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A A S - R E L A T E D  E N T I T I E S :  G U I D E L I N E S  
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I M A G I N G  F I N D I N G S  



A C U T E L Y  T H R O M B O S E D  
C D  V S  I M H

Combining axial and sagittal planes, a focal 
intimal contour alteration corresponding to a 
dissection tear will be well depicted in a 
thrombosed CD . IMH has no apparent 
entrance tear, and if it does, it is microscopic. 
Distinction of both entities by means of CT is 
not al ways possible.



A O R T I T I S  V S  I M H  

IMH appears as a crescentic (non-
circumferential) aortic wall thickening with a 
smooth luminal surface. A hyper attenuated 
aortic wall contour is well appreciated on non 
contrast CT images. Patients with aortitis may 
unfrequently simulate an AAS at presentation . 
Circumferential arterial wall thickening, and 
homogeneous wall enhancement are typical 
features of aortitis on contrast-enhanced CT. 
However, this is not invariably the case. 
Characteristically, positron emission 
tomography/CT can depict the inflammatory 
process.



I B P S  A R E  S M A L L  B L O O D  P O O L S  
W I T H I N  A N  I M R O U N D E D  A R E A S  O F  

E N H A N C E M E N T  B Y  M E A N S  O F  C T  O R  F O C A L  
P U D D L E S  O F  C O L O R  D O P P L E R  B Y  M E A N S  O F  T E E .  
T H E S E  B L O O D  P O O L S  A R E  E X C L U S I V E L Y  
D E T E C T E D  I N  T H E  D E S C E N D I N G  A O R T A  A N D  
C O M M U N I C A T E  W I T H  T H E  T R U E  A O R T I C  L U M E N  
T H R O U G H  T H E  O S T I A  O F  T H E  I N T E R C O S T A L  A N D  
L U M B A R  A R T E R I E S  T H A T  H A V E  B E E N  S E V E R E D  B Y  
T H E  D I S S E C T I N G  H E M A T O M A  



M U R A L  T H R O M B U S  V S  I M H - P A U  V S  U L P S  V S  I B P S  

Mural thrombus = a crescentic wall 
thickening, usually with an irregular luminal 
surface. 
 IMH displaces intimal calcifica-tions inward, 
whereas wall calcifications are located along 
the outer border of the aorta in mural 
thrombosis. 

PAU VS ULPs VS IBPs. PAU and ULPs 
are not equivalent terms. 
ULPs result from an intimal disruption in a 
segment with a dissecting hematoma and 
appear as small saccular areas of 
enhancement with wide mouths that 
protrude from the aortic lumen into the 
aortic wall . Frequently, they are not 
accompanied by atherosclerotic lesions 
(calcified plaques) and represent true 
entrance tears of acutely thrombosed CD. 
PAUs are wide-mouth saccular areas 
classically associated with atheromatous 
plaques. They are usually accompanied by 
some degree of IMH and typically produce a 
remodeling of the aortic wall contour.
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CONCLUSIONS 

Since the publication of the Stanford classification of 
aortic dissection in 1970.

• Diagnostic tools and management of ATAAD have 
undergone substantial evolution. 

• Technical complexity has increased with more 
extensive repair involving the proximal and distal 
extent of the aorta. 

• Long-term survival after ATAAD repair has improved 
over time.

• Short-term proximal aortic reoperation incidence has 
decreased over the decades. 
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