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Abstract

Background: Intramural hematoma of the aorta (IMH), a variant of classic aortic dissection, shows very dynamic
process in the early phase. The aim of this study is to evaluate clinical outcomes of patients with acute aortic IMH
from real world registry data.

Methods: We analyzed 165 consecutive patients with acute IMH from five medical centers in Korea. All patients
were divided into two groups; type A (n = 61, 37.0%) and type B (n = 104, 63.0%) according to the Stanford
classification. Clinical outcomes and morphological evolution by CT were analyzed for 2 years.

Results: Most of the patients (77.0% of type A and 99.0% of type B, P < 0.001) were treated medically during their
initial hospitalization. There were no significant differences in in-hospital mortality (4.9% vs. 2.9%, P = 0.671) and
2-year mortality (13.1% vs. 11.5%, P = 0.765) between two groups. During the 2-year follow up period, progression
to aortic dissection (18.0% vs. 6.7%, P = 0.037) and surgical treatment (29.5% vs. 2.9%, P < 0.001) were higher in type A.
For the type A patients, there were no significant difference in in-hospital mortality (7.1% of surgery vs. 4.3% of medical,
P = 0.428) and 2-year mortality (7.1% of surgery vs. 14.9% of medical, P = 0.450) in terms of initial treatment strategy.

Conclusion: For real world practice in Korea, most of IMH patients were treated medically at presentation and showed
favorable outcomes. Thus, even in type A acute IMH, early medical treatment with alternative surgical conversion for
selected, complicated cases would be a favorable treatment option.

Keywords: Intramural hematoma of the aorta, Survival rates, Treatment
Background
Aortic intramural hematoma (IMH) is an important acute
aortic syndrome that presents symptoms similar to those
of classic aortic dissection. Recent advances in imaging
techniques have significantly improved the diagnosis and
heightened the clinical understanding of IMH, which
accounts for a frequency of 10% to 30% of all acute aortic
syndromes [1-3]. IMH is different from aortic dissection
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due to its absence of continuous direct flow communica-
tion through intimal tear; It shows very dynamic process
in the early phase and the natural history of IMH is not
clearly known yet.
IMH is classified as either involving (type A) or not

involving (type B) the ascending aorta. The site of IMH is
an important parameter to determine prognosis. Patients
with type B IMH, like those with type B aortic dissection,
are usually treated medically [4]. However, management
of patients with type A IMH is controversial. Some reports
have recommended early surgery for patients with type
A IMH because of their poor prognosis with medical
treatment [5-7]. On the other hand, recent studies have
d. This is an Open Access article distributed under the terms of the Creative
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Table 1 Clinical characteristics of the patients, by location
of aortic intramural hematoma

Type A
(n = 61)

Type B
(n = 104)

P value

Age, yrs 68 ± 10 67 ± 12 0.521

Sex, male 23 (37.7%) 61 (58.7%) 0.009

Diabetes 4 (6.6%) 7 (6.7%) 0.966

Hypertension 37 (60.7%) 52 (50.0%) 0.185

Dyslipidemia 16 (36.4%) 24 (31.6%) 0.688

Current smoking 20 (32.8%) 30 (28.8%) 0.595

Time from onset to admission (hrs) 10.6 ± 16.2 7.9 ± 11.3 0.251

Initial symptoms 0.372

Chest pain 31 (50.8%) 58 (55.8%) 0.538

Abdominal pain 11 (18.0%) 21 (20.2%) 0.735

Back pain 10 (16.4%) 19 (18.3%) 0.760

Loss of consciousness 2 (3.3%) 3 (2.9%) 1.000

Dyspnea 4 (6.6%) 1 (1.0%) 0.159

Others 3 (4.9%) 2 (1.2%) 0.360

Hemodynamic findings

Systolic BP, mmHg 138 ± 36 150 ± 36 0.042

Diastolic BP, mmHg 84 ± 21 86 ± 19 0.522

Heart rate, BPM 77 ± 18 77 ± 23 0.997

Laboratory findings

Total cholesterol (mg/dL) 185 ± 53 180 ± 46 0.550

C-reactive protein (mg/dL) 3.2 ± 4.3 4.7 ± 8.3 0.236

Creatinine (mg/dL) 1.20 ± 1.50 0.97 ± 0.34 0.279

Choi et al. BMC Cardiovascular Disorders 2014, 14:103 Page 2 of 7
http://www.biomedcentral.com/1471-2261/14/103
shown favorable results with medical therapy in some
type A IMH cases [8,9]. Therefore, we retrospectively
analyzed imaging studies, treatment strategies and clin-
ical outcomes of patients with acute IMH from real
world registry data.

Method
Study patients
From January 2000 through December 2010, a total of
165 patients with acute IMH were admitted to five med-
ical centers. IMH was defined as a circular or crescent
shape, extensive aortic wall hematoma with no evidence of
intimal flap or false lumen noted by contrast computed
tomographic (CT) scan. The patients were divided into
two groups according to the aortic segment afflicted with
IMH, whether it was on the ascending thoracic aorta and/
or aortic arch (type A, n = 61) or the descending thoracic
aorta (type B, n = 104). Clinical features, hospital mortality,
and long-term survivals were compared between patients
with type A and type B IMH for 2 years.

Data collection and analysis
Chart review was performed, and data were collected with
a standardized format that included information on patient
demographics, medical history, clinical presentation, phys-
ical findings, results of imaging studies, details of medical
and surgical treatment, and outcome. Follow-up data were
collected by direct telephone interviews and detailed review
of all medical records. The cause and date of any death
were confirmed by information gathered from the National
Population Registry of the Korean National Statistical
Office, together with a review of all available clinical records
at the time of death. This retrospective study was approved
by the Institutional review board of Yeungnam University
(IRB No. YUH-13-0362-B3). The need for informed con-
sent was waived by the board.

Statistical analysis
Categorical variables are described as number and percent
and compared with the chi-squared test, or Fisher exact
test as appropriate. Continuous variables are described as
mean ± SD. Survival analysis was performed by Kaplan-
Meier analysis, and differences in survival between the
groups were examined with the log-rank test. To deter-
mined predictors for progression of ascending IMH and
mortality throughout follow-up period, Cox proportional
hazards model was used to estimate the risk of the poten-
tial variables. P value < 0.05 (two-sided) was considered
statistically significant. Data analyses were performed with
SPSS software (version 18.0; SPSS, Inc, Chicago, Ill).

Results
Table 1 summarizes the clinical features of both groups.
Mean age (68 ± 10 vs. 67 ± 12, P = 0.521), the prevalence
of diabetes (6.6% vs. 6.7%, P = 0.966), hypertension
(60.7% vs. 50.0%. P = 0.185), dyslipidemia (36.4% vs. 31.6%,
P = 0.688), current smoking status (32.8% vs. 28.8%,
P = 0.595) and time from onset to admission (10.6 ± 16.2 vs.
7.9 ± 11.3, P = 0.251) did not show any difference between
the two groups. Male gender was more frequently observed
in the type B group (37.7% vs. 58.7%, P = 0.009). Chest
pain was the most prevalent symptom in both groups.
Abdominal pain and back pain followed that. Initial
systolic blood pressure was higher in the type B group
(138 ± 36 vs. 150 ± 36, P = 0.042). Diastolic blood pressure
(84 ± 21 vs. 86 ± 19, P = 0.522) and heart rate (77 ± 18 vs.
77 ± 23, P = 0.997) were no statistically significantly differ-
ent between the two groups. The laboratory findings were
also similar in the two groups.
Selected treatment modalities and clinical outcomes

are summarized in Figure 1. In the type A group, 23%
(14/61) underwent emergent surgery, and medical treat-
ment was selected for the remaining 47 patients. Among
patients who were treated medically at initial presentation,
3 patients underwent surgery during the hospitalization
because of the development of hemopericardium, aggrava-
tion of pleural effusion and dye leakage detected from



Figure 1 Diagram of enrolled patients and clinical outcomes. MTX, medical treatment; STX, surgical treatment.
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follow up CT. After discharge, only one patient received
surgery because of the development of aortic dissection.
In the type B group, one patient underwent emergent
surgery because suspicious penetrating ulcer was seen
in CT. Additional 2 patients underwent timely surgery
after enlarged aortic diameter (up to 63 mm) and extrava-
sation of dye were seen from follow up CT examination.
Most patients with type B (101/104, 97.1%) IMH received
medical treatment only. A total of 21 patients who were
underwent surgery during 2 years, 20 cases had aorta graft
replacement and 1case had hybrid EVAR (endovascular
aneurysm repair).
The results of CT were demonstrated in Table 2 accord-

ing to the time of examinations. Initial, in-hospital follow
up, outpatient department follow up CT results were seen.
With the use of computerized planimetry, measurements
were taken on the basis of the accompanying calibrated
scales in the contrast-enhanced CT images. Maximal
aortic diameter and maximal hematoma thickness were
measured at the level of pulmonary artery bifurcation
(Figure 2). Maximal ascending aortic diameter in initial
CT images was significantly greater in the type A group
(47.8 ± 8.2 mm vs. 42.1 ± 5.7 mm, P < 0.001). Maximal
descending aortic diameter was greater in the type B group,
but there was no significant difference (37.7 ± 7.4 mm vs.
40.0 ± 8.1 mm, P = 0.084). Maximal descending hematoma
thickness in type A was 10.8 ± 6.8 mm and maximal de-
scending hematoma thickness in type B was 11.6 ± 5.1 mm.
Pericardial effusion was common in the type A group
(32.8% vs. 3.9%, P < 0.001). In-hospital follow up CT was
performed in 78.8% of patients (mean duration 10 ± 7 days).
Among them, 59.6% of type A and 41.0% of type B patients
showed a decreasing trend of hematoma thickness. There
were no significant differences of hematoma thickness
(less than 2 mm) compared to initial CT in the 34.0%
of type A and 50.0% of type B patients. Progression to
aortic dissection was common in type A patients (12.8%
vs. 3.6%, P = 0.069). Outpatient department follow up CT
was performed only in 58.2%. However, information from
the National Population Registry of the Korean National
Statistical Office and direct telephone interview confirmed
that other patients were asymptomatic and in stable
condition except the person who died. To determine
the independent predictors for progression of type A IMH
throughout the follow-up period, Cox regression analysis
was performed. There was no significant predictor of the
progression of IMH. However, aortic hematoma thickness
greater than 10 mm was associated with increased mortal-
ity (odds ratio, 9.23; 95% Confidence interval (CI), 1.30 to
65.4; P = 0.026) (Table 3).
Table 4 shows treatment strategy and clinical outcomes

according to location of IMH. Patients receiving emergent
surgery had been hospitalized longer than those receiv-
ing medical therapy in both type A (29 ± 14 vs. 16 ± 8,
P = 0.004) and type B (26 vs. 17 ± 13, P = 0.492) groups.
During the 2-year follow up period, progression to aortic
dissection (18.0% vs. 6.7%, P = 0.037) and surgical treat-
ment (29.5% vs. 2.9%, P < 0.001) were common in type A.
However, there were no significant difference in-hospital
mortality (4.9% vs. 2.9%, P = 0.671) and 2-year mortality
(13.1% vs. 11.5%, P = 0.765) between type A and B. In the
type A patients, there were no significant difference in
in-hospital mortality (7.1% of surgery vs. 4.3% of medical,
P = 0.428) and 2-year mortality (7.1% of surgery vs. 14.9%



Table 2 The results of CT examinations

Type A (n = 61) Type B (n = 104) P value

Initial computed tomography

Maximal ascending aortic diameter, mm 47.8 ± 8.2 42.1 ± 5.7 < 0.001

Maximal descending aortic diameter, mm 37.7 ± 7.4 40.0 ± 8.1 0.084

Maximal ascending hematoma thickness, mm 10.8 ± 6.8 - < 0.001

Maximal descending hematoma thickness, mm 9.9 ± 5.0 11.6 ± 5.1 0.042

Pleural effusion 14 (23.0%) 22 (21.4%) 0.812

Pericardial effusion 20 (32.8%) 4 (3.9%) < 0.001

In-hospital follow up CT

Follow-up CT duration, days 10 ± 7 9 ± 7 0.483

Follow-up CT study 47 (77.0%) 84 (80.8%) 0.568

Decreased hematoma 28 (59.6%) 34 (41.0%) 0.041

Increased hematoma 3 (6.4%) 7 (8.4%) 0.480

Progression to aortic dissection 6 (12.8%) 3 (3.6%) 0.069

No change* 16 (34.0%) 42 (50.0%) 0.068

Outpatient Department follow up CT

Follow-up CT duration, days 452 ± 724 318 ± 453 0.267

Follow-up CT study 38 (62.3%) 58 (55.8%) 0.412

Decreased hematoma 29 (78.4%) 48 (82.8%) 0.401

Increased hematoma 3 (7.9%) 4 (6.9%) 1.000

Progression to aortic dissection 5 (13.2%) 5 (8.6%) 0.510

No change* 6 (15.8%) 6 (10.3%) 0.430

*No change; Change of hematoma thickness is less than 2 mm compared to initial CT.
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of medical, P = 0.450) in terms of initial treatment strategy
(Figure 3).

Discussion
Aortic IMH, known as a variant form of aortic dissection,
is characterized by the absence of intimal tear and direct
flow communication between true and false lumen. It
Figure 2 Measurement methods of intramural hematoma of
the aorta. Maximal aortic diameter (A) and maximal hematoma
thickness (B) were measured at the level of pulmonary artery bifurcation.
AD, Maximal ascending aortic diameter; AH, Maximal ascending
hematoma thickness; DD, Maximal descending aortic diameter; DH,
Maximal descending hematoma thickness; PA, Pulmonary artery.
results from spontaneous rupture of aortic vasa vasorum
or penetrating atherosclerotic ulcer [10-12]. Recent
advances in noninvasive imaging such as computed
tomography (CT), magnetic resonance (MR) imaging,
and transesophageal echocardiography (TEE) are used to
identify a variant of aortic dissection and have further
Table 3 Predictors of 2-year mortality by Cox regression
analysis

Odds ratio 95% confidence
interval

P value

Age > 70 years 1.64 0.23 - 11.78 0.623

Diabetes 0 0 0.987

Hypertension 2.81 0.42 - 18.61 0.285

Dyslipidemia 0.26 0.02 - 2.99 0.278

Time from onset to
admission > 24 hrs

1.67 0.25 - 11.09 0.600

Initial systolic BP < 90 mmHg 3.00 0.04 - 202.96 0.609

Pleural effusion at CT 0.38 0.02 - 0.68 0.509

Pericardial effusion at CT 3.51 0.18 - 67.84 0.405

Maximal ascending aortic
diameter > 55 mm

1.43 0.17 - 11.69 0.740

Maximal ascending hematoma
thickness > 10 mm

9.23 1.30 - 65.4 0.026



Table 4 Treatment strategy and clinical outcomes according to location of aortic intramural hematoma

Type A (n = 61) Type B (n = 104) P value

Admission duration (days) 19 ± 11 17 ± 13 0.535

Emergency surgery (within 24 hrs) 29 ± 14 26 0.855

Medical therapy and timely surgery 16 ± 8 17 ± 13 0.404

In-hospital mortality 3/61 (4.9%) 3 /104 (2.9%) 0.671

Emergency surgery (within 24 hrs) 1/14 (7.1%) 0/1 (0%) 1.000

Medical therapy and timely surgery 2/47 (4.3%) 3/103 (2.9%) 0.649

2-year mortality 8/61 (13.1%) 12/104 (11.5%) 0.765

Emergency surgery (within 24 hrs) 1/14 (7.1%) 0/1 (0%) 1.000

Medical therapy and timely surgery 7/47 (14.9%) 12/103 (11.7%) 0.580

Progression to aortic dissection for 2 years 11 (18.0%) 7 (6.7%) 0.037

Surgical treatment for 2 years 18 (29.5%) 3 (2.9%) < 0.001
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emphasized the importance of early diagnosis of acute
aortic syndrome. Among them, CT is widely used as the
imaging modality of first choice for the assessment of
thoracic aortic disease and can be used even in clinically
unstable patients. Moreover, various diameters of the
aorta can be measured easily in serial CT images such
as aortic diameter and aortic wall thickness [1,13-15].
There are several studies that propose these parameters as
a prognostic factor. Maximum aortic diameter ≥ 50 mm,
hematoma thickness ≥ 11 mm are supposed to predict
adverse clinical outcome [16,17]. Our study also showed
that patients with larger hematoma thickness (≥10 mm) at
initial CT were considered as a high risk group. Perhaps
this is because larger hematoma thickness might represent
a larger blood accumulation in the aortic wall, which
could increase the risk of development of aortic dissection
or perivascular leakage.
The management of IMH of the aorta remains contro-

versial. Existing studies have suggested that different
therapeutic strategy based on the affected area be used
as the site of IMH is an important parameter to determine
Figure 3 Survival rates of type A acute intramural hematoma accordi
were 92.9% who received emergency surgery vs. 95.7% who received med
During 2-year follow up, Survival rates were 92.9% who received emergenc
in selected patients (P = 0.450).
prognosis. Usually patients with distal IMH involving the
descending aorta (Stanford type B) treated medically and
their favorable prognosis is demonstrated in many studies.
Kaji et al. reported long-term clinical course of patients
with type B IMH. In their study, treated initially with med-
ical therapy, type B IMH shows lower in-hospital mortality
(0% vs. 14%, P = 0.006) and higher 5-year survival rates
(97% vs. 79%, P = 0.009) compared with type B aortic
dissection [18]. Song et al. reported that absence of per-
sistent flow communication in the false lumen resulted
in a favorable remodeling process in IMH affecting distal
descending aorta [19]. It has been reported that even type
B IMH could progress to overt dissection or aortic rupture
[20]. Medical therapy is generally accepted in initial
management of type B IMH.
However, management of patients with type A IMH is

controversial. Some studies reported that medically treated
type A IMH patients showed worse prognosis than sur-
gically treated patients. Because short term prognosis is
serious in IMH involving the ascending aorta owing to
frequent progression to aortic rupture, dissection or
ng to the initial treatment strategy. (A) In-hospital survival rates
ical therapy and timely surgery in selected patients (P = 0.428). (B)
y surgery vs. 85.1% who received medical therapy and timely surgery
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aneurysm, they insist that surgical repair improves out-
come in type A patients [7,21]. However, the progression
of type A IMH appears to be more benign than that of
aortic dissection and studies from Asian countries reported
low mortality rates in medically treated proximal IMH.
Song et al. reported that among medically treated type A
IMH patients, 67% showed disappearance of hematoma
and 78% survived during 3-year follow-up [9,22]. In another
study of type A patients treated initially with supportive
medical therapy, in-hospital mortality rate was significantly
lower (7% vs. 34%, P = 0.004) and 5-year survival rates was
significantly higher (90% vs. 62%, P = 0.004) than aortic
dissection group [23]. Another recent study conducted
for North American and European showed that the
majority of type A IMH patients (84.4%) received surgical
treatment. Even though there was no direct comparison
between surgically treated and medically treated type A
IMH, the mortality in medically treated group (40.0%) was
much higher than that of surgically treated group (24.1%)
[24]. Although the exact cause is unknown, IMH is diag-
nosed much more frequently and has better outcomes in
Japan/Korea than North America/Europe. It is possibly
due to the heightened awareness of the IMH diagnosis
and detect more benign variant of IMH. In addition,
genetic, dietary, or environmental factors may influence
geographic variation [25].
Previous studies have shown that medical treatment

alone was not enough to manage all type A IMH patients.
Patients with recurrent pain, progression to overt type A
dissection, or progressive aortic dilatation during medical
follow-up should converted to surgery [26]. To monitor
the morphological changes and development of delayed
vascular complications such as that, regular follow-up
imaging will be essential [27]. In addition, recent technical
improvements in surgery for acute aortic syndrome have
resulted in reduced operative mortality. Moreover, delayed
surgery did not increase mortality [8,28]. Thus, supportive
medical treatment with frequent follow-up imaging
studies and timed surgical repair can be a rational thera-
peutic strategy in management of type A IMH. In this
study, we analyzed 165 Asian patients with IMH, and this
is one of the largest studies of IMH to date. There were
also no significant difference in in-hospital mortality and
2-year mortality according to initial treatment strategy.
Based on our data, medical therapy with or without timely
operation resulted in favorable long-term results similar
to other studies from Asia.
There are several limitations in our study. First, it was

a retrospective analysis of data and not a randomized
study. There were no definite criteria for surgical therapy.
Second, the rates of CT follow-up were low and this may
underestimate progression of IMH. Third, there were a
relatively small number of patients who developed aortic
dissections or who died. Thus, we did not have adequate
power to identify risk factors of these outcomes. Fourth,
we did not take into account the variations of normal
aortic dimensions related to age.

Conclusions
For real world practice in Korea, most of IMH patients
were treated medically at presentation and showed favor-
able outcomes. Thus, even in type A acute IMH, early
medical treatment with alternative surgical conversion
for selected, complicated cases would be a favorable treat-
ment option. Moreover it can also reduce medical costs
through the shorter hospitalization period and the reduc-
tion of operation charge. Longer follow-up observation of
more patients is needed to assess the real impact of the
initial hematoma thickness on the prognosis of IMH and
timing of surgical intervention.

Abbreviations
IMH: Intramural hematoma of the aorta; CT: Computed tomographic;
MR: Magnetic resonance; TEE: Transesophageal echocardiography.

Competing interests
The authors declared that they have no competing interests.

Authors’ contributions
YJC prepared all the data, acquisition of data, analysis and writing the draft,
JWS participated in the data collection, analysis and interpretation of data,
SHL participated in the data collection and discussion, UK participated in the
data collection and discussion, DGS participated in the data collection,
analysis and interpretation of data and revision, YJK participated in the data
collection and supervised the acquisition of data, SHH participated in the
data collection, CWN participated in the data collection, YKC participated in
the data collection, BRL participated in the data collection, BCJ participated
in the data collection, JBL participated in the data collection, JKR participated
in the data collection, HSP participated in the data collection, JHL
participated in the data collection, SYJ participated in the data collection and
interpretation of CT images, JSP initiated the study and supervised the
acquisition of data, helped the final approval of the version to be published
and wrapped up the manuscript. All authors read and approved the final
manuscript.

Acknowledgments
We thank Roberto Patarca M.D. who helped to make the study design and
provided medical writing services.

Author details
1Division of Cardiology, Department of Internal Medicine, Yeungnam
University Medical Center, 170, Hyeonchung-ro, Nam-gu, Daegu 705-717,
Republic of Korea. 2Division of Cardiology, Department of Internal Medicine,
Keimyung University Dongsan Medical Center, 56, Dalsung-ro, Jung-gu,
Daegu 700-712, Republic of Korea. 3Division of Cardiology, Department of
Internal Medicine, Daegu Fatima Hospital, 99, Ayang-ro, Dong-gu, Daegu
701-724, Republic of Korea. 4Division of Cardiology, Department of Internal
Medicine, Daegu Catholic University Medical Center, 17, Duryugongwon-ro,
Nam-gu, Daegu 705-718, Republic of Korea. 5Division of Cardiology,
Department of Internal Medicine, Kyungpook National University Hospital,
130, Dongduk-ro, Jung-gu, Daegu 700-721, Republic of Korea.

Received: 13 April 2014 Accepted: 14 August 2014
Published: 19 August 2014

References
1. Yamada T, Tada S, Harada J: Aortic dissection without intimal rupture:

diagnosis with MR imaging and CT. Radiology 1988, 168:347–352.



Choi et al. BMC Cardiovascular Disorders 2014, 14:103 Page 7 of 7
http://www.biomedcentral.com/1471-2261/14/103
2. Nienaber CA, von Kodolitsch Y, Petersen B, Loose R, Helmchen U, Haverich A,
Spielmann RP: Intramural hemorrhage of the thoracic aorta. Diagnostic and
therapeutic implications. Circulation 1995, 92:1465–1472.

3. Harris KM, Braverman AC, Gutierrez FR, Barzilai B, Davila-Roman VG:
Transesophageal echocardiographic and clinical features of aortic
intramural hematoma. J Thorac Cardiovasc Surg 1997, 114:619–626.

4. Maraj R, Rerkpattanapipat P, Jacobs LE, Makornwattana P, Kotler MN:
Meta-analysis of 143 reported cases of aortic intramural hematoma.
Am J Cardiol 2000, 86:664–668.

5. Robbins RC, McManus RP, Mitchell RS, Latter DR, Moon MR, Olinger GN,
Miller DC: Management of patients with intramural hematoma of the
thoracic aorta. Circulation 1993, 88:II1–II10.

6. Prat A, Saez De Ibarra J, Beregi JP, Doisy V: Intramural hematoma of the
thoracic aorta: precursor sign to thoracic aortic dissection. Eur J
Cardiothorac Surg 1997, 12:510–512.

7. von Kodolitsch Y, Csosz SK, Koschyk DH, Schalwat I, Loose R, Karck M,
Dieckmann C, Fattori R, Haverich A, Berger J, Meinertz T, Nienaber CA:
Intramural hematoma of the aorta: predictors of progression to
dissection and rupture. Circulation 2003, 107:1158–1163.

8. Kitai T, Kaji S, Yamamuro A, Tani T, Tamita K, Kinoshita M, Ehara N, Kobori A,
Nasu M, Okada Y, Furukawa Y: Clinical outcomes of medical therapy and
timely operation in initially diagnosed type a aortic intramural
hematoma: a 20-year experience. Circulation 2009, 120:S292–S298.

9. Song JK, Yim JH, Ahn JM, Kim DH, Kang JW, Lee TY, Song JM, Choo SJ,
Kang DH, Chung CH, Lee JW, Lim TH: Outcomes of patients with acute
type a aortic intramural hematoma. Circulation 2009, 120:2046–2052.

10. Alomari IB, Hamirani YS, Madera G, Tabe C, Akhtar N, Raizada V: Aortic
intramural hematoma and its complications. Circulation 2014, 129:711–716.

11. Wilson SK, Hutchins GM: Aortic dissecting aneurysms: causative factors in
204 subjects. Arch Pathol Lab Med 1982, 106:175–180.

12. Kazerooni EA, Bree RL, Williams DM: Penetrating atherosclerotic ulcers of
the descending thoracic aorta: evaluation with CT and distinction from
aortic dissection. Radiology 1992, 183:759–765.

13. Mohr-Kahaly S, Erbel R, Kearney P, Puth M, Meyer J: Aortic intramural
hemorrhage visualized by transesophageal echocardiography: findings
and prognostic implications. J Am Coll Cardiol 1994, 23:658–664.

14. Murray JG, Manisali M, Flamm SD, VanDyke CW, Lieber ML, Lytle BW, White
RD: Intramural hematoma of the thoracic aorta: MR image findings and
their prognostic implications. Radiology 1997, 204:349–355.

15. Macura KJ, Szarf G, Fishman EK, Bluemke DA: Role of computed
tomography and magnetic resonance imaging in assessment of acute
aortic syndromes. Semin Ultrasound CT MR 2003, 24:232–254.

16. Kaji S, Nishigami K, Akasaka T, Hozumi T, Takagi T, Kawamoto T, Okura H,
Shono H, Horibata Y, Honda T, Yoshida K: Prediction of progression or
regression of type A aortic intramural hematoma by computed
tomography. Circulation 1999, 100:II281–II286.

17. Song JM, Kim HS, Song JK, Kang DH, Hong MK, Kim JJ, Park SW, Park SJ, Lim
TH, Song MG: Usefulness of the initial noninvasive imaging study to
predict the adverse outcomes in the medical treatment of acute type A
aortic intramural hematoma. Circulation 2003, 108(Suppl 1):II324–II328.

18. Kaji S, Akasaka T, Katayama M, Yamamuro A, Yamabe K, Tamita K, Akiyama
M, Watanabe N, Tanemoto K, Morioka S, Yoshida K: Long-term prognosis of
patients with type B aortic intramural hematoma. Circulation 2003,
108(Suppl 1):II307–II311.

19. Song JK, Kang DH, Lim TH, Song MG, Kim JJ, Park SW, Park SJ: Different
remodeling of descending thoracic aorta after acute event in aortic
intramural hemorrhage versus aortic dissection. Am J Cardiol 1999,
83:937–941.

20. Tittle SL, Lynch RJ, Cole PE, Singh HS, Rizzo JA, Kopf GS, Elefteriades JA:
Midterm follow-up of penetrating ulcer and intramural hematoma of the
aorta. J Thorac Cardiovasc Surg 2002, 123:1051–1059.

21. Moriyama Y, Yotsumoto G, Kuriwaki K, Watanabe S, Hisatomi K, Shimokawa
S, Toyohira H, Taira A: Intramural hematoma of the thoracic aorta. Eur J
Cardiothorac Surg 1998, 13:230–239.

22. Song JK, Kim HS, Song JM, Kang DH, Ha JW, Rim SJ, Chung N, Kim KS, Park
SW, Kim YJ, Sohn DW: Outcomes of medically treated patients with aortic
intramural hematoma. Am J Med 2002, 113:181–187.

23. Kaji S, Akasaka T, Horibata Y, Nishigami K, Shono H, Katayama M, Yamamuro A,
Morioka S, Morita I, Tanemoto K, Honda T, Yoshida K: Long-term
prognosis of patients with type a aortic intramural hematoma.
Circulation 2002, 106:I248–I252.
24. Harris KM, Braverman AC, Eagle KA, Woznicki EM, Pyeritz RE, Myrmel T,
Peterson MD, Voehringer M, Fattori R, Januzzi JL, Gilon D, Montgomery DG,
Nienaber CA, Trimarchi S, Isselbacher EM, Evangelista A: Acute aortic
intramural hematoma: An analysis from the international registry of
acute aortic dissection. Circulation 2012, 126:S91–S96.

25. Pelzel JM, Braverman AC, Hirsch AT, Harris KM: International heterogeneity
in diagnostic frequency and clinical outcomes of ascending aortic
intramural hematoma. J Am Soc Echocardiogr 2007, 20:1260–1268.

26. Moizumi Y, Komatsu T, Motoyoshi N, Tabayashi K: Management of patients
with intramural hematoma involving the ascending aorta. J Thorac
Cardiovasc Surg 2002, 124:918–924.

27. Chao CP, Walker TG, Kalva SP: Natural history and CT appearances of
aortic intramural hematoma. Radiographics 2009, 29:791–804.

28. Baikoussis NG, Apostolakis EE, Siminelakis SN, Papadopoulos GS, Goudevenos J:
Intramural haematoma of the thoracic aorta: who's to be alerted the
cardiologist or the cardiac surgeon? J Cardiothorac Surg 2009, 4:54.

doi:10.1186/1471-2261-14-103
Cite this article as: Choi et al.: Treatment patterns and their outcomes of
acute aortic intramural hematoma in real world: multicenter registry for
aortic intramural hematoma. BMC Cardiovascular Disorders 2014 14:103.
Submit your next manuscript to BioMed Central
and take full advantage of: 

• Convenient online submission

• Thorough peer review

• No space constraints or color figure charges

• Immediate publication on acceptance

• Inclusion in PubMed, CAS, Scopus and Google Scholar

• Research which is freely available for redistribution

Submit your manuscript at 
www.biomedcentral.com/submit


	Abstract
	Background
	Methods
	Results
	Conclusion

	Background
	Method
	Study patients
	Data collection and analysis
	Statistical analysis

	Results
	Discussion
	Conclusions
	Abbreviations
	Competing interests
	Authors’ contributions
	Acknowledgments
	Author details
	References


<<
  /ASCII85EncodePages false
  /AllowTransparency false
  /AutoPositionEPSFiles true
  /AutoRotatePages /PageByPage
  /Binding /Left
  /CalGrayProfile (Dot Gain 20%)
  /CalRGBProfile (sRGB IEC61966-2.1)
  /CalCMYKProfile (U.S. Web Coated \050SWOP\051 v2)
  /sRGBProfile (sRGB IEC61966-2.1)
  /CannotEmbedFontPolicy /Error
  /CompatibilityLevel 1.4
  /CompressObjects /Tags
  /CompressPages true
  /ConvertImagesToIndexed true
  /PassThroughJPEGImages true
  /CreateJobTicket false
  /DefaultRenderingIntent /Default
  /DetectBlends true
  /DetectCurves 0.1000
  /ColorConversionStrategy /LeaveColorUnchanged
  /DoThumbnails true
  /EmbedAllFonts true
  /EmbedOpenType false
  /ParseICCProfilesInComments true
  /EmbedJobOptions true
  /DSCReportingLevel 0
  /EmitDSCWarnings false
  /EndPage -1
  /ImageMemory 1048576
  /LockDistillerParams true
  /MaxSubsetPct 100
  /Optimize true
  /OPM 1
  /ParseDSCComments true
  /ParseDSCCommentsForDocInfo true
  /PreserveCopyPage true
  /PreserveDICMYKValues true
  /PreserveEPSInfo true
  /PreserveFlatness true
  /PreserveHalftoneInfo false
  /PreserveOPIComments false
  /PreserveOverprintSettings true
  /StartPage 1
  /SubsetFonts true
  /TransferFunctionInfo /Apply
  /UCRandBGInfo /Preserve
  /UsePrologue false
  /ColorSettingsFile ()
  /AlwaysEmbed [ true
  ]
  /NeverEmbed [ true
  ]
  /AntiAliasColorImages false
  /CropColorImages true
  /ColorImageMinResolution 300
  /ColorImageMinResolutionPolicy /OK
  /DownsampleColorImages true
  /ColorImageDownsampleType /Bicubic
  /ColorImageResolution 300
  /ColorImageDepth -1
  /ColorImageMinDownsampleDepth 1
  /ColorImageDownsampleThreshold 1.50000
  /EncodeColorImages true
  /ColorImageFilter /DCTEncode
  /AutoFilterColorImages true
  /ColorImageAutoFilterStrategy /JPEG
  /ColorACSImageDict <<
    /QFactor 0.15
    /HSamples [1 1 1 1] /VSamples [1 1 1 1]
  >>
  /ColorImageDict <<
    /QFactor 0.15
    /HSamples [1 1 1 1] /VSamples [1 1 1 1]
  >>
  /JPEG2000ColorACSImageDict <<
    /TileWidth 256
    /TileHeight 256
    /Quality 30
  >>
  /JPEG2000ColorImageDict <<
    /TileWidth 256
    /TileHeight 256
    /Quality 30
  >>
  /AntiAliasGrayImages false
  /CropGrayImages true
  /GrayImageMinResolution 300
  /GrayImageMinResolutionPolicy /OK
  /DownsampleGrayImages true
  /GrayImageDownsampleType /Bicubic
  /GrayImageResolution 300
  /GrayImageDepth -1
  /GrayImageMinDownsampleDepth 2
  /GrayImageDownsampleThreshold 1.50000
  /EncodeGrayImages true
  /GrayImageFilter /DCTEncode
  /AutoFilterGrayImages true
  /GrayImageAutoFilterStrategy /JPEG
  /GrayACSImageDict <<
    /QFactor 0.15
    /HSamples [1 1 1 1] /VSamples [1 1 1 1]
  >>
  /GrayImageDict <<
    /QFactor 0.15
    /HSamples [1 1 1 1] /VSamples [1 1 1 1]
  >>
  /JPEG2000GrayACSImageDict <<
    /TileWidth 256
    /TileHeight 256
    /Quality 30
  >>
  /JPEG2000GrayImageDict <<
    /TileWidth 256
    /TileHeight 256
    /Quality 30
  >>
  /AntiAliasMonoImages false
  /CropMonoImages true
  /MonoImageMinResolution 1200
  /MonoImageMinResolutionPolicy /OK
  /DownsampleMonoImages true
  /MonoImageDownsampleType /Bicubic
  /MonoImageResolution 1200
  /MonoImageDepth -1
  /MonoImageDownsampleThreshold 1.50000
  /EncodeMonoImages true
  /MonoImageFilter /CCITTFaxEncode
  /MonoImageDict <<
    /K -1
  >>
  /AllowPSXObjects false
  /CheckCompliance [
    /None
  ]
  /PDFX1aCheck false
  /PDFX3Check false
  /PDFXCompliantPDFOnly false
  /PDFXNoTrimBoxError true
  /PDFXTrimBoxToMediaBoxOffset [
    0.00000
    0.00000
    0.00000
    0.00000
  ]
  /PDFXSetBleedBoxToMediaBox true
  /PDFXBleedBoxToTrimBoxOffset [
    0.00000
    0.00000
    0.00000
    0.00000
  ]
  /PDFXOutputIntentProfile (None)
  /PDFXOutputConditionIdentifier ()
  /PDFXOutputCondition ()
  /PDFXRegistryName ()
  /PDFXTrapped /False

  /CreateJDFFile false
  /Description <<

    /BGR <>
    /CHS <FEFF4f7f75288fd94e9b8bbe5b9a521b5efa7684002000500044004600206587686353ef901a8fc7684c976262535370673a548c002000700072006f006f00660065007200208fdb884c9ad88d2891cf62535370300260a853ef4ee54f7f75280020004100630072006f0062006100740020548c002000410064006f00620065002000520065006100640065007200200035002e003000204ee553ca66f49ad87248672c676562535f00521b5efa768400200050004400460020658768633002>
    /CHT <FEFF4f7f752890194e9b8a2d7f6e5efa7acb7684002000410064006f006200650020005000440046002065874ef653ef5728684c9762537088686a5f548c002000700072006f006f00660065007200204e0a73725f979ad854c18cea7684521753706548679c300260a853ef4ee54f7f75280020004100630072006f0062006100740020548c002000410064006f00620065002000520065006100640065007200200035002e003000204ee553ca66f49ad87248672c4f86958b555f5df25efa7acb76840020005000440046002065874ef63002>
    /CZE <>
    /DAN <>
    /DEU <>
    /ESP <>
    /ETI <>
    /FRA <>
    /GRE <>

    /HRV <>
    /HUN <>
    /ITA <>
    /JPN <>
    /KOR <FEFFc7740020c124c815c7440020c0acc6a9d558c5ec0020b370c2a4d06cd0d10020d504b9b0d1300020bc0f0020ad50c815ae30c5d0c11c0020ace0d488c9c8b85c0020c778c1c4d560002000410064006f0062006500200050004400460020bb38c11cb97c0020c791c131d569b2c8b2e4002e0020c774b807ac8c0020c791c131b41c00200050004400460020bb38c11cb2940020004100630072006f0062006100740020bc0f002000410064006f00620065002000520065006100640065007200200035002e00300020c774c0c1c5d0c11c0020c5f40020c2180020c788c2b5b2c8b2e4002e>
    /LTH <>
    /LVI <>
    /NLD (Gebruik deze instellingen om Adobe PDF-documenten te maken voor kwaliteitsafdrukken op desktopprinters en proofers. De gemaakte PDF-documenten kunnen worden geopend met Acrobat en Adobe Reader 5.0 en hoger.)
    /NOR <>
    /POL <>
    /PTB <>
    /RUM <>
    /RUS <>
    /SKY <>
    /SLV <>
    /SUO <>
    /SVE <>
    /TUR <>
    /UKR <>
    /ENU (Use these settings to create Adobe PDF documents for quality printing on desktop printers and proofers.  Created PDF documents can be opened with Acrobat and Adobe Reader 5.0 and later.)
  >>
  /Namespace [
    (Adobe)
    (Common)
    (1.0)
  ]
  /OtherNamespaces [
    <<
      /AsReaderSpreads false
      /CropImagesToFrames true
      /ErrorControl /WarnAndContinue
      /FlattenerIgnoreSpreadOverrides false
      /IncludeGuidesGrids false
      /IncludeNonPrinting false
      /IncludeSlug false
      /Namespace [
        (Adobe)
        (InDesign)
        (4.0)
      ]
      /OmitPlacedBitmaps false
      /OmitPlacedEPS false
      /OmitPlacedPDF false
      /SimulateOverprint /Legacy
    >>
    <<
      /AddBleedMarks false
      /AddColorBars false
      /AddCropMarks false
      /AddPageInfo false
      /AddRegMarks false
      /ConvertColors /NoConversion
      /DestinationProfileName ()
      /DestinationProfileSelector /NA
      /Downsample16BitImages true
      /FlattenerPreset <<
        /PresetSelector /MediumResolution
      >>
      /FormElements false
      /GenerateStructure true
      /IncludeBookmarks false
      /IncludeHyperlinks false
      /IncludeInteractive false
      /IncludeLayers false
      /IncludeProfiles true
      /MultimediaHandling /UseObjectSettings
      /Namespace [
        (Adobe)
        (CreativeSuite)
        (2.0)
      ]
      /PDFXOutputIntentProfileSelector /NA
      /PreserveEditing true
      /UntaggedCMYKHandling /LeaveUntagged
      /UntaggedRGBHandling /LeaveUntagged
      /UseDocumentBleed false
    >>
  ]
>> setdistillerparams
<<
  /HWResolution [2400 2400]
  /PageSize [595.440 793.440]
>> setpagedevice


