Type A aortic intramural hematoma
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DESCRIPTION

Aortic intramural haematoma (IMH) is an acute
aortic syndrome which constitutes 5%-20% of
all acute aortic syndromes.' It is defined as a
contained haemorrhage into the media without
rupture of the intima.” It is thought to either be
due to rupture from a penetrating atherosclerotic
ulcer that then thromboses the false lumen or
due to spontaneous rupture of a vasa vasorum.
IMH has been reported to progress to acute
aortic dissection in up to 88% of patients when
the ascending aorta is involved.> IMH also has a
higher risk of aortic rupture than aortic dissection
due to the outer media being thinner. We present
a case where aortic IMH was initially suspected
on coronary angiography and subsequently
confirmed on ancillary imaging.

A 61-year-old woman with a history of hyper-
tension, hyperlipidaemia, type 2 diabetes,
previous non-ST elevation myocardial infarc-
tion and previous smoking presented to a rural
emergency department (ED) with atypical chest
pain. Her vital signs in the ED were a heart rate
of 55, right arm blood pressure of 118/57, left
arm blood pressure of 115/54, oxygen saturation
of 95% on 2-litre nasal prongs and a tempera-
ture of 36.4°C. ECG revealed sinus bradycardia
with old inferior g-waves and lateral ST-depres-
sion and her troponin I was elevated at 0.10.
Chest X-ray was not of good quality to evaluate
the mediastinum (online supplemental figure 1).
Unfortunately, a d-dimer was not measured at
the rural ED and a bedside echocardiogram was
unavailable. The patient was therefore treated as

Figure 1
penetrating atherosclerotic ulcer.
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Figure 2 CT Angiogram Coronal View Demonstrating
Type A IMH Extending from the Aortic Root.

a non-ST elevation myocardial infarction trans-
ferred for angiography. Coronary angiography
revealed no obstructive coronary artery disease,
however, initial left coronary artery engagement
was suspicious for a possible penetrating athero-
sclerotic ulcer (figure 1). Root aortogram was
performed, which revealed no evidence of dissec-
tion. Given this, the patient went on to have a
CT angiogram of the chest which revealed a large
type A IMH extending from the aortic root to the
level of the left renal artery (figure 2).

The patient was subsequently taken for emer-
gent aortic repair. Intraoperatively she had signifi-
cant bleeding and left main coronary button failure
requiring coronary artery bypass grafting. Postop-
eratively she developed multiorgan failure and died
on post-operative day 3.

Learning points

» Aortic intramural haematomas are associated
with penetrating atherosclerotic ulcers.

» D-dimer should be considered in patients
presenting with chest pain to rule-out causes
such as aortic dissection/haematoma and
pulmonary embolism.

» Aortic intramural haematomas may not be
associated with a widened mediastinum on
chest X-ray and may have a normal aortic root
shot on coronary angiography.

» Bedside echocardiogram should be considered
in chest pain/troponin elevation presentations
to identify regional wall motion abnormalities
as well as non-coronary pathologies such as
aortic dissections/intramural haematomas.
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