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Uncomplicated type A intramural hematoma: surgery or 
conservative approach?—surgery
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Editorial

Aortic intramural hematoma (IMH) is a variant on the 
spectrum of acute aortic syndrome (AAS) along with classic 
acute aortic dissection (AD) and penetrating aortic ulcer. 
By definition, IMH is characterized by a hemorrhage in 
the aortic wall media in the absence of a primary intimal 
tear and a false aortic lumen. Some authors suggest that 
IMH represents acute AD with false lumen thrombosis 
with an intimal tear not identified. However, several 
characteristics differentiate both entities. IMH occurs 
in older patients, with a higher incidence of arterial 
hypertension, atherosclerotic disease and a greater tendency 
of descending aorta involvement (60% vs. 35%) compared 
to those with AD (1). The most significant feature of this 
entity is that evolution is very dynamic and progression to 
localized or classic aortic dissection, aneurysm formation 
or complete resolution have all been described (2).  
Intramural hematoma is associated with fewer severe 
complications than AD, such as aortic regurgitation, 
renal failure, mesenteric ischemia or peripheral ischemia 
but with a higher incidence of periaortic hematoma and 
pericardial effusion (1), perhaps as a consequence of the 
more subadventitial location of the intramural hemorrhage. 
Nevertheless, most studies have shown that IMH presents a 
lower mortality risk profile than AD. 

Controversy still exists regarding the appropriate 
treatment of patients with type A aortic IMH. Most studies 
in Western countries reported a better prognosis for 
surgical cohorts in comparison with medical treatment (1).  
Nonetheless, several centers, particularly from Japan and 
Korea, have reported good results with initial medical 
therapy with surgical treatment reserved for complicated 

cases, with an in-hospital mortality <10% (3,4). These 
prognostic discrepancies may be explained by some 
significant differences between Asian and Western cohorts: 
(I) most studies included a small number of patients, (II) the 
reported prevalence of IMH in the IRAD registry or other 
Western studies ranged from 5% to 18% (1,2) compared 
with Japanese and Korean series in which the prevalence was 
>30% of AAS patients (3-5). The clear inverse relationship 
observed between the percentage that IMH represents in 
the AAS at each center and the mortality rate of type A IMH 
is striking (1,3-6), (III) IMH diagnosis demands a higher 
level of expertise than that of AD. IMH thickness may be 
small and more subtle findings of wall thickening may be 
overlooked. Thus, it is plausible to think that some benign 
IMH are not diagnosed in community hospitals and the 
most “malignant” cases are referred to specialized centers. 
Unfortunately, in many reported studies, aorta wall thickness, 
maximum aortic diameters and proximity of the IMH to the 
aortic valve were not well specified. In favor of this being a 
severity factor rather than a racial factor, other Asian studies 
found high progression rates and mortality was 32% in 
Chinese patients with medically-treated type A IMH (7). 

Several meta-analyses and systematic reviews, including 
both Asian and Western series, pointed out that patients 
who underwent early surgery had slightly lower in-
hospital mortality (10.1% to 10.4%) compared with those 
treated medically (14.4% to 18.4%) (5,6). However, even 
at centers where the treatment policy is initial medical 
therapy with good results, the development of AD or need 
for delayed surgery rises to around 30% of cases within 
the first 6 months after symptom onset (3,4,8). Most 
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dissection conversions occurred during the first week from 
symptoms onset; nevertheless, conversion could occur in 
the early hours or some months after the acute episode (8).  
The therapeutic plan for urgent surgery for unstable 
patients and initial medical treatment for stable cases with 
surgery indicated for those who develop complications 
seems reasonable but requires close follow-up by imaging 
techniques in the early phase and prolonged hospital stay. 
Furthermore, the risk of aortic complications remains 
high during the first year after clinical presentation which 
highlights the importance of detecting potential factors of 
a complicated course. Several parameters such as maximum 
aortic diameter >50 mm, IMH thickness >10 mm, or 
development of focal intimal disruption in acute phase (9,10) 
have been proposed as risk factors for aortic complications 
or progression. 

Emergency surgery is  indicated in complicated 
cases with hemodynamic instability, large aneurysms, 
pericardial effusion or periaortic hematoma, and urgent 
surgery (<72 hours after diagnosis) is required in patients 
with type A IMH presenting persistent and recurrent 
pain despite aggressive medical treatment, difficult blood 
pressure control, increase in the IMH thickness during 
imaging surveillance or development of focal intimal 
disruption. 

Heterogeneity in previous reported experiences led to 
discrepancies in IMH type A treatment recommendations: 
European guidelines recommend surgery (IC), the 
Americans also recommend surgery (IIaC) but Asian bodies 
advise medical treatment (IIaC) provided the IMH is <11 
mm and the aortic diameter <50 mm (10). In patients 
with low risk for cardiovascular surgery, it seems logical 
to recommend prophylactic replacement of the aortic wall 
that presented the intramural hemorrhage, since the risk of 
new complications could be similar to that of a dilated aorta 
where prophylactic surgery is indicated. 

In conclusion, although acute type A IMH presents 
lower in-hospital mortality than classic AD, surgical 
treatment should be recommended in high-risk cases owing 
to potential evolution to dissection or aortic rupture. For 
stable patients with low-risk features, such as those with 
maximum aortic diameter <50 mm, hematoma thickness 
<10 mm and absence of focal intimal disruption, initial 
medical treatment plus surgery in cases of a subsequent 
complicated course seems reasonable. Randomized data on 
treatment options for non-complicated type A IMH could 
help to establish the best management strategy.
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