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A 69 year old man was watching television at
home, when suddenly felt that was falling, fell
down from a bench and lost consciousness.
Then woke up after about 20min and realized,
that had urinated. Tried to walk but could not,
so crawled to the toilet and slept there for
about 12 hours. Finally managed to call the
ambulance.



Medical history

A Asthma
A Cat and dog allergies
A Hypertension



Medications

A Budesonidet00 mikrog/Formoteroll2mikrog
1x2

A Amlodipine 5mg 1x1
A Lisinopril 10mg 1x1




Social history

A Lives alone, manages everyday life himself
A No wife or children

A In touch with his brother, who has noticed,
that the patient has been a little depressed
and negligent lately and has not wanted to go
outside



Status

A Normal bodyweight, healthy skin, alopecia on one side of head

A Heart and lung auscultation normal

Abdomen palpation normal, mild pain with no clear focus

Bowel movements auscultation normal

Hands, legs cold

Right leg mildly swollen

Neurological status normal, except legs are still weak, can not walk
Pulses symmetrical

RR 150/80, HR 87, temperature 37, saturation 9§k 7,9, O
promille

Later haglyscomfort mild pain in chest, nitroglycerin helps, no
Ischaemian EKG

T T To I To o Io To



Laboratory findings

A WBC 9,6 (3:8,2),Hb120 (134167), MCV 90 (898),
PLT 102150-360)

A CRP 18

A Potassium 4,5, Sodium 140,-©a 1,17,Crea301(70-
100)

A ALT 1172AP 99, GGT 10Bjl21, INR 1,2
A CK 222
A Tnt595(0-15)

A pH 7,33 CO2 3,6, 02 6,3, HCO3 14;BEB, Lactate
4.6

A Urine sample normal




Imaging tests

A Head CFnormal

A Chest xray -normal

A Abdominal ultrasound:
-aorta normal

-cholecystitidout no cholestasis, probably a 6mm
gallstone/polypus

-bladder retention hydronephrosin the left side
-fluid in pericardium 13mm

A Femoral arteriesloppler- pulsesaudiableon both
sides




Working diagnosis

A Non- STEMI? Pulmonasmboly?
Cholecystiti8

A Piperacillin/tazobactamMetamizole(Litalgin),
LMWH initiated



US aorta




US gallbladder

1L 1.06 cm|
L 0.00 cm
g




Day 2

A WBC 14 (3;8,2),Hb 120 (134167),PLT 85150-360),CRP
61,Creab524(70-100), Potassium 5,2, Sodium 12&.T
1800 Tnt867(0-15), Lactate 4,1, pH 7,34

A Inferior STelevations in ECG

A ECHOaorta looks slightly widened 47mm, EF 50%, valves
function normally, ventricles and atria normal size, no clear
dyskinesiasmall amount of pericardium fluid

A Native CThydronephrosischolecystitis fluid in
pericardium, little amount of ascites

A Patient is having strong sensationdyfscomfortand mild
pain, looks distracted, does not give clear answers to
guestions

A Oliguria
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Diagnosis?

A Poisoning?

A SLE?

A Vasculiti§

A ThromboticmicroangiopathyHUS, TTP)?
A Malignancy?

A Septic infection?

A Iscaemi&



Day 3

A WBC 13 (3;8,2),Hb 117 (134167),PLT 54150-360), WBC
differential - Neutr 10,46 (1,66,2),e0s0,0,Bas00,02,
Monos22,Lymfl,71

A Qea643(70-100), Urea 29

A CRP 109

A ALT 3728, AST 36,7ALTBilremain normal

A CK 283, Myoglobin 141BD 2488

A Tnt980

A C3 low0,58, C4 normal,

A ImmunoglobulinesANA and other antibodiaseg

A Peripheral smeamo fragmentation, nspesificchanges
A Coombsmeg Reticnormal 34



Contrast CT
















A ABentallprocedure
| damaged aorta Is replaced
Surgical treatment and coronary arteries are fe

left carotid

Implanted into the graft. The
Bentallsurgery entails
replacement of Aortic valve,
aortic root and ascending
aorta.

A 3 weeks after admission
dialysis enddiuresisis
normal andCrea222

wo A After 4 weeks patient goes

mechanical valve artery

hed h
ggtgrco:prtc;thesis O m e

brachocephali

artery left suclavian

dacron



Aortic dissectionpToDate

A Incidence in the general population 2.6 to 3.5 per 100,000 person
years

A Patients with acute aortic dissection tend to 6@ to 80-year-old
men
A High risk conditions:

C Hypertension— The most important predisposing factor of acute
aortic dissection. In the IRAD registry data% had a history of
hypertension

C Disorders of collagen, preexisting aortic aneurysm, bicuspid aortic
valve, aortic instrumentation or surgery

C More rare: aorticcoarctation turner syndrome, inflammatory
diseases that cause vasculitis, trauma, pregnancy and delivery



Aortic dissection

A The most common presenting symptonpisin occurring inover
90% of patients with 85% noting the onset to be abrupt

A The probability of a dissection:

C Isolated pulse or blood pressure differential, or any combination:
> 8 3 %

C Presence omediastinalwidening: 39%
C Pain alone: 31%
C All three absent: 7%

A CT scanninbas a reportedsensitivity of 83 to 95%nd specificity
of 87 to 100%or the diagnosis of acute aortic dissection



Contrast??
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Imaging patients with renal impairment
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Abstract

Imaging with intravascular contrast media is generally
considered safe, particularly in patients without renal
failure. However, as renal function deteriorates. the
potential risk of nonallergic-type adverse events increases.
This presents a unique challenge. particularly when the use
of intravenous contrast media is deemed essential for
diagnostic purposes. Following a discussion regarding the
definition and epidemiology of kidney injury, this review
focuses on the evolving understanding of both contrast-
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literature suggesting that their incidences have been previ-
ously overestimated [2]. Nevertheless, CIN and NSF are
still recognized as potential risks associated with the use of
intravascular contrast media in patients with compromised
renal function, necessitating the need for radiologists to
understand and embrace specific preventative policies [2].
Following a discussion regarding the definition of
kidney injury, this review will focus on the evolving
understanding of both CIN and NSF and will discuss
preventative strategies aimed at minimizing the risk of
developing these entities. Alternative non-contrast



Contrast??

A CIAKI (contrastinduced acute kidney injury) or PEKI (post
contrast acute kidney injury)?

A Risk of GAKI contrasinduced acute kidney injury) may be
overestimated in previous studies.\(( ori.a, what amount of which
contrast is used)

A Most patients with P@\KI will have a temporary, asymptomatic
elevation in seruntreatinine which rises within 24h of contrast
administration, peaking at 4 days, before returning to baseline
within 7-10 days.

A The presence of PAKI leading to dialysis is uncommon, regarding
0,8%4% in patients undergoing coronary angiography, dependlng
on baseline renal function and other risk factors.

A On vital indications, all the necessary diagnostic tests should be
performed, regardless of the kidney function!



What | learned from this
case:

ANhat connects heart, liver and

Kidneys?

Arhe initial findings may be actually

secondary and confusing Ascending aorta
.. . (aortic arch)

(colechystitisand hydronephrosis

had no real significance in this Heart

case)

Kidney

Missection of the aorta is not
always very painful and can have
many different faces

KContrast should be used, if
necessary!

Thoracic aorta
Abdominal aorta

[liac artery



