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1. Maintain high suspicion for rare but lethal disease. 
 

2. Rapid imaging as indicated 
•  CT Angiogram of Chest/Abd (If unstable, consider bedside TEE). 
•  Rapid bedside sonography for unstable patient or initial clinical suspicion. 

 
3. Order blood products: Massive Transfusion Protocol available. 

 
4. Call CT surgeon, communicate problem, delegate. 

 
5. Control pain 

•  Fentanyl 
 

6. Heart rate, inotropy, and blood pressure control (HR < 60): 
•  Esmolol 

 
7. Additional blood pressure control (in order of preference) (SBP<120): 

•  Clevidipine 
•  Nicardipine 
•  Nitroprusside 

 
8. Insert right radial arterial line, place NIBP cuff on left arm 

 
9. If the patient is hypotensive, consider Tamponade, AMI, AI, or Aortic rupture. 

 
 
 
 
Thoracic aortic dissection is a rare (3.5/100000), lethal disease. Have a low threshold for testing. 
Morbidity and mortality is directly proportional to the delay in diagnosis and management.  
 
Only 85% of patients present with a sudden onset of severe pain, be wary of patients who have 
sudden symptoms involving seemingly disparate anatomical systems or chest pain…and 
syndrome. 
 
CTA is generally the most available imaging modality with similar accuracy to TEE and MRA. 
Bedside TTE, aortic, or carotid imaging are available rapid adjuncts to make the diagnosis and 
begin focused management but are not sufficiently sensitive to exclude dissection.  
 
Dissection progression (and mortality) proportional to flow velocity and pressure differentials 
(dP/dT): 



 

 
 

 
Decrease HR, inotropy, and BP.  
Goals (none validated): 

 HR: 60-80bpm & Systolic BP: 100-120 mmHg (<100 if the patient is young) 
 
Pharmacology:  
 
Fentanyl for pain control and to decrease sympathetic surge during intubation. 25 - 50mcg IV 
boluses as needed.  
 
 Bolus Dose Starting Infusion Titration Dose MAX Dose 

Esmolol 500mcg/kg SIVP 50 mcg/kg/m 50mcg/kg/min q10m 300 mcg/kg/m 

Nicardipine Infuse at 5mg/h Drop to 3 mg/h 2.5mg /h q5min  15 mg/h  

Clevidipine None 1-2 mg/h Variable 32 mg/h 

Nitroprusside None 0.1 mcg/kg/m 0.5 mcg/kg/m  q5m 10 mcg/kg/m 

  
If the above are unavailable, consider metoprolol or diltiazem for HR and labetalol for additional 
blood pressure control. 
 
Hypotension may be due to AMI, AI, tamponade or aortic free wall rupture. EKG and bedside 
ECHO for treatable/reversible causes. 
 


