in the intensity of 
emergency department admissions.
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Case Presentation
A fifty-two-year-old healthy male who had an in-vehicle 

traffic accident was referred to our emergency department with 
an ambulance. When the patient’s complaints were questioned, 
he mentioned low back pain and abdominal pain. On admission, 
Glasgow Coma Score: 15, cooperative and oriented and his vital signs 
were normal (blood pressure130/80 mmHg, heart rate 84/minute, 
respiratory rate 14/minute, Oxygen saturation (SpO2): 94%. Their 
respiratory and cardiovascular system in physical examination his 
examination was normal. Sensitivity was detected on palpation 
over the lumbar (L) vertebra 4-5. Nothing abnormal was detected 

on palpation of the abdomen. Bilateral 3/5 power loss was present 
in both lower extremities. Sensory examination was normal. Other 
physical examination for trauma did not reveal any features. 
In complete blood count and biochemistry tests, white blood 
cell counts 12500/mm3, hemoglobin 11,1g/dL hematocrit 33% 
were detected. Other laboratory tests were normal. Compression 
fracture of the L4-5 vertebra was detected in the spinal vertebra 
computed tomography (Figure 1). In contrast-enhanced thorax and 
abdominal computed tomography, an appearance compatible with 
4cm aortic dissection including the aortic arch and the junction 
of the descending aorta was observed (Type-3 Aortic Dissection) 
(Figure 2). 

Figure 1: Spinal vertebra computed tomography; Compression fracture of the L4-5 vertebra and canal compression due to the 
fracture (red arrow). 4 cm aortic dissection in the abdominal aorta (green arrow).

Figure 2: Spinal vertebra computed tomography; Compression fracture of the L4-5 vertebra and canal compression due to the 
fracture (red arrow). 4 cm aortic dissection in the abdominal aorta (green arrow).

Due to a lumbar fracture, the patient was consulted with 
Neurosurgery. He was consulted with cardiovascular surgery due to 
aortic dissection. The patient was operated by both clinics together. 
‘Endovascular Aortic Stent Graft’ Applied by cardiovascular surgery 
team. Surgical repair was performed by a neurosurgeon. In the 
postoperative follow-up, the patient’s current loss of strength 
improved with a slight slump. In the control examination of the 
patient one month later, it was found that there was an almost 
complete improvement.

Discussion 
Trauma is one of the leading causes of death between the ages 

of 1-44 [17]. The most important point in trauma management 

is the multidisciplinary approach. Another important point is 
that these patients are managed correctly within the intensity of 
emergency services, diagnosed, and their follow-up and treatment 
are arranged with the relevant departments [1,18]. Our case was 
managed together with the neurosurgery and cardiovascular 
surgery clinic. In patients with multi-trauma, intra abdominal 
and intra-thorax injuries can be overlooked due to incisions and 
fractures [2]. Hemorrhagic shock secondary to these injuries is 
frequently observed in these patients [19]. Aortic dissections 
after acute trauma have the ratio. In traumatic AR, the rupture of 
the aortic Wall includes all its multiples. Some aortic injuries do 
not involve the adventitia and create a false aneurysm and tear 
within 24 hours in the hypertensive patient, some traumatic false 
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aneurysms can remain intact for many years without tearing. The 
single most important factor in the diagnosis of traumatic AR is to 
suspect that it may be behind the accompanying injuries [20,21]. In 
our case, dissection was detected in the contrast-enhanced thoraco 
abdominal tomography taken upon suspicion after the L4-5 fracture 
in computed tomography. 

The most important and most common complaint in traumatic 
aortic dissection is retrosternal or interscapular pain. In physical 
examination, most of the patients do not show any findings 
related to traumatic AR at the first evaluation [20,22]. In aortic 
dissection, more strokes are seen in proximal aortic lesions, while 
paraplegia may occur with the involvement of spinal arteries in 
distal lesions [23]. In our patient, there was 3/5 weakness in both 
lower extremities related to dissection. The definitive diagnosis is 
made by angiography [20-22,24]. Acute proximal dissection has a 
high mortality rate in all studies. Emergency surgery indications 
of cases with distal dissection are controversial [25]. Complicated 
cases and hypertension, organ perfusion disorder, and cases with 
an increase in aortic diameter benefit from emergency surgery. 
Studies have shown that emergency surgery, medical treatment, 
and observation do not affect mortality and morbidity in patients 
with uncomplicated distal dissection [26]. In our case, surgery was 
performed due to paraplegia and L4-5 fracture, and postoperative 
loss of strength improved with mild sequelae. Traumatic AR due 
to acute trauma is rarely seen in the literature, but its mortality 
rate is quite high [3]. The mortality rate in Stanford type B aortic 
dissections is between 50-60% [27]. With early diagnosis and 
treatment, death after AR and secondary hemorrhagic shock can 
be prevented [28]. This rare diagnosis was diagnosed early in our 
patient and was taken into operation and was discharged with 
almost complete recovery.

Conclusion
We wanted to draw attention to the fact that life-threatening 

injuries hidden behind the visible injuries in trauma patients 
should not be overlooked in the intensity of emergency services.
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