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Abbreviations: AAS, acute aortic syndromes; IMH, 
intramural hematoma; PAU, penetrating atherosclerotic ulcer; 
MDCT, multidetector computed tomography; TEE, transesophageal 
echocardiography; MRI, magnetic resonance imaging; AD, aortic 
dissection; CTA, computed tomography angiography; MRA, magnetic 
resonance angiography; TAA, thoracic aortic aneurysm

Introduction
Acute aortic syndromes (AAS) comprise of clinical emergency 

conditions that involve the aorta, namely: aortic dissection, intramural 
hematoma (IMH), penetrating atherosclerotic ulcer (PAU), and 
ruptured aortic aneurysm (Figure 1). Patients may present with severe 
chest pain, often described as ‘tearing’ in character.1,2 This has been 
classically described as ‘aortic pain’.1,3 Other symptoms include 
sweating, breathlessness, syncope, hypertension, or hypotension4 The 
incidence of the acute aortic syndrome is 2.6 to 3.5 cases per 100,000 
person/year with a male preponderance.5,6 Timely diagnosis on 
imaging and prompt management are imperative as mortality in AAS 
increases by 1 - 2% per hour7. Multidetector computed tomography 
(MDCT) is the investigation of choice to diagnose AAS, having high 
sensitivity and specificity reaching up to 100%.4,8,9 The advent and use 
of gating techniques such as retrospective and prospective gating have 
made aortic imaging easier and far superior to ungated CT techniques. 
Transesophageal echocardiography (TEE) and Magnetic Resonance 
Imaging (MRI) are useful and complementary investigations in 
diagnosing AAS.4

Anatomic considerations & pathophysiology
The aorta is the largest human artery, originating from the left 

ventricle, it is divided into 5 anatomical segments– aortic root, 
ascending aorta, aortic arch, descending thoracic aorta, and abdominal 
aorta (Figure 2). Ascending aorta extends from the aortic root to the 
origin of the brachiocephalic trunk. The aortic root is the part that 
contains the aortic valve, annulus, and sinuses. The aortic arch 
extends from the brachiocephalic trunk to the ligamentum arteriosum. 
The descending aorta extends from the ligament arteriosum to the 
diaphragmatic aortic hiatus. The abdominal aorta extends from the 
aortic hiatus to its bifurcation into bilateral common iliac arteries. The 
aortic isthmus is situated just distal to the origin of the left subclavian 
artery. 

The aortic wall is composed of three layers – intima, media, and 
adventitia (Figure 2). Tunica intima is the inner layer while adventitia 
is the outermost layer.10–12

Mechanisms weakening the media layer of the aortic wall can lead 
to the formation of an aneurysm. This, in turn, can further lead to 
aortic dissection, intramural hematoma, and/or aortic rupture/ulcer.5,6

Risk factors & clinical presentation

The most common risk factors for the development of AAS are 
listed in (Table 1).5,6 The clinical symptoms of AAS include severe 
chest pain, sweating, breathlessness, syncope, hypertension, or 
hypotension. The characteristic chest pain has been classically 
described in the literature as ‘aortic pain’. It is often sudden in onset 
and severe in nature.1,3,4 

Table 1 Risk factors for acute aortic syndromes

Atherosclerosis and dyslipidaemia 

Moderate to severe long-standing hypertension

Connective tissue disease & vascular disorders

          Marfan syndrome, Ehlers-Danlos syndrome

          Hereditary thoracic aortic aneurysm or aortic dissection

          Turner syndrome

          Coarctation of aorta, Bicuspid aortic valve

Inflammatory conditions

          Behcet’s disease

          Giant cell arteritis

          Takayasu arteritis

          Syphilitic aortitis

          Ormond disease

Iatrogenic

          Aortic catheterization

          Aortic surgery

          Cardiac valvular surgery

Traumatic aortic injury

Chronic smoking

Pregnancy
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Abstract

Acute aortic syndromes consist of aortic dissection, intramural hematoma, penetrating 
aortic ulcer, and ruptured aortic aneurysm. Acute aortic syndromes are considered a clinical 
emergency with patients presenting with severe chest pain. MDCT is considered as the 
investigation of choice to evaluate and classify acute aortic syndromes. Correct diagnosis 
and prompt management of acute aortic syndromes are imperative to reduce mortality 
and morbidity. Hence, imaging departments must have a basic understanding of their 
pathophysiology, imaging characteristics, and possible complications, this article reviews 
the updates in CT imaging of these syndromes and their pitfalls.
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Aortic dissection 

The most common type of AAS is aortic dissection (AD).13 Aortic 
dissection involving the thoracic aorta is the most common cause of 
the aortic emergency. It is characterized by the formation of an intimal 
tear which leads to blood entering the medial layer of the aorta wall 
(Figure 1). This causes longitudinal separation of the aortic lumen into 
a true aortic lumen and a false aortic lumen (Figure 4).8,9 The most 
common location for the initiation of this dissection is usually near the 
root of the ascending aorta.14

Figure 1 Schematic representation of acute aortic syndromes. A – Aortic 
dissection. B - Intramural hematoma. C - Penetrating atherosclerotic ulcer.

Figure 2 Structure and anatomy of the aorta. The aorta is divided into 5 
anatomical segments– aortic root, ascending aorta, aortic arch, descending 
thoracic aorta, and abdominal aorta. Its wall is composed of three layers – 
intima, media, and adventitia.

Figure 3 Stanford and DeBakey classifications of aortic dissection. 

Figure 4 Axial CT angiography image in the arterial phase shows an aortic 
dissection of the descending aorta with a small-sized true lumen (yellow 
arrow) and a larger false lumen (red arrow). The true lumen shows more 
enhancement as compared to the false lumen.

Currently, two classification systems are used to describe and 
classify the types of aortic dissection according to its location and 
extent: DeBakey classification and Stanford classification (Figure 3). 
Both these classifications help segregate the cases that need surgical 
repair from the ones that can be managed medically.2,6,15,16

The DeBakey classification classifies aortic dissections into 3 
types: DeBakey type I involves the ascending and descending aorta, 
DeBakey type II involves only the ascending aorta and DeBakey 
III involves only the descending aorta, sparing the aortic arch and 
ascending aorta.

The Stanford classification divides aortic dissections into 2 types: 
Stanford type A involves the aorta proximal to the origin of the left 
subclavian artery (i.e., ascending aorta or aortic arch), irrespective 
of descending aortic involvement (Figures 5a & 5b). It may involve 
the great vessels (Figure 6). Stanford type B involves the aorta distal 
to the origin of the left subclavian artery (Figure 7) (Figures 8a-8b). 
Stanford type B can be managed medically, but Stanford type A needs 
urgent surgical repair to avoid life-threatening complications. Stanford 
type A corresponds to DeBakey types I and II while Stanford type B 
corresponds to DeBakey type III.6,9,14 Stanford type A (DeBakey type I 
and II) aortic dissections are more common, accounting for two-thirds 
of cases. They require urgent surgical repair as they have a mortality 
rate of 1% to 2% per hour after the onset of symptoms. Stanford 
type B (DeBakey type III) aortic dissections are usually managed 
conservatively, in the absence of any complications.2,5,6,9,17

Figure 5 a-b Stanford type A aortic dissection. (a) Axial CT angiography 
image shows the dissection flap (red arrows) in ascending and descending 
aorta. Also seen are linear hypodense structures within the false lumen (white 
arrow) with similar attenuation as the intimal flap (“Cobweb sign”) [courtesy 
of Dr Suhas C. M, final year resident, MD Radiodiagnosis, Ms Ramaiah 
Medical College, Bengaluru, India]. (b) Axial CT angiography image shows a 
circumferential flap with oval morphology (“windsock” sign) involving the 
aortic arch (yellow arrow).
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Figure 6 Axial CT angiography image of Stanford type A aortic dissection 
shows dissection flaps involving the great vessels. Note the “beak sign” (red 
arrows).

Figure 7 Stanford type B aortic dissection. Axial CT angiography image 
demonstrates an abdominal aortic dissection with extension into the superior 
mesenteric artery (red arrow) and a thrombus just beyond its origin. It is 
vital to check the origin of the main aortic branches as it can have serious 
prognostic implications. Note the intimal flap (yellow asterisk) separating the 
true lumen and false lumen.

Figure 8 a-b Stanford type B aortic dissection. Axial (a) and sagittal (b) CT 
angiography images show the dissection flap (yellow arrows) involving the 
descending thoracic aorta distal to the origin of the left subclavian artery. 
Large consolidations are also evident in bilateral lungs (red arrows). Note the 
greater enhancement within the true lumen as compared to the false lumen 
(black asterisk).

Imaging findings

Imaging plays a key role in early diagnosis and delineating the 
extent of aortic dissection. Imaging should aim to establish the 
diagnosis, delineate the extent of the dissection, and describe the 
patency of the false lumen. An initial plain radiograph may be normal 
or show non-specific findings like mediastinal widening, medial 

displacement of atherosclerotic aortic calcification, or changes in 
aortic contour.8,18

MDCT is considered superior to MRI and TEE in the evaluation 
of AD.4,6,19,20 Non-contrast CT may demonstrate mural hematoma or 
medial displacement of intimal aortic calcification.9 It also has the 
advantage of having a shorter acquisition time and better availability 
as compared to MRI.17

Contrast-enhanced CT angiography (CTA) findings of AD include 
the presence of an intimal flap separating the true lumen from the 
false lumen, present in approximately 70% of AD cases (Figure 5a). 
Identification of true lumen is essential to the diagnosis of AD, for 
proper planning of endovascular intervention (Table 2). Features in 
support of true lumen are a smaller size than false lumen, calcifications 
along its outer wall or intimal flap, contiguity with unaffected aortic 
lumen, more enhancement as compared to the false lumen (Figure 4) 
(Figure 8a, 8b). Features in support of false lumen are larger lumen 
size than true lumen, non-communication with the unaffected aorta, 
less enhancement as compared to the true lumen, “cobweb sign” and 
“beak sign”.6,17,21 “Cobweb sign” was described by Williams et al as 
“residual ribbons of media that have incompletely sheared from the 
aortic wall during the dissection process” 22 They are seen as thin, 
linear filling defects of low attenuation within the false lumen (Figure 
5a). “Beak sign” was described by Le Page et al as “the cross-sectional 
imaging manifestation of the wedge of hematoma that cleaves a space 
for the propagating false lumen” (Figure 6) (Figure 9).23 Occasionally, 
a circumferential flap may form because of dissection involving the 
entire aortic intima & subsequent intimointimal intussusception. 
The true lumen takes a fusiform or a cylindrical shape and gives a 
“windsock appearance” (Figure 5b).17

Figure 9 Beak sign of aortic dissection. Axial CT angiography image 
demonstrates the “beak sign” (white arrows) as an acute beak-like angulation 
formed by the false lumen. The dissection flap is seen extending into the right 
renal artery (yellow arrow). The right kidney is seen to enhance lesser (yellow 
asterisk) compared to the left kidney.

Table 2 Differentiating features of the true lumen and false lumen

TRUE LUMEN FALSE LUMEN
Smaller in size than the false 
lumen Larger in size than the true lumen

Contiguous with unaffected 
aortic lumen

Non-communication with the unaffected 
aorta

More enhancement compared 
to false lumen

Less enhancement compared to the 
true lumen

Calcifications along its outer 
wall or intimal flap

“Cobweb sign”
“Beak sign”
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An ideal CT report of AD should mention the parameters listed 
in Table 3. TEE is considered highly specific and sensitive for the 
identification of an Intimal flap, but its value remains limited due to its 
poor availability, lack of expertise, and invasive nature.17

Table 3 Ideal CT report of aortic dissection

1.	 Location
2.	 Type of dissection
3.	 Proximal and distal extent
4.	 Diameter of the involved aorta
5.	 Involvement of aortic branches
6.	 Presence or absence of intraluminal thrombus
7.	 Signs of vascular occlusion or ischemia
8.	 Any contrast leak/signs of rupture

Contrast-enhanced magnetic resonance angiography (MRA) 
is usually reserved for patients with chronic aortic dissections 
and stable patients. It is advantageous over CTA in providing a 
dynamic evaluation of the dissection, good spatial resolution, lack 
of ionizing radiation, and multiplanar capabilities. However, it has 
limited capability in medically unstable patients owing to its long 
acquisition time, in patients with electronic devices, and follow-up 
post endovascular intervention.17

Intramural hematoma 

Aortic intramural hematoma (IMH) refers to a contained acute 
hematoma within the medial layer of the aortic wall (Figure 1). It is 
thought to occur due to a spontaneous rupture of the vasa vasorum 
of the aortic media.6,9,24 It is considered by some as an atypical form 
of aortic dissection or even a precursor of aortic dissection.4,24 It 
accounts for approximately 5-15% of all cases of AAS.6 The clinical 
manifestations of IMH are often indistinguishable from an aortic 
dissection. However, the imaging findings of IMH are distinct from 
aortic dissection.1,24 IMH has a variable prognosis with 10% of cases 
showing spontaneous regression while up to 47% of cases may 
progress to aortic aneurysm. IMH is also classified according to the 
Stanford or DeBakey classification. Stanford type A IMH may require 
surgery while in Stanford type B is usually managed medically.6,9

Imaging findings

CT is an excellent imaging modality for the diagnosis of IMH 
with sensitivity and negative predictive value approaching 100%. 
Non-contrast CT is extremely useful in the diagnosis of IMH [9]. 
On non-contrast CT, IMH is seen as a crescentic hyperdense (60-70 
HU) thickening within the aortic wall, usually more than 7mm in 
diameter but generally less than 15mm (Figure 10a).4,8,9,24,25 Intimal 
calcifications, if present, can be seen displaced inwards, differentiating 
it from a mural thrombus.9,24,25 The majority of IMH involve the 
descending aorta.4

On contrast-enhanced CT, the crescentic thickening remains 
unenhanced (Figure 10b). IMH is characterized by the absence 
of intimal disruption which is the characteristic feature of AAD. 
Parameters to be included in an ideal report of IMH have been 
summarized in (Table 4).

Table 4 Ideal CT report of intramural hematoma

1.	 Location
2.	 Maximum thickness
3.	 Proximal and distal extent
4.	 Diameter of the involved aorta

TEE has high sensitivity and specificity in the detection of IMH. 

However, it is operator-dependent, invasive, and lacks complete 
visualization of the thoracic aorta.24

Figure 10 a-b Intramural hematoma. (a) Axial non-contrast CT thorax image 
in a case of thoracic aortic aneurysm (white asterisk) shows a crescentic 
thickening of high attenuation within the wall of the descending thoracic 
aorta (red arrow). Intimal calcifications are seen displaced inwards (yellow 
arrows). (b) A contrast-enhanced CT thorax image of the same patient shows 
no enhancement of the IMH. Bilateral pleural effusions are also seen in both 
images (a) & (b).

MRA is usually reserved for patients with chronic aortic dissections 
and stable patients. It is advantageous over CTA in providing a 
dynamic evaluation of the dissection, good spatial resolution, lack 
of ionizing radiation, and multiplanar capabilities. However, it has 
limited capability in medically unstable patients owing to its long 
acquisition time, in patients with electronic devices, and follow-up 
post endovascular intervention.17

MRI reaches a sensitivity of 100% in the diagnosis of IMH. Its 
advantage remains in follow-up studies due to its lack of ionizing 
radiation and functional imaging of the aortic valve. However, its 
application in IMH is limited by a longer acquisition time and poor 
availability.25

Penetrating atherosclerotic ulcer 

Penetrating atherosclerotic ulcer (PAU) refers to an ulcerating 
atheromatous plaque that penetrates through the internal elastic 
lamina of the aortic wall into its medial layer (Figure 1). It contributes 
approximately 2-8% of all cases of AAS.6,26-28 It is typically seen in 
the elderly population with etiological factors such as hypertension, 
atherosclerotic disease, peripheral arterial disease, abdominal aortic 
aneurysm, tobacco usage, and coronary artery disease.8,26,28,29 Paus is 
known to have an unfavorable prognosis and may lead to an aortic 
rupture leading to the need for urgent invasive management.6,27

The underlying pathology in PAU is a diseased intimal layer 
and not the media, as in the case of aortic dissection.6,30 During the 
early stages, an atheromatous lesion may ulcerate into the intimal 
layer. Eventually, the atherosclerotic ulcer may deepen and penetrate 
through the intimal layer into the media, hence the term “penetrating 
atherosclerotic ulcer”.28,29 PAU is most frequently seen within the 
descending thoracic aorta as an atherosclerotic aortic disease most 
commonly involves this segment.6,8,28,31

Imaging findings

Contrast-enhanced CT is the imaging modality of choice for 
diagnosing PAU in acute cases.6 On contrast-enhanced CT or MRI, 
the typical finding of PAU is a focal crater-like protrusion of the 
aortic wall opacified with contrast (Figure 11), often with jagged 
edges.6,8,26,28 There is the absence of an intimal flap or a false lumen. 
Associated atheromatous aortic plaques and calcifications are usually 
present.26,28,32 A high-density hematoma is often seen surrounding 
the PAU on non-contrast CT. Key points to be included in an ideal 
report of PAU have been summarized in (Table 5). A PAU with a neck 
measuring greater than 10mm or a diameter greater than 20mm is at a 
higher rate of progression and needs prompt intervention.8,31,33,34
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Figure 11 Penetrating aortic ulcer. Axial CT angiography image shows a 
focal contrast-filled outpouching (yellow arrow) of the posterior wall of the 
suprarenal abdominal aorta.

Table 5 Ideal CT report of penetrating aortic ulcer

1.	 Location
2.	 Proximal and distal extent
3.	 Associated IMH
4.	 Maximum depth of the ulcer

TEE is highly sensitive and specific in differentiating PAU from 
other AAS. It demonstrates a crater-shaped ulcer with jagged edges.32,35

Ruptured aortic aneurysm

An aortic aneurysm is defined as the focal pathological dilatation 
of the aortic wall, exceeding 1.5 times the normal expected diameter 
at the same segment. It may be focal or diffuse and may affect the 
thoracic aorta or the abdominal aorta.20

In the case of thoracic aortic aneurysms, dilatation of less than 
50% over normal would be termed as aortic ectasia, whereas thoracic 
aortic aneurysm (TAA) is diagnosed when there is a minimum 50% 
enlargement of the aortic lumen, or when the aortic diameter is more 
than two standard deviations above the mean for the patient’s sex and 
age. Surgical intervention needs consideration for aneurysms more 
than 5 cm in diameter, and TAAs that increase in size >0.5 cm per 
year.20,36 An abdominal aortic aneurysm is defined as the dilatation 
of the abdominal aorta that is 50% more than the proximal normal 
segment or when it is more than 3 cm in maximum diameter.20,37

Sudden onset of pain in a patient with a known aortic aneurysm 
may indicate hemorrhage, dissection, or impending rupture. Prompt 
diagnosis of a ruptured aortic aneurysm or impending rupture is vital 
as it has a high mortality rate.38,39

CTA is the gold standard for imaging of aortic aneurysms and is 
very useful in depicting the extent of the aneurysm, involvement of 
arterial branches, pre-operative planning as well as signs of instability 
and rupture. MRA in comparison is costly, less widely available, 
has a longer imaging time, and has a less spatial resolution. Digital 
subtraction angiography, though required for management, does not 
always show true aneurysm size if there is a mural thrombus. 

A large baseline aneurysm size, exceeding 7cm (Figure 12) 
and a rapid size progression of more than 10mm increase per year 
are associated with a higher risk for rupture.38,40,41 Additional CT 
findings that are predictors of aortic aneurysm instability include low 
thrombus-to-lumen ratio, luminal expansion with lysis of thrombus, 

“hyperattenuating crescent sign”, fissuration of thrombus, periaortic 
hemorrhage, a penetrating atherosclerotic ulcer, focal discontinuity 
of intimal calcification (Figure 13), and the “draped aorta sign”.38,41 
Correct documentation of any pleural effusion, pericardial effusion, 
or periaortic hematoma is a must as they are associated with increased 
risk of progression and mortality.42 Primary signs of aortic aneurysm 
rupture include retroperitoneal hematoma, periaortic fat stranding, 
and active extravasation of contrast material at the site of rupture.38,43

Figure 12 Coronal contrast-enhanced CT thorax image shows a large 
thoracic aortic aneurysm (measuring approximately 8.3cm in maximal 
diameter). Baseline aneurysmal diameter exceeding 7cm is at a higher risk of 
aortic rupture than smaller aneurysms. Pleural effusions, as seen in this case, 
must be reported as they are associated with instability and progression.

Figure 13 Axial CT angiography image in the delayed phase shows an aortic 
aneurysm (white asterisk) in the descending aorta with displaced intimal 
calcifications and a break in the rim of calcifications in its lateral aspect (red 
arrow). Focal discontinuity of intimal calcification is a predictor of aortic 
aneurysm instability.

“Hyperattenuating crescent sign” represents an acute hematoma 
within the aortic wall or mural thrombus and is a sign of impending 
rupture. It occurs because of dissected blood insinuating into the 
mural thrombus and eventually penetrating the aortic wall. It is seen 
as a peripheral crescent of high attenuation within the aortic wall 
or mural thrombus.38,43,44 The “draped aorta sign” is a vital sign of 
contained rupture of an aortic aneurysm. The posterior aortic wall is 
not identifiable as a distinct line rather appears draped or molded to 
the anterior aspect of the adjacent vertebral body.38,45

Recent advances include the development of software to measure 
abdominal aortic aneurysm diameter, volume, and enlargement. Few 
have proven volumetric analysis to be more useful than diameter 
measurement in the follow-up.46
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Conclusion
Acute aortic syndromes encompass a set of aortic pathologies that 

have similar clinical presentation and etiology. Imaging modalities, 
especially CT, have proven indispensable in their diagnosis and 
further management. A basic understanding of the pathophysiology, 
and imaging characteristics are essential in prompt diagnosis and 
appropriate management of patients with acute aortic syndromes. 
There have been improvements in imaging of these syndromes, with 
improvement in CT machines. We provide updated images in this 
article. 

Acknowledgments 
None.

Conflicts of interest
All authors contributed equally and there is no conflict of interest.

Funding
None.

References
1.	 Vilacosta I, San Román JA. Acute aortic syndrome. Heart (British 

Cardiac Society). 2001;85(4):365–800. 

2.	 Murillo, Horacio. Aortic dissection and other acute aortic syndromes. 
diagnostic imaging findings from acute to chronic longitudinal 
progression. Radiographics.  Radiological Society of North America 
(RSNA). 2021;41(2):425–446.  

3.	 Ahmad F, Cheshire N, Hamady M, et al.  Acute aortic syndrome: 
pathology and therapeutic strategies. Postgrad Med J. 2006;82:305–312.

4.	 Salvolini L, Renda P, Fiore D, et al. Acute aortic syndromes: role of 
multi–detector row CT. Eur J Radiol. 2008;65(3):350–358. 

5.	 Tsai TT. Acute aortic syndromes. Circulation. 2005;112(24):3802–3813. 

6.	 Maddux KK, Shuaib W, Telleria J, et al. Nontraumatic acute aortic 
emergencies: Acute aortic Syndrome. AJR Am J Roentgenol.  
2014;202(3):656–665.

7.	 Jánosi RA, Erbel R, Konorza TF, et al. Recent advances in the diagnosis 
of acute aortic syndromes. Expert Opin Med Diagn. 2012;6(6):529–540. 

8.	 Valente T, Rossi G, Lassandro F, Rea G, et al. MDCT evaluation of acute 
aortic syndrome (AAS). Br J Radiol. 2016;89(1061), 2015;0825. 

9.	 Eva  Castañer, Marta  Andreu, Xavier  Gallardo, et al. CT in 
nontraumatic acute thoracic aortic disease: typical and atypical features 
and complications1. radiographics 2003;23(1):93–110. 

10.	 Komutrattananont Pornhatai. “Morphology of the human aorta and 
age–related changes: anatomical facts.” Anatomy & cell biology 
52(2);2019:109–114. 

11.	 Tucker WD, Arora Y, Mahajan K, et al. Anatomy, blood Vessels. In 
statpearls treasure island. 2021.

12.	 Shahid JS, Miao JH, Bolla SR, et al.  Anatomy, Thorax, Heart aorta. 
Statpearls treasure island .2021. 

13.	 Eduardo Bossone, Troy M LaBounty, Kim A Eagle, et al. Acute aortic 
syndromes: diagnosis and management, an update, European Heart 
Journal,  2018;39(9)01:739–749. 

14.	 Singh, N., Goel P, Singh Y, et al. Pictorial essay: Computed tomography 
findings in acute aortic syndromes. SA J Radiol. 2018;22(1). 

15.	 De Bakey, M. E,  Henly W. S, Cooley D. A, et al. Surgical management 
of dissecting aneurysms of the aorta. J Thorac Cardiovasc Surg. 
1965;49(1):130–149. 

16.	 Daily P. O, Trueblood H. W, Stinson E. B, et al. Management of acute 
aortic dissections. Ann Thorac Surg. 1970;10(3):237–247. 

17.	 McMahon MA, Squirrell CA. Multidetector CT of aortic dissection: A 
pictorial review. Radiographics. 2010;30(2):445–460.

18.	 Gartland S, Sookur D, Lee H. et al, Aortic dissection: an x–ray sign. 
2007;24(4):310. 

19.	 Sommer T, Fehske W, Holzknecht N, et al. Aortic dissection: 
a comparative study of diagnosis with spiral CT, multiplanar 
transesophageal echocardiography, and MR imaging. Radiology. 
1996;199(2):347–352.

20.	 Litmanovich D, Bankier A. A,  Cantin L, CT and MRI in diseases of the 
aorta. AJR Am J Roentgenol.  2009;193(4)928–940. 

21.	 Sebastià, C, Pallisa E, Quiroga S, et al. Aortic Dissection: Diagnosis and 
Follow–up with Helical CT. RadioGraphics, 1999;19(1)45–60. 

22.	 Williams D. M, Joshi A, Dake M. D, et al.  Aortic cobwebs: an anatomic 
marker identifying the false lumen in aortic dissection––imaging and 
pathologic correlation. Radiology,  1994;190(1):167–174.

23.	 LePage M, Quint L, Sonnad S, et al. Aortic dissection: ct features 
that distinguish true lumen from false lumen. Ajr Am J Roentgenol. 
2001;177(1):207–211.

24.	 Chao CP, Walker TG, Kalva SP. Et al. Natural history and CT appearances 
of aortic intramural hematoma. Radiographics. 2009;29(3):791–804. 

25.	 Ferrera C, Vilacosta I, Cabeza B, et al. Diagnosing aortic intramural 
hematoma: current perspectives. Vasc Health Risk Manag. 2020;16:203–
213. 

26.	 Ueda T, Chin A, Petrovitch I, Fleischmann D. et al. A pictorial review 
of the acute aortic syndrome: discriminating and overlapping features 
as revealed by ECG–gated multidetector–row CT angiography. Insights 
Imaging. 2012;3(6):561–571. 

27.	 Evangelista A, Moral S. Penetrating atherosclerotic ulcer. Curr Opin 
Cardiol. 2020;35(6):620–626. 

28.	 Hayashi, Hideyuki. Penetrating atherosclerotic ulcer of the aorta: 
Imaging features and disease concept. Radiographics. 2000;20(4) :995–
1005.

29.	 Lansman SL, Saunders PC, Malekan R, et al. Acute aortic syndrome. J 
Thorac Cardiovasc Surg. 2010;140(6): S92–7;142–146. 

30.	 Kotsis T, Spyropoulos BG, Asaloumidis N, et al. Penetrating 
atherosclerotic ulcers of the abdominal aorta: A case report and review 
of the literature. Vasc Specialist Int. 2019;35(3):152–159. 

31.	 Voitle E, Hofmann, W., & Cejna, M. Aortic emergencies—diagnosis and 
treatment: a pictorial review. Insights into Imaging, 2015;6(1):17–32.

32.	 Baikoussis NG, Apostolakis EE. Penetrating atherosclerotic ulcer 
of the thoracic aorta: diagnosis and treatment. Hellenic J Cardiol. 
2010;51(2):153–700.

33.	 Ko JP, Goldstein JM, Latson LA Jr, et al. Chest CT Angiography for 
Acute aortic pathologic conditions: pearls and pitfalls. Radiographics. 
2021;41(2):399–424. 

34.	 Yang L, Zhang QY, Wang XZ, et al. Long–term imaging evolution and 
clinical prognosis among patients with acute penetrating aortic ulcers: a 
retrospective observational study. J Am Heart Assoc. 2020;9(18):014505. 

35.	 Vilacosta I, San Román JA, Aragoncillo P, et al. Penetrating 
atherosclerotic aortic ulcer: documentation by transesophageal 
echocardiography. J Am Coll Cardiol. 1998;32(1):83–90.

36.	 Bennett SJ, Dill KE, Hanley M, et al. ACR Appropriateness Criteria® 
Suspected thoracic aortic aneurysm. J Am Coll Cardiol. 2018;15(5):208–
214.

https://doi.org/10.15406/ijrrt.2022.09.00343
https://pubmed.ncbi.nlm.nih.gov/11250953/
https://pubmed.ncbi.nlm.nih.gov/11250953/
https://pubmed.ncbi.nlm.nih.gov/33646901/
https://pubmed.ncbi.nlm.nih.gov/33646901/
https://pubmed.ncbi.nlm.nih.gov/33646901/
https://pubmed.ncbi.nlm.nih.gov/33646901/
https://www.ncbi.nlm.nih.gov/pmc/articles/PMC2563796/
https://www.ncbi.nlm.nih.gov/pmc/articles/PMC2563796/
https://pubmed.ncbi.nlm.nih.gov/17997067/
https://pubmed.ncbi.nlm.nih.gov/17997067/
https://pubmed.ncbi.nlm.nih.gov/16344407/
https://pubmed.ncbi.nlm.nih.gov/24555605/
https://pubmed.ncbi.nlm.nih.gov/24555605/
https://pubmed.ncbi.nlm.nih.gov/24555605/
https://pubmed.ncbi.nlm.nih.gov/23480835/
https://pubmed.ncbi.nlm.nih.gov/23480835/
https://www.ncbi.nlm.nih.gov/pmc/articles/PMC4985458/
https://www.ncbi.nlm.nih.gov/pmc/articles/PMC4985458/
https://pubmed.ncbi.nlm.nih.gov/14557505/
https://pubmed.ncbi.nlm.nih.gov/14557505/
https://pubmed.ncbi.nlm.nih.gov/14557505/
https://www.ncbi.nlm.nih.gov/pmc/articles/PMC6624342/
https://www.ncbi.nlm.nih.gov/pmc/articles/PMC6624342/
https://www.ncbi.nlm.nih.gov/pmc/articles/PMC6624342/
https://www.ncbi.nlm.nih.gov/books/NBK470401/
https://www.ncbi.nlm.nih.gov/books/NBK470401/
https://www.ncbi.nlm.nih.gov/books/NBK538140/
https://www.ncbi.nlm.nih.gov/books/NBK538140/
https://pubmed.ncbi.nlm.nih.gov/29106452/
https://pubmed.ncbi.nlm.nih.gov/29106452/
https://pubmed.ncbi.nlm.nih.gov/29106452/
https://www.ncbi.nlm.nih.gov/pmc/articles/PMC6837812/
https://www.ncbi.nlm.nih.gov/pmc/articles/PMC6837812/
https://pubmed.ncbi.nlm.nih.gov/14261867/
https://pubmed.ncbi.nlm.nih.gov/14261867/
https://pubmed.ncbi.nlm.nih.gov/14261867/
https://pubmed.ncbi.nlm.nih.gov/5458238/
https://pubmed.ncbi.nlm.nih.gov/5458238/
https://pubs.rsna.org/doi/10.1148/rg.302095104
https://pubs.rsna.org/doi/10.1148/rg.302095104
https://www.ncbi.nlm.nih.gov/pmc/articles/PMC2658251/
https://www.ncbi.nlm.nih.gov/pmc/articles/PMC2658251/
https://pubmed.ncbi.nlm.nih.gov/8668776/
https://pubmed.ncbi.nlm.nih.gov/8668776/
https://pubmed.ncbi.nlm.nih.gov/8668776/
https://pubmed.ncbi.nlm.nih.gov/8668776/
https://pubmed.ncbi.nlm.nih.gov/19770313/
https://pubmed.ncbi.nlm.nih.gov/19770313/
https://pubmed.ncbi.nlm.nih.gov/9925391/
https://pubmed.ncbi.nlm.nih.gov/9925391/
https://pubmed.ncbi.nlm.nih.gov/8259399/
https://pubmed.ncbi.nlm.nih.gov/8259399/
https://pubmed.ncbi.nlm.nih.gov/8259399/
https://pubmed.ncbi.nlm.nih.gov/8259399/
https://pubmed.ncbi.nlm.nih.gov/11418429/
https://pubmed.ncbi.nlm.nih.gov/11418429/
https://pubmed.ncbi.nlm.nih.gov/11418429/
https://pubmed.ncbi.nlm.nih.gov/19448116/
https://pubmed.ncbi.nlm.nih.gov/19448116/
https://www.ncbi.nlm.nih.gov/pmc/articles/PMC7292252/
https://www.ncbi.nlm.nih.gov/pmc/articles/PMC7292252/
https://www.ncbi.nlm.nih.gov/pmc/articles/PMC7292252/
https://pubmed.ncbi.nlm.nih.gov/23129238/
https://pubmed.ncbi.nlm.nih.gov/23129238/
https://pubmed.ncbi.nlm.nih.gov/23129238/
https://pubmed.ncbi.nlm.nih.gov/23129238/
https://pubmed.ncbi.nlm.nih.gov/32925190/
https://pubmed.ncbi.nlm.nih.gov/32925190/
https://pubmed.ncbi.nlm.nih.gov/10903689/
https://pubmed.ncbi.nlm.nih.gov/10903689/
https://pubmed.ncbi.nlm.nih.gov/10903689/
https://pubmed.ncbi.nlm.nih.gov/21092805/
https://pubmed.ncbi.nlm.nih.gov/21092805/
https://www.ncbi.nlm.nih.gov/pmc/articles/PMC6774427/
https://www.ncbi.nlm.nih.gov/pmc/articles/PMC6774427/
https://www.ncbi.nlm.nih.gov/pmc/articles/PMC6774427/
https://www.ncbi.nlm.nih.gov/pmc/articles/PMC4330229/
https://www.ncbi.nlm.nih.gov/pmc/articles/PMC4330229/
https://pubmed.ncbi.nlm.nih.gov/20378517/
https://pubmed.ncbi.nlm.nih.gov/20378517/
https://pubmed.ncbi.nlm.nih.gov/20378517/
https://pubmed.ncbi.nlm.nih.gov/33646903/
https://pubmed.ncbi.nlm.nih.gov/33646903/
https://pubmed.ncbi.nlm.nih.gov/33646903/
https://pubmed.ncbi.nlm.nih.gov/32893719/
https://pubmed.ncbi.nlm.nih.gov/32893719/
https://pubmed.ncbi.nlm.nih.gov/32893719/
https://pubmed.ncbi.nlm.nih.gov/9669253/
https://pubmed.ncbi.nlm.nih.gov/9669253/
https://pubmed.ncbi.nlm.nih.gov/9669253/
https://pubmed.ncbi.nlm.nih.gov/29724424/
https://pubmed.ncbi.nlm.nih.gov/29724424/
https://pubmed.ncbi.nlm.nih.gov/29724424/


CT evaluation of aortic dissection and other acute aortic syndromes: An Update 165
Copyright:

©2022 Awal et al.

Citation: Awal SS, Prasad N, Biswas S. CT evaluation of aortic dissection and other acute aortic syndromes: An Update. Int J Radiol Radiat Ther. 
2022;9(5):159‒165. DOI: 10.15406/ijrrt.2022.09.00343

37.	 Kumar Y, Hooda K, Li S, et al. Abdominal aortic aneurysm: pictorial 
review of common appearances and complications. Ann Transl Med. 
2017;5(12):256.

38.	 Rakita D, Newatia A, Hines. The spectrum of CT findings in rupture 
and impending rupture of abdominal aortic aneurysms. Radiographics, 
2007;27(2):497–507. 

39.	 Karthikesalingam A, Holt P, J Vidal–Diez, et al. Mortality from ruptured 
abdominal aortic aneurysms: clinical lessons from a comparison of 
outcomes in England and the USA. The Lancet, 2014;383(9921):963–
969. 

40.	 Agarwal PP, Chughtai A, Matzinger FRK, et al. Multidetector CT of 
thoracic aortic aneurysms. RadioGraphics. 2009;29(2):537–552. 

41.	 Wadgaonkar AD, Black III JH, Weihe EK, et al. Abdominal aortic 
aneurysms revisited: MDCT with multiplanar reconstructions for 
identifying indicators of instability in the pre–and postoperative patient. 
Radiographics. 2015;35(1):254–268.

42.	 Gutschow SE, Walker CM, Martínez–Jiménez S, et al. Emerging 
Concepts in Intramural Hematoma Imaging. RadioGraphics. 
2016;36(3):660–674. 

43.	 Schwartz SA, Taljanovic MS, Smyth S, et al. CT Findings of rupture, 
impending rupture, and contained rupture of abdominal aortic 
aneurysms. AJR Am J Roentgenol. 2007;188(1):W57–W62. 

44.	 Gonsalves CF. The Hyperattenuating Crescent Sign. Radiology. 
1999;211(1):37–38. 

45.	 Halliday KE, al–Kutoubi A. Draped aorta: CT sign of contained leak of 
aortic aneurysms. Radiology. 1996;199(1):41–43. 

46.	 Kauffmann C, Tang A, Therasse É, et al. Measurements and detection 
of abdominal aortic aneurysm growth: accuracy and reproducibility of a 
segmentation software. Eur J Radiol. 2012;81(8):1688–1694.

https://doi.org/10.15406/ijrrt.2022.09.00343
https://pubmed.ncbi.nlm.nih.gov/28706924/
https://pubmed.ncbi.nlm.nih.gov/28706924/
https://pubmed.ncbi.nlm.nih.gov/28706924/
https://pubmed.ncbi.nlm.nih.gov/17374865/
https://pubmed.ncbi.nlm.nih.gov/17374865/
https://pubmed.ncbi.nlm.nih.gov/17374865/
https://pubmed.ncbi.nlm.nih.gov/24629298/
https://pubmed.ncbi.nlm.nih.gov/24629298/
https://pubmed.ncbi.nlm.nih.gov/24629298/
https://pubmed.ncbi.nlm.nih.gov/24629298/
https://pubs.rsna.org/doi/10.1148/rg.292075080
https://pubs.rsna.org/doi/10.1148/rg.292075080
https://pubmed.ncbi.nlm.nih.gov/25590402/
https://pubmed.ncbi.nlm.nih.gov/25590402/
https://pubmed.ncbi.nlm.nih.gov/25590402/
https://pubmed.ncbi.nlm.nih.gov/25590402/
https://pubmed.ncbi.nlm.nih.gov/27163587/
https://pubmed.ncbi.nlm.nih.gov/27163587/
https://pubmed.ncbi.nlm.nih.gov/27163587/
https://pubmed.ncbi.nlm.nih.gov/17179328/
https://pubmed.ncbi.nlm.nih.gov/17179328/
https://pubmed.ncbi.nlm.nih.gov/17179328/
https://pubmed.ncbi.nlm.nih.gov/10189451/
https://pubmed.ncbi.nlm.nih.gov/10189451/
https://pubmed.ncbi.nlm.nih.gov/8633170/
https://pubmed.ncbi.nlm.nih.gov/8633170/
https://pubmed.ncbi.nlm.nih.gov/21601403/
https://pubmed.ncbi.nlm.nih.gov/21601403/
https://pubmed.ncbi.nlm.nih.gov/21601403/

	Title
	Abstract
	Keywords
	Abbreviations
	Introduction
	Anatomic considerations & pathophysiology 
	Risk factors & clinical presentation 
	Aortic dissection  
	Imaging findings 
	Intramural hematoma  
	Imaging findings 
	Penetrating atherosclerotic ulcer  
	Imaging findings 
	Ruptured aortic aneurysm 

	Conclusion
	Acknowledgments
	Conflicts of interest 
	Funding
	References
	Table 1 
	Table 2
	Table 3
	Table 4
	Table 5 
	Figure 1 
	Figure 2 
	Figure 3
	Figure 4 
	Figure 5 a-b
	Figure 6 
	Figure 7
	Figure 8 a-b
	Figure 9
	Figure 10 a-b
	Figure 11
	Figure 12 
	Figure 13

