
 Acute Aortic Syndrome
  Suspect in any patients presenting with chest pain and/or 

features suggesting malperfusion
  

Diagnosis ideally based on Gated, contrast enhanced, CT aorta 

Type A Acute Aortic Syndrome 
(AAS)

KQI: Diagnosis within 4 hours of arrival

KQI: All Tpe A patients to be referred to 
LHCH for operative or interventional 

management within 2 hours of 
diagnosis

   Routine work up in preparation for referral should 

include: ECG, CXR, bloods and echocardiography 

Understand patient's premorbid state

STEP 1

  Presentation, Clinical 

Assessment and 
Diagnosis 

STEP 2
Early management and 

referral

Type B Acute Aortic Syndrome (AAS)

. 

1 2

STEP 3
Transfers and defintive 

management

Ongoing medical management
STEP 4

Transition to outpatient 
managemrnt and 

disease surveillance

Referral to LHCH

Referral to RLUH

NB. Patient should ideally be transferred with 
a medical escort with monitoring and BP 

control with Labetalol.

Desitination within LHCH

NB. These features should be identified to 
the surgen taking the referral. 

     Acute on chronic thoracoabdominal 
disease

3 Other (Mycotic aneurysms, 
Vasculitis, Trauma)
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1. Call LHCH Switchboard - 0151 228 
1616 and ask for aortic fellow or Senior 

Surgical SpR
2. Transfer imaging scan

3. Surgeon decides to accept patient 
and/or requests gated CT scan  

4. LHCH ITU Matron will confirm whether 
there is a bed available or a plan to admit 
to theatre and contact nurse in referring 

hopitsal to arrange transfer.

Contact Vascular Admission Coordinator 
or Out-of-Hours and Weekend Vasculat 
on-call SpR on via Switchboard on 0151 

706 2000

Formal referral letter to LHCH to be 
sent on discharge. Patient will be 
seen within 4 weeks. 

 All  patients will be discussed at next Aortic 
MDT. Any interested physician is welcome to 

attend (second Wed of every month at 0815 in 
Radiology Seminar, LHCH) 

All Type B complicated dissection patients will 
also be discussed at a virtual MDT of relevant 

specialists to ensure appropriate management. 

All patients will be offered life long 

follow-up and referral to clinical 
genetics, where appropriate. 

Patients normally transferred to the Critical 
Care Area or direct to theatre if the 
following has been identified:
- Peri-arrest
- Obvious tamponade
- Evidence of myocardial infarction
- Evidence of general low cardiac output     
and/or malperfusion (lactate>4)
- Evidence of limb ischaemia

- Stable patients will be first assessed on 
ITU 

Intravenous access 

Labetalol infusion

Catheter

Arterial line

1. Mycotic aneuryms
- Transfer often warranted. 
Referrals via LHCH or RLUH 
depending on proximity and 
pathology. 

2. Active vasculitis
- Transfer often warranted. 
Referrals via LHCH or RLUH 
depending on proximity and 
pathology. 

3. Blunt Traumatic Aortic Rupture 
- Requires immediate referral to     
the on-call consultant at LHCH 
or RLUH.

Uncomplicated dissection

Managed in presenting hospital under 
advice of LANTAS:
- Admit patient to Critical Care Area with:

1. IV access and analgesia
2. Arterial BP Monitoring and 
    Labetalol infusion
3. Urinary catheter
4. B-blockers, calcium channel    
     blockers, ACE inhibitors and alpha        
      blockers. 

- CT scan at 48 hours and 5 days to monitor             
disease progression eg. malperfusion or 
leak

- Patients may be discharged if BP is 
controlled, pain has settled and CT scans 
are satifactory. 

Complicated dissection

- Referral to LHCH or RLUH warranted as 
per below.

Diagnosis, early management and 
referral procedures the same as for 
Type B complicated dissection.  
Transfer to LHCH or RLUH warranted.


