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Introduction

Acute Aortic Syndrome (AAS) is a group of life-threatening
aortic diseases that includes Aortic Dissection (AD), Intramu-
ral Hematoma (IMH) and penetrating aortic ulcer. Intramural
Hematoma (IMH) of the thoracic aorta is a rare, little-known
but potentially lethal entity. It has several features in common
with Aortic Dissection (AD). We report a clinical observation of
a spontaneous hemothorax revealing aortic dissection and In-
tramural hematoma.

Case presentation

A 55 year smoking man with no medical history was admit-
ted to our emergency department for chest pain and dyspnea
evolving for one week. On examination, respiration rate was 22
breaths per minute, pulse rate was 104 beats per minute and
blood pressure was 210/110 mmHg. Breath sound were de-
creased at the left lung, peripheral pulses were palpated. The
electrocardiogram showed normal sinus rhythm. The chest ra-
diography revealed an important left-sided pleural effusion (Fig-
ure 1). Laboratory test revealed normochrome anemia with an
hemoglobin level of 9,5 gr/dl, arterial blood gases showed an
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hypoxemia of 52 mmHg. We found biological inflammatory syn-
drome with a C-Reactive Protein (CRP) level of 270 mg/I and hy-
perleukocytosis with a whiteblood cells count of 16590 el/mm?3.

The chest Computed Tomographic (CT) scan confirmed the
presence of a left-sided pleural effusion and showed a Stan-
ford type B aortic dissection with intramural hematoma of the
aorta associated with a penetrating atheromatous ulcer of the
descending thoracic aorta complicated by a high abundance
hemothorax (Figure 2) and a low abundance hemopericardium
(Figure 3). Cardiac ultrasound at patient’s bedside showed left
ventricle not dilated, left atrium was dilated at 20 cm?, type |
mitral profile, no significant mitro-aortic valve disease, straight
non-dilated cavities and preserved right ventricular function
with a thin strip of pericardial effusion. The patient received ni-
cardipine by electric syringe pump in order to lower his blood
pressure. Then he underwent chest drainage having removed
two liters of hematic fluid. He was transferred to the cardio-
vascular surgery department on the second day, they opted for
a conservative strategy and the patient was discharged under
medical treatment.
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Figure 1: Chest radiography showing left pleural effusion.
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Figure 2: CT scan showing aortic hematoma with left pleural effu-
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Figure 3: Showing left pleural effusion and hemopericardium.
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Discussion

Intramural hematoma is a localized haemorrhage within the
wall of the aorta in the absence of a defined intimal flap [1].
The hemothorax secondary to a rupture of a great chest vessel
is uncommon. It is essentially aneurysm of the aorta, an aortic
dissection or pulmonary arteriovenous malformations [2].

IMH is most commonly diagnosed in elder men aged between
60 and 80 years [3,4]. It occurs in an area where the aorta is
weakened. This can occur as a consequence of a hypertension,
an atherosclerosis, a Marfan syndrome, a Takayasu’s arteritis,
a prior aortic surgery, an aortic aneurysm, a coarctation of the
aorta, a bicuspid aortic valve, the pregnancy and a prior cardiac
surgery [5]. Our patient was a 55 year smoking man with no his-
tory of hypertension and no other medical history.

Radiological investigations are the key for the diagnosis.
Chest X rays may show mediastinal enlargement, left pleural ef-
fusion, as we observed in our patient and an indistinct aortic
contour [6,7]. The chest CT scan with contrasts is the best tool
for the diagnosis and the management of patients with suspect-
ed aortic acute syndrome [8].

IMH can be classified as Stanford type A involving the as-
cending aorta and Stanford type B involving the aortic arch or
descending aorta [9]. IMH may progress into AD over time in
47% of cases but they may also regress spontaneously or re-
main static [10,11] such as the case of our case. In well-estab-
lished tertiary care setups, emergency surgical measures may
provide a better outcome than medical treatment for patients
with an acute type A aortic IMH [12-14] while the aggressive
management of hypertension showed good short-term out-
comes in patients with Stanford type B IMH [12].

Conclusion

IMH is less frequent than AD and uncommon. The emergen-
cy physicians must be aware of the spontaneous hemothorax
and the atypical presentations of this life threatening aortic dis-
ease to perform Imaging as soon as possible.
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