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Fatal Pitfall of ST-Segment Elevation: Aortic Dissection YANG Xiaoyan. Department of Cardiovascular
Medicine, Liuyang People's Hospital, Liuvyang Hunan 410300, China

[Abstract] A 40-year—old male patient presented with sudden—onset persistent chest pain accompanied by
widespread anterior ST-segment elevation on electrocardiogram (ECG). Initially diagnosed as acute myocardial
infarction (AMI), he received dual antiplatelet therapy. However, a combination of clues including bilateral blood
pressure asymmetry, rapid ST—segment resolution, negative troponin but strikingly elevated plasma D—dimer (>10,
000 ng/mL) raised a high suspicion of acute aortic syndrome. Aortic computed tomography angiography (CTA)
confirmed Stanford type A aortic dissection involving the left main coronary artery ostium. The patient underwent
successful surgical repair. Acute aortic dissection(AAD),particularly type A,is a life-threatening cardiovascular
emergency. Its clinical presentation often overlaps with acute coronary syndrome (ACS), leading to misdiagnosis,

inappropriate antiplatelet therapy, and increased risk of catastrophic hemorrhage and mortality. The 2024 ESC
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guidelines recommend a multi-parameter diagnostic strategy combining the Aortic Dissection Detection Risk
Score (ADD-RS) and D—dimer testing for efficient patient triage. For patients with low clinical risk, a negative D-
dimer can effectively rule out dissection; for those with intermediate to high clinical risk, immediate confirmatory
imaging is required to avoid diagnostic delay. Implementing a standardized early recognition algorithm for patients
with chest pain is paramount to preventing fatal delays and improving outcomes in patients with type A aortic
dissection.
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Risk Score (ADD-RS)

—\; 40 X BYERE , TR 1K M | i
Ji) 2 TG B A TR, A ORI, JC R L R
TN 5 e T 2 i Be B, BRAE A il s s, T
FIEMEORERT s o BB B0 3R 52 /48, 1A ]
120/86 mmHg, 250 107/55 mmHg, WEI 54, R I+
WV, A P SRR B O T 12 A 8] B B
I, AL OB (ECC) R EEOH, [ LaVL,
V,~V, S0 ST BE 418 (STE) |, £ 58 41 4 58 S BH U
FRESECCI VI .aVF)ST BERAR, LA SF-BX f 3% (1&
D) ik SO Bl A BT 2tk %, L7 R
Bl ] DA 300 mg K S A% T 300 mg Gt fnf 5] 4 1
M, & Sz 2R GO BN AL BT R4
R R S kA A7 (PCL .

A B S5 PR A A0 L R (0 HL TR 24 47 4y
Biv) g BRI HTHA 0 ST BEE 1Y%, o8 44 RS2 Bl
W B2 SRR ST BURAL (K 2) o [AlA, ek
RGO LG43 B 25 0 LS 2 1 1 LR 0k il ) 17t )
SERI B . SR, 2K D- — R AROKF W T
151 ,>10,000 ng/mL(Z7% i H : <500 ng/mL) . % T8

AR L AN X B O FL T 52 Bl 257 72 (STE 1R
Y5 ) VUG 2R B PE(E D- — SR AR B T v X —
FIEHAE &N avE £ IKEREIE . LT iG
1 3 Bl ik CTA (Computed tomography angiography ) £
£, CTA L5 SR WIERIZ WA Stanford A 2 F 5 ik Je )2
PSR A T T Bl ik, e J2= R B T sh ks eIk
Sk F T ZEBUE T sk b 2 SR S K B A2 B
ik, TS BCE B IR EIAE (B3, 181 4) . IFAG IR Bl
WA SR L 47 MBI 52 R A2 ARSI CTA L 5
SR 7R R S b BEAFAE O LA L (EL R UL B I8 3 ik ok
FEREAL A

Wiz )s , BE T2 H AR SRR SMERR T 47T &
BTN T S 4 AR+ 42 E 8 Pk 5 A T A8 B oK +
RESORAR” o PARERA, RJFIRE BRI K5
BEDT 247, B MR R, e B AR e s &
KB E SO R4

2Pk A A F ik % )2 (Stanford type A acute
aortic dissection, TAAD ) A& — Fl 2 iy P 49 .0 1L 5 &
i, TP R E I RE , AR SRR G R

HJWMMMML_W

B L e ]

Bl gmomERRFERCHE, T aVL V-V, FHSTERE,

BF.

TAMA R T EF, I aVF 8 ST BE K, DI 5 5%



J Clin Electrocardiol,,Feb. 2026, Vol.35,No.1

50 teer
! I vi
T e | PR ISISEV Y, SRR aesreni B N I K36 0 550 <o R 2\ - AVEE H P8
: i | ¥ | ]
1 I | A A A
; \ I\ L 1\ 2 /- /,/ \ ' J
LI, ZH N bwd o vl \ ettt red \n s i Ll == . s ~( 83
I i
l 1 : ' !
J | /\ A\ N\
O AN — N \- O A Vi A\ . A -,I,ﬂ o
d |
L R RSP PRY aaW S T RRERRR PV, S e | e e _/‘\ ,,,,, s ._/f\_ At~ / \_ 2 ,/V.\‘ —
. | [
[Jax v
—— A~ -~ b 1,---\/ ot -‘},»-,_/--- 3\ / L/ N
| |
« ' & " |
— e A N 5B /N - BV ST —_—— 7 o~
BB AR | GRS
B2 EEGOEEANATHERARTOEEARTEHESTRER, T %a AL EFHEBH X,

B3 FHWCTATEFEEHBNNERE
JEa, AN AR Rk

SE SR TE B R sh oM s i o RO 1 3 il s AR e
74)@]%%[7 25200 WUB M SLAESE , LA K 4y 32
Z R 0 AR 28 T RS BRI /A% BE
XT?%}%UjZﬁﬁﬁ/)H’J TAAD , W2z BV EA T MR AR
i, PR B4l 25 R 97 O AE T e & T F RIBIT -
B B 200 = sl bk e J2 7 M H 0 (TRAD ) 35 399 42 45
R TAAD (835 48 /NI IN 4532 25 WA T T I FET- %
23.7% (BE/NEF0.5% ) , 48252 F- AR I8 4.4% (57Nt
0.09%) o FAR TS 7EIH bR A 1, FEAK 32 8 ik
T S 0040, S FE 1) JRURS: , 24 1 3 Bl ko S i Fnes L
SR, TR R AN R T A2 45 B B LA o
M TAAD 2 K FF E Sk, 2 2.5%~5% 1 H 3%

LR AEET W

B4 CTATLEREEROMLTAES K, KEERE
HAKE ARIRIKET RABE T 50 kLT E bk
I B E T B K.

n] it J' Sk ST B 46 5 AL LEE ZE 7, Kosuge! 45 %)
233 (5 ki J 6 /NIF N A BE JF 452 212 TR TAAD
BT R, A BRI r P S5 DL ST-T B8 o =
(b 51%) , o ST Br 4 5 (ST—segment elevation,



Il PO L 2 2 s 2026 4F 2 A 5S35 384 1 )

STE) i 4%, ST Bt JEAIX (ST-segment depression, STD)
A/ T 8 7 47 %0 5 0 HL BT IE 880G . 35 ST-T 2k
A8 309, PR RS BELH B 20 0 A AR R AE T IR R
O R (1 19%. AT WL TAAD 5 rhon L IR 3
WA ST Bedfms # it A H, Rl J8 8 R ST B
AR T IEVE . TA IR Sk 2R I T4 e 52
H BT 2 KRE , TAAD fE 35 19 I & A 11 46 T 3=
By JK AT g P, A A PN B R Ee R B L A A 2 L
FEAE i 2= A S R B KOT 1 S BOLALPE 2 2
I, TAAD J83% 1 B ST Bedh i 2 R I N A E 52 RET
BT RESBESTHam M A G B E R A ETZ R
FEIUA 17 HTRE I ST H = 1 I T W 52 W,
4 TAAD 2 NIk s ik & g, 2b 0 AR AE
(Acute myocardial infarction , AMI) A% oAUl A et R
KB B ZE B D RE S i, FAA A4 - DN 2
B R BRI 1 e J2= P9 A 10 S fif 2= e IR 2l ik
5, B R BGEIRSKIT F, 5 B0 B A 1
JHELES @ 2 1 b e 3a el R Sk AR D e IE ik
F8 i B 3 SR gl ik 32T 003 3 L A B
PR Yy B ZE TR BBk - T B PN 5 A B AL D R A 2 0
R BKIT I ) 25 B ZE ;s @R B ke 2 - e =
1 5 L2 M e IR T 7% A S IR sl ko 28
AR E VIR T 12 0 EE STEAF A A2 £ T 1 %E3R
B, B ] A ST B A & 1019 T LA A 4 75
RTF L XA A 2 IR 2l ik A 2E 4 7 728 KL
o FERIE I, STE W] RE IR T e )2 N IR — 2 1%
BE 28 e IR g kO 101 SO AR S bk ors 22, B iR 3h )
S RO B A B AR R af ) R SR A . AR R
B & K CTA Lk S e IR 3l kO JC )™ o [ 78 %, 1%
TR T L LR AL SR S TAAD 30 2 32
T2 2R, TR AT L R T LS
BFE 8 D DRl —— e 1L S [, o R B LIRS
TAAD F Il R R B g ST-T 5% 5 5 2tk
68 {R 3 ik 25 & 1iE (Acute coronary syndrome, ACS) R
W, SRS . WERIE TAAD B 3% h 25% ] H 3L
P53 A TH R, X2 A 5 3 B02 W IE R A
Mo oTn This IFAE TSl BRBE 5 00 ELEESE 2R, i 24k
KT TAAD 2SR 3l bk & 48 Chn e R 30 bk i 37 A
%ﬁ)ﬁéﬁf@bﬁ%%lbﬂﬂﬁ}%m%%o Hansson%f[ﬁ
i, 133 Bil45 52 TAAD FR B 3 1/3 e pl bt
RIZH ACS HHEZ P/ NRIRYT ; 3 A W R 2
80% ) & 1 T s ik & )2 (Acute aortic dissection,
AAD) (B # B2 RS Ty ACS IF R BUR IR YT

+ Q.

— B2y AML, (& nT R 45 T B/l B ek
WREIGYT . 5 TAAD 5 2 TR 7 i, ] B2
GOMENE 5 AR (U B PR R 1) o RCE AT/
BRIBYT I 2 G0 H I XU S 30 RIET- 3, A ¥
K2 I IR Bl ) O WURE AL 42 32 R Bt AfiL /)y
WRIG T | B S ik PR AR VAL SR AR e 2 W, 7R
RIS AG AR B E I ACAE

TAAD LA AMIA 15 K e BB B0 AR X D UL, {H
PR R RS ACS & EH B, 12 Wil B Pk ik
Mo AUTEIRG AR 5 AR S A S X 47 L A
SELATERT UM T2 3l ke 2, PRHCEE 7 PRkt e )
LW R CEE . 7R = A AT, D-RIK
(D-dimer) i 25 AAD Y H ZEHEBR PSR bR, 2R3 2
AT ZUHE R 5 HRTR I FEREIR T B 24 /N
D= Z R AK K P AL T 500 pg/L, AT AR A HE BR
AADT M A i D- — B 44 >10, 000 ng/mL ( B >10,
000 pg/L) , 2 i ZU 4R /R F 3l ik e 2 1M A #.40 ACS FY
KSR G . AN, (R B2 G H O
o B2 W5 36 97 SR v L 2 R0 (2021 4F KA1 )
R KT s —IRA T AR Y bR S ——
ST2(soluble ST2,sST2) . sST2 J&: Ifil ¥ 1 41 fa A K
~LUL-1) ZAR GRS A E A o WAL R, L
34.6 we/LVE R IG FLAE , sST2 12 W1 AAD f4 FF P T 1
o 68.7% , BITE B EL 5 1% 99.7% . WS itk — D45
H L 7E SO R R R 24 /NP, sST2 X AAD 1 T
M ATREDL T D-— 1k

B T SCB s KA 76 AAD RIS, S 1R 244G A
FERFE . MRS IRAD B R, 5 LT = 19
(Computed tomography , CT) [K H:A% Jz 4 | fle 3 R 4R A1
PR O B R A2 W TR 1 e il ik
61%. #7503 Kl (echocardiography , 4 % 22 Jii #
52 EEBrIR%E) Y 33%, 1 3 o) ik 5 fg R
1% (Magnetic resonance imaging , MRI) 7351l (5 4% F11
2% R T AT i R 50 i Bk B R B 1 e AR E
Toik iz RGP  CT IR k. &l s
> Bl ¥l (Transthoracic echocardiography, TTE ) /f h—
FPICRI AT RS AT IR A, A B TS K Sk
Bk ZE A AE (Acute aortic syndrome , AAS) FF-1H 7] H:
KAE W0 B KR SR ORI e A TE L AR
17, TTE X WFAG 84 i F 3 bk I EABR . 284
#8750 81 €] (Transesophageal echocardiography, TEE)
I A i (it 5 5 R 1) = S BK IETAR % 3= S ke = Y
T B A BURR P R A Y ) 43 BE % . MRI




.10.

J Clin Electrocardiol,Feb. 2026, Vol.35,No.1

IIEEE'I‘T\%%%'&IZJJHIM%%“

fE (AAS) : i ADD-RSF-4

-

PSR S
LA TR 2 BT 14
U NEFAAE AL 5 4 AL 400
A B ks 2 e s

kKR XK (ADD-RS)
PERTRT 1
*NAELEIL >
TR R S
JEN B i

~

BHPEARAE
MEAE1TIERE L1 43
UK AN TR BRMSC 4 T AN o 45

JR kA AP 22 D E G

L0 BRI R $R N E SRR 1K SN 4 3
o CRIEBDIKIR I L I i B A e
Kqufmmﬁ@uﬁm Wb 034 /
g ' Y
/" WA ADD-RS=251\ ( f#&RK: ADD-Rs<2% |
I

ECG+27 RIEAT MBI 45 2

[@mw:m%m&mmb&<mmWExAmmMﬂ

RN |REe R RN TS BE i

]
(XA, SR EHRAEMPOCUS RAEHRI) |

(CCT) /s f1 AR E K

B EATTOE/TTER #

7
(kssteripocus | (isxoe)t) (D% | (DRt |

) 1 G G ' |
4 l L Bt
( cCT ]
1 -1 l

( #izaas |

( Hispaas | (AR

AAS, &M F 2 Bk A AE
5 AL AT AL TOE, 2R3 #5002 I TTE, 2 J 4 5 G 51

ADD-RS, & 2} i & 2 A8 W R 3F 45 CCT, & 4 3 SEALET R 4 4 s ECG, & L [ s POCUS, JR % #2 7% s STEMIL, ST #

ES5 AMEHREGMENZSEDERER

WHEAE R Z ks, RN EAESLHEIL T AR
BRI 7 Z R 32 R AR R, BN A B
VA RVAERE | 2B A R P2 sl LAt 4 A A P 1 JE A I
A BR o BEAk, 78 MR8 A8 P 6055 175 15 72 A fa
JE 1 J8 St W 3P R RO AR AR PR AR

BRI R ACS 1 E BNk I )2 %5 5 T B MENE )
Je S, DR A N7 R AR TR Y L 0 A S 2 W R A
FEE, T, 20104 AHA/ACC TS F IR R Gi Mk
H B T T IR i PR A A R XU A A A, O
i e i AR 32 Bl ik e 2 R I RGBS BF 43 (Aortic
Dissection Detection Risk Score, ADD-RS) . iZ 147
T H B J5 76 IRAD W 45 8] T 50 4F , I € #% 2022 4F
AHA/ACC K 2024 4F ESC 3 sh ik e 45 P45 9 R 44
BRI R PEAR (9 %0 T2, ADD-RS 3173 #i 4
FEE T AR I AU 2800 (55 16 5 S A% 1 R FE TR
FRAE o 5 A% G A R ) B30, X BE AL JR 3 A7 KL
By 2 BB 124 SRR IRAFIE T 90y =28, 4
Pra—23 14, B3 0~3 40,050 AR, 143
AR IXURS, 2 2230 S KUR . AR TRAD X 2538 4]

W12 AAD FRE (4 [l B 43 B0 0 o R G R B
W e B BEURR P | FE 2538 44 AAD HRE R, 5 2430 44
(95.7% ) % 12 351l R KU A s 40 o ) — T i 22 TR
il ok

S ADD-RS BURAE By, (A A R 7E
A O Tz N AR R BGT EAA . hIt, 2024 48
ESC /M 2 Ik 5 3 20 ke s & 848 m etk FH —Fh
454 T I R AU PFA (ADD-RS) 5 5256 % 46 A5 (D-
“RIR M ZSHC R (ES) , LM fkis Wiz,
A SR S R S AR A D R
WA G R PEAL 5 A 2k 75 & B, S Ep
54T ADD-RS P43 ; @XF F i PR XU (ADD-RS 0~
143) WA 1l 3% D-— AR K, 25 D-F 4K <500
pe/L, AT A SCHEBR AAS, I 2% 1) Ho Ao PR HEAE ;45 D-
TRIK=500 wg/L, WIFF AT A2 RS AR 2R A A (A
CTA) ; @ i R KU (ADD-RS>2 43 ) « Jo s 25 1
D-RARGE R, ST BV HEW IS MR e AR - KA (1 3
CTA), oA IR B B & A AAS BYHE R i 2 18 5 | 4t
ARG A KU A R B 5 5 s 22 22 U 9 i, g



Il PO L 2 2 s 2026 4F 2 A 5S35 384 1 )

i F RS HER IS W R MER I . X ADD-RS IR /E H.
:%‘éﬁilﬁ%éé@%%,,‘lﬁ P (B 322 30T 100% , 3%
A B S KR AR S R A2 AN A A R
SR AR AR AL YT R IR A e . % T h
G HE AR T2 W0 M msbE
S0k 3 B0 bk e 2 1 R SR RO T U
A ADD-RS 1430 2 43, H D- — RAK 4 T+
L, TERIAT CAG A% Sz B 2 HESE AT £ 3k CTA K
L BEEWIS Y KIEZ THIMHER TR A5 LKD)
Rif o IR M TRATIE2 B0 B, I 7 B R
ADD-RS P43 47 PR W) 4 AU 532 |, 384G 2024 4F
ESC 18 /g #4710 2 2 802 Wi i fe——ED XML fa i
(ADD-RS 0~143) Bt 4l D-— %Mi Xfﬂlﬂmfl%:
# (ADD-RS>2 43 ) HiE T8+ REfE AL
%#Aﬂiiﬁ’ilﬂ‘ﬁﬁﬁﬁﬂ’ﬁé\ﬂfﬁ%ho XA BT e
G I 12 BT R B4 TR] B a2 XoH R AE 6 R 1Y)
T FER AT, SRS AAD ARG UE R RG2YT H CHERm

5% 3k

[1]  HARRIS K M, NIENABER C A, PETERSON M D, et al. Early
mortality in type A acute aortic dissection: insights from the
international registry of acute aortic dissection[J]. JAMA Cardiol,
2022, 7(10): 1009-1015.

[2] MUSSA F F, HORTON J D, MORIDZADEH R, et al. Acute aortic
dissection and intramural hematoma: a systematic review[J].
JAMA, 2016, 316(7): 754-763.

[3] LUO J L, WU C K,LIN Y H, et al. Type A aortic dissection
manifesting as acute myocardial infarction: still a lesson to learn.
Heart[J]. Acta Cardiol, 2009, 64(4): 499-504.

[4]  KOSUGE M, UCHIDA K, IMOTO K,

ST-T

et al. Frequency and

implication of abnormalities on hospital admission
electrocardiograms in patients with type A acute aortic dissection
[J]. Am J Cardiol, 2013, 112(3): 424-429.

[5]  KOSUGE M, KIMURA K, UCHIDA K, et al. Clinical implications

of electrocardiograms for patients with type A acute aortic

dissection[]J]. Circ J, 2017, 81(9): 1254—-1260.

[l

[7

[8]

[91

[10]

[11]

[12]

[13]

[14]

«11-

SHAPIRA O M, DAVIDOFF R. Functional left main coronary
artery obstruction due to aortic dissection[]J]. Circulation, 1998, 98

(3): 278-280.

AR A e U MU 27 0 2 R IMAE 2 41, AR U A 5
ZWT 56T R T

W R At RS IR LR Y2
LI R AR AL, 2021, 49(11): 1074-1081
ERBEL R, ABOYANS V, BOILEAU C, et al. 2014 ESC Guidelines
on the diagnosis and treatment of aortic diseases: Document
covering acute and chronic aortic diseases of the thoracic and
abdominal aorta of the adult. The Task Force for the Diagnosis and
Treatment of Aortic Diseases of the European Society of Cardiology
(ESC)[J]. Eur Heart J, 2014, 35(41): 2873-2926.
HANSSON E C, DELLBORG M, LEPORE V, et al. Prevalence,
indications and appropriateness of antiplatelet therapy in patients
operated for acute aortic dissection: associations with bleeding
complications and mortality[J]. Heart, 2013, 99(2): 116-121.
MAZZOLAI L, TEIXIDO-TURA G, LANZI S, et al. 2024 ESC
Guidelines for the management of peripheral arterial and aortic
diseases[J]. Eur Heart J, 2024, 45(36): 3538-3700.
ISSELBACHER E M, PREVENTZA O, HAMILTON BLACK ]
3RD, et al. 2022 ACC/AHA Guideline for the Diagnosis and
Management of Aortic Disease: A Report of the American Heart
Association/American College of Cardiology Joint Committee on
Clinical Practice Guidelines[J]. Circulation, 2022, 146(24): e334-
e482.
WANG Y, TAN X, GAO H, et al. Magnitude of soluble ST2 as a
novel biomarker for acute aortic dissection[J]. Circulation, 2018,
137(3): 259-269.
MOORE A G, EAGLE K A, BRUCKMAN D, et al. Choice of
computed tomography,transesophageal echocardiography, magnetic
resonance imaging, and aortography in acute aortic dissection:
International Registry of Acute Aortic Dissection (IRAD)[J]. Am J
Cardiol, 2002, 89(10): 1235-1238.
ROGERS A M, HERMANN L K, BOOHER A M, et al. Sensitivity
of the aortic dissection detection risk score, a novel guideline—
based tool for identification of acute aortic dissection at initial
presentation: results from the international registry of acute aortic

dissection[]J]. Circulation, 2011, 123(20): 2213-2218.

(Yickies H 491 :2026-01-24)



