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Abstract. Aortic dissection is the most common catastrophic event
affecting the aorta, which is characterized by complex clinical
manifestations, and high missed and delayed diagnosis rate. Acute aortic
dissection has the importance of medical emergency and is associated
with a high mortality. The presented case was a 55-year-old man who
was found as dead in the shed. In heart autopsy, a dissection 1 cm
above the aortic valve surrounding full thickness and intact adventitia,
hematoma making pressure on the descending branch of the left
coronary artery 1 cm from the proximal one resulting from dissection
and full- thickness dissection in the origin of the right coronary artery
and intact adventitia were observed. We aimed to discuss this interesting
aortic dissection case in the aspects of medico legal literature.
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Problem statement and analysis of the recent research
Aortic dissection is the most common catastrophic event

affecting the aorta, which is characterized by complex clinical
manifestations, and high missed and delayed diagnosis rate [1].
Acute aortic dissection has the importance of medical emergency
and is associated with a high mortality. Aortic dissection is
estimated to occur at a rate of 0.5-4 cases per 100,000 individuals
per year [2, 3]. Two classical classification systems that are the
Stanford and DeBakey classification systems are used for aortic
dissection [4, 5].

The objective of the research was to discuss bloodless aortic
dissection case where there was no blood or blood clot in the
thorax or pericardia, 4x3 cm in length ecchymosis on the front
surface of the ascending aorta and hematoma were caused by
dissection around the coronary artery.

Case Report
In our case, a 55-year-old man was found as dead in the

shed. The death was evaluated as a suspicious by the public
prosecutor, and the body was referred to our mortuary for an
autopsy. In external autopsy: 55-year-old man’s body was 178
cm in length, 85 kg in weight; there was cyanosis on the nail
beds, earlobes and lips, oblique 11-cm operational scar on the
right inguinal region; horizontal 2-cm scar tissue on the dorsum
of the nose. In internal autopsy: the heart weighted 507 g; there
were minimal atherosclerotic changes in the aorta; 4x3 cm in
length ecchymosis on the front surface of the ascending aorta,
dissection 1 cm above the aortic valve surrounding full thickness
and intact adventitia (Fig.1), hematoma making pressure on the
descending branch of the left coronary artery 1 cm from the
proximal one resulting from dissection and full- thickness
dissection in the origin of the right coronary artery (all layers of
the coronary artery) were detected (Fig.2).

Microscopical examination of the lungs revealed edema,
congestion, pigment-laden macrophages, and alveolar destruction
of some walls. The weight of the lungs increased. Microscopical
examination of the aorta revealed the calcification of the aorta

wall, atherosclerotic changes. The toxicological investigations
were completely negative. The cause of death was reported as
aortic dissection.

Discussion
Acute aortic dissection has the importance of medical

emergency and is a life-threatening disease with a high rate of
mortality - an estimated 1% to 2% per hour for the first 48 hours
[6]. The incidence of the disease increased two- to fourfold in
the last 30 years [7]. Risk factors for aorta dissection include
Ehlers-Danlos syndrome, Loeys-Dietz syndrome, familial
thoracic aortic aneurysm syndrome, Shprintzen-Goldberg
syndrome, hypertension, male sex, non-white race, bicuspid aortic
valve, coarctation of the aorta, and the use of drugs including
methamphetamine and cocaine [8-10].

The Stanford classification and the DeBakey classification
are used to separate aortic dissections into those that need surgical
repair, and those that usually require only medical management.
The DeBakey classification divides dissections into type I
involving the ascending and descending aorta; type II involving
the ascending aorta only; type III involving the descending aorta
only [5]. The Stanford classification divides dissections into type
A that affects the ascending aorta and the arch and type B that
begins beyond the brachiocephalic vessels [4]. Svensson et al.
reported a new classification - class 1: classic dissection with
true and false lumen; class 2: intramural hematoma or
hemorrhage; class 3: subtle dissection without hematoma; class
4: atherosclerotic penetrating ulcer; class 5: iatrogenic or
traumatic dissection [11]. In our case, there was DeBakey type 1
and Stanford type A dissection. During autopsy, we revealed
dissection 1 cm above the aortic valve surrounding full thickness

Fig.1. Ascending aorta: dissection 1 cm above the aortic valve
surrounding full thickness and intact adventitia without

hemorrhage into the dissected space
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(intima tear and aortic media tear) and intact adventitia; no blood
was found in the thoracic cavity, pericardia and between the
separated layers of dissection. Hematoma making pressure on
the descending branch of the left coronary artery and full-
thickness dissection in the all layer of the right coronary artery
was detected as well.

Chest pain is the most common complaint following other
complaints such as nausea, vomiting, dyspnea, syncope, and
diaphoresis [1, 7, 12]. Before sudden cardiac arrest and death,
the patients often complain of intense chest pain. The patients
are often hypertensive, although they may be normotensive or
hypotensive [1, 12]. Clinical findings of aorta dissection are
clinical symptoms that depend on the affected section of the
vessel. The involvement of the great vessels may result in acute
stroke syndrome. Depending on the extent of dissection and
occlusion of the branches, end-organ ischaemia may also be
present, including abdominal organ ischaemia, limb ischaemia,
ischaemic or embolic stroke, paraplegia [7, 12]. Computed
tomography, aortic angiography, transesophageal
echocardiography, and magnetic resonance imaging are usually
used to diagnose aortic dissection. However, aortic angiography
is the traditional diagnostic method for the diagnosis of aortic
dissection [7]. Cause of death in aortic dissection include cardiac
tamponade, bleeding in the retroperitoneal space, visceral
ischaemia, and myocardial infarction [2, 12, 13]. The therapy
for aortic dissection is carried out using surgical and medical
methods [1, 2, 7, 12]. A study reported that in case of aortic
dissections, there were seen several histopathologic features, such
as cystic medial necrosis, elastin fragmentation, fibrosis and
medionecrosis in the aortic wall. According to the authors, cystic
medial necrosis and elastin fragmentation may suggest a

hereditary component and can help, especially considering the
difficulty in a clinical diagnosis of Marfan syndrome [13]. Our
case was aimed to discuss aortic and coronary artery dissection
case where there was no blood or blood clot in the thorax or
pericardia in medicolegal literature.
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Fig.2. The arrow shows full-thickness dissection in the origin of
the right coronary artery (all layers of coronary artery)


