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Two Cases Of Aortic Intramural Hematoma Diagnosed With
Transesophageal Echocardiography
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Department of Internal Medicine, University of Ulsan, Asan Medical Center, Seoul, Korea

Aortic intramural hematoma(AIH) is known as a variant of acute dissection due to rupture

of the vasa vasorum without a intimal tear. In elderly hypertensive patients with aortic dissection

but without the characteristic echocardiographic findings of a double—channel aorta, this di-

scase entity should be suspected and attention should be given to find segmentai wall thickening

of the aorta >>0.7cm. AIH may progress to typical dissection or to rupture in considerable

number of the patients. so careful follow-up is necessary and the same management principles

for the patients with dissection can be applied in this variant. We report two cases of AIH

showing typical eccentric mural thickening without dissection membrane with transesophageal

echocardiographic follow-up.
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Fig. 1. Transesophageal two-dimensional echocardiog-
rams and drawings showing extensive intramural
hematoma involving the descending aorta in
case No. 1. Note eccentric wall thickening with
central displacement of intimal calcification wi-
thout intimal tear or dissection membrane(D).
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Fig. 2. Typical CT, MRI and transesophageal echocardiographic findings of aortic intramural hematoma(Case
No. 1). Crescentic high density area without contrast enhancement is the charateristic findings of CT(A)
and MRI(C and D).

Fig. 3. Transesophageal two-dimensional echocardiograms of case No. 1 showing aortic wall thickening indica-
ting intramural hematoma(A) and expansion of the hematoma in follow-up study(B and C) taken
6 days after the first study. Note increased thickness of aortic wall thickening(from 1.0cm to 1.7cm)
with multiple echo-lucent cavitary areas(B) without blood flow communication(C).
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Fig. 4. Transesophageal two-dimensional echocardiograms of case No. 2 showing crescentic intramural hema-
toma with central displacement of intimal calcification(A) and decreased aortic wall thickening in follow-
up study(B).
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