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INTRODUCTION
Traumatic aortic dissection (TAD) is a rare but potentially life-threatening consequence of blunt chest trauma, particularly in motor-vehicle accidents (MVA). We present a MVA case brought to emergency department (ED), where the clinical presentation and examination findings led to the provisional diagnosis of TAD. 
CASE DESCRIPTION
A 75-year-old gentleman, who had no underlying illness was involved in a high impact collision between a car which skidded onto a tree. Post trauma, he had pain over his chest with difficulty breathing. On arrival to ED of a district hospital, his GCS was full with  reactive pupils  however he was hypotensive, tachycardic, tachypneic and hypoxic. Physical examination revealed minimal trachea deviation to the right  with  no elevated JVP . There was tenderness over bilateral anterior chest with unremarkable auscultation findings  over lungs and heart. His perfusion was good and had no radio-radial or radio-femoral delay.  No free fluid or pneumothorax on EFAST . ECG showed sinus tachycardia with right bundle branch block. Chest x-ray (CXR)  revealed widened mediastinum with left lung contusion. The patient was transported to our ED in tertiary center for Contrast Enhanced Computered tomography (CECT) thorax, abdomen and pelvic which reported as thoracic aortic injury described by intimal flap at aortic arch with hemopneumomediastinum, bilateral hemopneumothorax and lung contusions. Echocardiogram demonstrated DeBakey type III  aortic dissection. Patient was referred urgently to the nearest cardiothoracic center (CTC) for Thoracic endovascular aortic repair (TEVAR) where the operation was done successfully. 
DISCUSSION 
To make the diagnosis of aortic dissection, a high suspicion  should be kept in mind, especially with the presence of the high-risk clinical triad: acute sharp chest/abdominal pain, a variation in pulse and/or blood pressure, and mediastinal widening on CXR. Clinical criteria for aortic dissection are poorly defined. Thus, 35% of aortic dissections remain unsuspected in vivo, and 99% of suspected cases can be refuted.
Given the mechanism of injury, clinical findings, evidence of mediastinal widening on CXR and exclusion of other immediate life-threatening conditions, the provisional diagnosis of traumatic aortic dissection was considered. Urgent transfer to a tertiary care center with advanced imaging capabilities was arranged for confirmation and definitive management.
CONCLUSION 
Given the urgency and complexity of managing TAD, it is essential for healthcare providers, particularly in district hospitals, to be equipped with knowledge and skills required for initial stabilization and safe transfer to specialised centers. Collaborative efforts between primary care facilities and tertiary care centers are crucial for optimizing patient outcomes in complex trauma cases.
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