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Introduction: Aortic dissection is a highly fatal condition characterized by the separation of the layers of the aortic wall by extraluminal blood that enters through a luminal tear. With an estimated incidence of 5 to 30 cases per million population per year, it can easily be misinterpreted during diagnosis, with atypical cases making it all the more difficult.
The case we present is an unusual presentation of aortic dissection in a 37 year old male patient whose previous medical history includes arterial hypertension for 7 years with maximal BP 220/120 mm Hg. The patient was a non-smoker who practiced weight-lifting and boxing, and took steroids and fat-burning drugs. He denies previously suffering from MI or strokes, and never felt any chest pain prior to this incident. His condition was worsened an hour before admission, as he felt acute intensive burning retrosternal pain. 
On physical examination, the patient’s condition was severe. His pulse was rhythmic and measured 75 bpm; BP 160/90mmHg. His skin was pale and acrocyanosis was observed. His heart borders were found to be enlarged on percussion by 1.5 cm and shifted to the left. Auscultation revealed weak heart tones.

Methods and Materials: Laboratory tests yielded normal results. ECG was done and showed typical signs of MI. Furthermore, Echo revealed LVH, hypokinesia of the posterior wall, dilation of aorta and hydropericardium. The enlargement of heart borders and dilation of ascending and descending aorta were seen on X-ray. 

Results: He was diagnosed with extensive Stanford Type A aortic dissection starting from the beginning of the aorta till the bifurcation and extending to the Brachiocephalic trunk and AMI.  Patient was transferred to Kharkov scientific institution of acute urgent surgery for operative treatment, where he died during operation.

Conclusion: A high degree of clinical suspicion for AD should always be exercised whenever a patient presents with “classical” symptoms of ischemic stroke or AMI, thus avoiding the consequences of initiating thrombolytic therapy in patients without either conditions. The careful collection and analysis of anamnestic data, conducting screening genotyping in combination with instrumental methods of diagnosis will allow for better results in diagnosis, and subsequently, prevention of complications.
