
Case Report

Introduction

Conservative treatment for early thrombosed type A 
acute aortic dissection has a better prognosis than 

classic type A acute aortic dissection.1) Spontaneous res-
olution of the thrombosed false lumen can occur during 
the healing process. We report our experience of painless 
redissection of the healed ascending aorta 7 months after 
disappearance of the thrombosed false lumen.

Case Report

An 86-year-old woman presented with the sudden onset 
of back penetrating pain. The patient had no medical his-
tory of hypertension. Contrast-enhanced computed tomo-
graphic (CT) scan revealed early thrombosed type A 
acute aortic dissection with an ascending aortic diameter 
of 52 mm and a false lumen thrombosis thickness of 5 mm 

(Fig. 1A). There were no sign of pericardial effusion or 
aortic regurgitation (AR). Although the diameter of the 
ascending aorta exceeded 50 mm, we considered that the 
patient was a poor candidate for emergent surgery because 
of her advanced age. We selected the medical treatment 
including blood pressure- and pulse-controlled medication 
and complete bed rest during the initial 48 hours. The 
clinical course under medical management was stable with 
both the blood pressure and pain well-controlled. However, 
the patient experienced a recurrent episode of sudden chest 
pain 3 weeks after the initial onset. CT scan demonstrated 
that the thrombosed false lumen was thickened even 
further and an ulcer-like projection (ULP) emerged at the 
ascending aorta (Fig. 1B). We continued with more inten-
sive blood pressure-controlled treatment. Despite the 
worsening of the scenario, the patient made satisfactory 
progress thereafter, and she was discharged 39 days after 
the initial onset without any surgical interventions.

On a follow-up CT scan taken 2 months after discharge, 
the thrombus in the false lumen was resorbed completely 
and the aortic dissection disappeared with the ascending 
aortic diameter of 51 mm, which implied the potential 
for a good prognosis except for being a large ascending 
aorta (Fig. 1C). However, 1 year later, a repeat CT scan 
revealed overt aortic dissection involving the ascending 
aorta with no pericardial effusion (Fig. 1D). The dissected 
ascending aortic diameter was 55 mm. A new entry was 
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graft replacement. We chose medical therapy because of 
the stable hemodynamics with neither cardiac tamponade 
nor AR. Fortunately, neither recanalization nor redissec-
tion occurred during the hospitalization, and the false 
lumen disappeared completely 4 months after the onset. 

Complete resolution of the thrombus in the false lumen 
is a well-recognized phenomenon after appropriate med-
ical treatment. The rate of disappearance of the false lumen 
has been reported to be 25% to 71%.3–5) In our case, 
despite the development of ULP at the large ascending 
aorta, complete resolution of the false lumen was achieved 
four months after the onset through intense medical man-
agement. This clinical course implied a good prognosis 
with no need for surgical intervention. However, redis-
section of the ascending aorta occurred with a new entry 
at the opposite side of the ULP within 1 year from the 
first onset. This event suggested that redissection at the 
remaining large aorta could develop at any time even 
with complete resolution of the thrombosed false lumen. 
For this reason, we should care for such high-risk patients 
with more frequent radiographic follow-up to improve 
early detection or with a timed surgery to replace the 
large aorta.

There have been some reports of painless aortic dis-
section at onset.6) The incidence of painless aortic dissec-
tion ranges from 6.4% to 17%.6,7) Imamura and colleagues 
reported that painless aortic dissection is associated with 
older age, Stanford type A dissection, and high morbidities 

recognized at the right side of the aortic root, which was 
different from the site of the ULP (Fig. 1E). The patient 
was asymptomatic during the regular observation at the 
outpatient clinic. In order to prevent any aortic events, 
we finally performed graft replacement of the ascending 
aorta under the selective cerebral perfusion using a 26-mm 
artificial graft. The patient recovered well without any 
residual aortic dissection.

Discussion

We experienced an early thrombosed type A aortic 
dissection which had two clinically important findings: 
(1) complete resolution of the thrombosed false lumen 
was achieved following intense medical treatment despite 
the large ascending aorta greater than 50 mm in diameter 
at onset and the development of ULP in the early period; 
(2) redissection occurred in a painless condition several 
months after disappearance of the false lumen. 

The optimal treatment for early thrombosed type A 
aortic dissection has been an issue of much debate. In the 
Japanese guideline, the surgical treatment was indicated 
for patients with cardiac tamponade, aortic regurgitation 
(AR), large ascending aorta (>50 mm) and thick throm-
bosed false lumen (>11 mm).2) In our case, while the 
patient had a large ascending aorta with a diameter of 
52 mm, the advanced age of the patient, greater than 
85 years, caused us to hesitate in selecting the emergent 

Fig. 1  �Serial contrast-enhanced computed tomography (CT) images. (A) At onset, CT showed thrombosed type A acute 
aortic dissection with a large ascending aorta. (B) At 3 weeks after the onset, an ulcer-like projection (ULP) developed 
at the ascending aorta (white arrow). (C) At 4 months after the onset, outpatient CT revealed complete resolution of 
the thrombus in the false lumen and complete disappearance of the aortic dissection. (D) At 12 months after the onset, 
follow-up CT demonstrated overt aortic dissection at the ascending aorta. (E) A new entry (black arrowhead) was 
evident at the ascending aorta, which was recognized at a different location from the ULP.
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such as cerebral ischemia, and cardiac tamponade.6) Our 
patient was asymptomatic with neither chest pain nor neu-
rological deficit when redissection of the ascending aorta 
occurred. There was no report describing the association 
between the redissection and painless condition at the 
onset of aortic dissection. We need to address the poten-
tial for the painless redissection of the previously affected 
large aorta late after complete absorption of the throm-
bosed false lumen.

Conclusion

We should be aware of the potential for redissection of 
the large ascending aorta even after the aortic dissection 
has disappeared as a result of complete resolution of the 
thrombosed false lumen. Close radiographic follow-up is 
necessary for the patients with an ascending aortic diam-
eter greater than 50 mm and a timed surgery is mandatory 
to avoid catastrophic aortic events.
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