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ortic intramural hematoma (AIH) is a type of aortic dissection ha-
ving no intimal tear and caused by the rupture of vasa vasorum
within the aortic wall.1 Although there is a localized wall thick-

ness, there is no sign of intimal tear.2 It is not always possible to distin-
guish AIH from aortic dissection. This type of aortic dissection differs
from the other types with having no connection between true and the
false lumen. Natural course, incidence of mortality and morbidity and
management of AIH is also totally different from aortic dissection. Dif-
ferential diagnosis is easier with the use of advanced imaging methods.
AIH can be diagnosed easily with transesophageal echocardiogarphy
(TEE) and in doubtful cases CT and MRI can be useful to confirm the di-
agnosis.

Spontaneously Resolved Intramural
Haematoma of the Thoracic Aorta:

Case Report

AABBSS  TTRRAACCTT    In this ca se re port we pre sent a 46 ye ar-old hyper ten si ve ma le pa ti ent with a di ag -
no sis of in tra mu ral he ma to ma of the des cen ding tho ra cic aor ta. He was ad mit ted to emer gency de-
part ment with the comp la ints of both back pa in and up per ab do mi nal pa in. Ne it her no spe ci fic
po si ti ve fin dings on ECG and nor on di rect X ray we re ob ser ved. Fol lo wing tho ra cic com pu te ri -
zed to mog raphy (CT) and tran se sop ha ge al ec ho car di og raphy in tra mu ral he ma to ma of des cen ding
tho ra cic aor ta was con fir med. He was tre a ted and fol lo wed with me di cal the rapy and res pon ded
well to the tre at ment. Af ter two ye ars the in tra mu ral he ma to ma was spon ta ne o usly re sol ved on
tho ra cic CT.

KKeeyy  WWoorrddss::  He ma to ma; aor tic di se a ses; aor ta, tho ra cic   

ÖÖZZEETT    Bu ya zı mız da, inen to ra sik aor ta da in tra mu ral he ma tom ta nı sı ko nu lan 46 ya şın da ki hi per -
tan sif er kek has ta yı sun duk. Has ta, ani baş lan gıç lı sırt ve üst ab do mi nal ağ rı ya kın ma sı ile acil ser -
vi se baş vur muş tu. Ya pı lan ilk de ğer len dir me de spe si fik bir bul gu sap tan ma yan has ta da, EKG ve
di rek gra fi ler de de an lam lı bir bul gu ya rast lan ma dı. Bu nun üze ri ne ya pı lan to raks to mog ra fi si ve
tran sö ze fa ge al eko kar di yog ra fi ile inen to ra sik aor ta da in tra mu ral he ma tom ol du ğu sap tan dı. Me -
di kal te da vi ile ta kip edi len has ta nın ya kın ma la rı kay bol du. İki yıl son ra ya pı lan to raks to mog ra fi -
sin de in tra mu ral he ma to mun spon tan re zor be ol du ğu göz len di.

AAnnaahh  ttaarr  KKee  llii  mmee  lleerr:: He ma tom; aort has ta lık la rı; aort, to ra sik
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CA SE RE PORT
A 46-ye ar-old ma le pa ti ent with a his tory of hyper -
ten si on ad mit ted to the emer gency ser vi ce with the
comp la ints of sud den on set back and up per ab do mi -
nal pa in. First eva lu a ti on with te le car di og raphy, elec-
tro car di og rahy and ro u ti ne bi oc he mi cal blo od
analy sis re ve a led no spe ci fic fin ding. Al so trans tho -
ra cic ec ho car di og raphy re ve a led no pat ho lo gi cal fin -
ding ex cept left ven tri cu lar hyper trophy that was
as so ci a ted with hyper ten si on. But, on tho ra cic CT
ima ges aor tic in tra mu ral he ma to ma that ref lec ted
high den sity ima ges and aor tic wall thick ness we re
de tec ted (Fi gu re 1). He ma to ma was be gin ning ap pro -
xi ma tely 2 cm dis tal to subc la vi an ar tery and go ing 8
cm dis tal on the des cen ding aor ta. The wi dest di a -
me ter of the aor ta with in tra mu ral he ma to ma was 36
mm. TE E was per for med to dis tin gu ish aor tic dis sec -
ti on from AIH. TE E sho wed aor tic wall thick ness but
no in ti mal flap of dis sec ti on was se en (Fi gu re 2).

As a re sult of the eva lu a ti on, pa ti ent was di ag -
no sed as in tra mu ral he ma to ma of the des cen ding
tho ra cic aor ta. Af ter ob ta i ning the in for med con sent
from the pa ti ent, he was hos pi ta li zed and  ob ser ved
for a pe ri od of ti me. Wit hin this pe ri od no comp li -
ca ti on ca me out, so me di cal tre at ment wit ho ut sur gi-
cal the rapy was de ci ded. Du ring the hos pi ta li za ti on
pe ri od he had comp la ints of an gi na pec to ris. In or -
der not to ca u se any dis sec ti on the pa ti ent was not
tho ught su i tab le ef fort test and af ter con sul ting with
car di o logy de part ment a co ro nary an gi og raphy was
ad vi sed to exc lu de or de tect any con co mit tant co ro -
nary ar tery di se a se. Ac cor ding to this, a co ro nary an-
gi og raphy was per for med. It  re ve la ed seg men tary
ste no sis of right co ro nary ar tery (RCA). So, PTCA
was per for med to RCA and a stent was imp lan ted.
Pa ti ent was put on an an tip la te let tre at ment re gim
with clo pi dop rel 75 mg on ce di aly and this tre at ment
re gi men still con ti nu es un til now on for two ye ars.
At the end of a fol low up pe ri od of 2 we eks, a con trol
TE E was per for med. No in cre a se of aor tic wall thick-
ness and no for ma ti on of in ti mal flap we re se en. So,
the pa ti ent was disc har ged. Con trol eva lu a ti on was
per for med 3 months la ter and he had no comp la ints
and no in cre a se of aor tic wall thick ness was de tec -
ted. At two ye ar fol low up, aor tic wall se e med com-
p le tely nor mal at the con trol CT (Fi gu re 3).

DIS CUS SI ON
AIH is a va ri ant form of aor tic dis sec ti on and can
le ad to aor tic rup tu re.3 This syndro me is known as
a form of acu te aor tic syndro mes that has no in ti -
mo me di al te ar. Its in ci den ce was re por ted as 12.8%
among acu te aor tic syndro mes.4 Hyper ten si on is
both the most sig ni fi cant known risk fac tor. Ho w-
e ver, elas tic tis su e di sor ders are the ot her risk fac-
tors.5 Alt ho ugh a lot of eti o lo gic fac tors play ro le in
the prog res si on of this di se a se, rup tu re of the va so
va so rums wit hin the aor tic wall has be en sup po sed
as a ba sic pat ho logy.1 The re are so me li te ra tu res re-
port that rup tu re of the aor tic at he rosc le ro tic pla -
qu es and its ro le as a in ti mal te ar is anot her
eti o lo gic fac tor pla ying ro le in the for ma ti on of
AIH.4,5 Ne vert he less, the trig ge ring mec ha nism re-

FIGURE 1: CT image showing haematoma as a high density reflection and
wall thickness.

FIGURE 2: TEE examination showing the increase of the thickness of the
aortic wall.  

FIGURE 3: CT images showing completely resolved intramural hematoma at
the two year follow-up. 
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ma ins unc le ar.4 Alt ho ugh no in ti mal te ar is pat ho -
go no mic for this di se a se, very small gro up of pa ti -
ents may ha ve an inf low te ar but, the se pa ti ents
ha ve no outf low te ar. So, a flow wit hin the aor tic
wall is not in qu es ti on.5

Two forms of di se a se has be en de ter mi ned one
of which is tra u ma tic type with go od prog no sis
whi le the ot her one is non-tra u ma tic type with po -
or prog no sis. The lat ter is sup po sed to be the pre-
cur sor of aor tic dis sec ti on.6 Si mi lar to tho ra cic
aor tic dis sec ti ons, AIHs af fect as cen ding aor ta, ar -
cus aor ta or both (Type-A) or des cen ding aor ta
(Type-B).2 Li kely to acu te aor tic dis sec ti on, the cle -
a rest symptom of the di se a se is chest pa in.5 Typi -
cally, this pa in do es not res pond to nit rogl yce ri ne
and do es not ex pand on ex tre mi ti es or chin.4 This
is im por tant in dis tin gu is hing it from acu te co ro -
nary syndro mes, but our ca se res pon ded to nit -
rogl yce ri ne. We think that this is mo re re la ted
with the le si on in the RCA than the co ur se of the
di se a se. So, it sho uld be kept in mind that acu te co -
ro nary syndro me may ac com pany to AIH and fur-
t her eva lu a ti ons sho uld be per for med es pe ci ally for
the pa ti ents un der risk fac tors. Pre sen ce of ab do -
mi nal pa in sho uld bring to mind the di se a se of de-
s cen ding aor ta.5

The di se a se is di ag no sed vi a an ima ging met -
hod sho wing the in ti mo me di al te ar or in ti mal se p-
a ra ti on. CT ima ging fi gu res out fresh he ma to ma as
a high den sity ima ge on aor tic wall, whi le MR im-
a ging may pre sent so me in for ma ti on abo ut the age
of the he ma to ma ac cor ding to the met he mog lo bin
wit hin the he ma to ma.4 Ho we ver, aor tog raphy has
a li mi ted di ag nos tic va lu e.6 Alt ho ugh the re are
plenty of ima ging met hods, TE E has a very sig ni fi -
cant va lu e in ma king the di ag no sis of AIH.1 In tra -
mu ral he ma to ma is se en as a ref lec ti on of blo od
that ca u sed throm bus for ma ti on in the are a bet we -
en in ti ma and ad ven ti ti a.4 To di ag no se AIH with
TE E; the re sho uld be no mem bra ne of dis sec ti on,
dopp ler exa mi na ti on sho uld re ve al no flow re la ti -
ons hip bet we en fal se and tru e lu mens and the wall
thick ness in the are a of he ma to ma sho uld be gre a -
ter than 7 mm.1,4 Alt ho ugh pre sen ce of at he rosc le -
ro tic pla qu es and trans mu ral thick ness can be
con fu sed with each ot her, re pe ti ti ve exa mi na ti ons

with TE E shows no dif fe ren ce in the trans mu ral
thick ness and this is in fa vor of AIH.4

The most sig ni fi cant and still de ba tab le sub ject
abo ut AIH is which pa ti ents sho uld be tre a ted with
me di cal the rapy and which ones with sur gi cal tre -
at ment. Be ca u se AIH af fec ting as cen ding aor ta has
a high comp li ca ti on ra te and has po or prog no sis,
sur gi cal tre at ment is re com men ded at the ti me
when it is di ag no sed, whi le me di cal the rapy and
clo se fol low up is re com men ded for AIH af fec ting
des cen ding aor ta.1 In me di cal tre at ment con trol of
hyper ten si on and se da ti on are sa tis fac tory. High
risky pa ti ents for rup tu re of AIH are pa ti ent with
pe net ra ted aor tic ul cer, un con trol led hyper ten si on
and in cre a se in the di a me ter of the he ma to ma.3 We
fol lo wed our ca se with an tihy per ten si ve the rapy
and an ti ag gre ga ting the rapy du e to stent imp lan ta -
ti on. Alt ho ugh me di ca ti on an ti ag re ga ting tre at -
ment may in cre a se the di a me ter of he ma to ma, it
was ob li ga tory in our ca se to use such type of me -
di ci ne in or der to pro vi de pa tency of the stent.

In AIH af fec ting des cen ding aor ta, if the re is a
pa in not res pond to me di cal tre at ment, he ma to ma
con ti nu ing to ex pand or the re are comp li ca ti ons li -
ke di la ta ti on, and pe ri car di al ef fu si on; sur gi cal in-
ter ven ti on sho uld be the ma ins tay of the tre at ment
in or der to pre vent the de ve lop ment of dis sec ti on
or rup tu re.4 In the se in di ca ti ons, as an al ter na ti ve of
sur gery en do vas cu lar tre at ment mo da li ti es can be
used at last de ca des. Ho we ver, it re qu i res furt her
mul ti cen ter stu di es and lar ge gro up of pa ti ents, and
it can not be re com men ded for ro u ti nely use at this
ti me, ex cept comp li ca ti ons men ti o ned be low.7

As a conc lu si on, in ca ses with AIH, con co mit -
tant co ro nary ar tery ste no sis can be ob ser ved. Alt -
ho ugh it is a risk to per form co ro nary an gi og raphy
to de li e na te any co ro nary ste no sis, it is the best op-
ti on to per form this tech ni qu e sin ce it pro vi des a
chan ce to tre at the ste no sis in the sa me ti me wit h-
o ut ha ving ti me loss. An ti ag re ga ting me di ca ti on
may ca u se prog res si on of the he ma to ma, but as in
our ca se with a clo se fol low-up pe ri od this risk may
be un der ta ken. Fi nally this ca se pre sen ta ti on is a
go od examp le of me di cally re sol ved aor tic in tra -
mu ral he ma to ma.
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