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Aortic arch pathologies –
incidence and natural history

Introduction

Aortic arch pathologies are uncommon
and often pose significant challenges
to surgical or endovascular treatment.
Many of the patients were either asymp-
tomatic or otherwise had catastrophic
life-threatening events. The true inci-
dence and natural history of aortic arch
diseases remain relatively unknown and
treatment is often based on single center
case series or large registries and there
is reporting bias. Selection bias: patients
selected for surgical treatment may be
limited by anatomy and presentation.
Poor outcome may not have been re-
ported. Conditions affecting the aortic
arch relevant to the vascular surgeon
include degenerative aneurysms and the
acute aortic syndromes (e.g. penetrating
ulcers, intramural hematoma and aortic
dissections).

Aortic arch aneurysms

Degenerative aneurysms of the aortic
arch are often asymptomatic. With the
increase in usage of diagnostic imag-
ing and aging populations, aortic arch
aneurysms have been increasingly di-
agnosed. In a study of 590 consecutive
patients undergoing surgery for tho-
racic aortic diseases, 78% of whom had
aneurysms, it was suggested that thoracic
aortic pathology may be more common
in patients with anatomical arch anoma-
lies, in particular bovine arches and the
patients are slightly younger (average age
of 58.6 years for patients with aortic arch
anomalies, compared to 62.4 years for
those without arch anomalies) [1]. The
increase in size of aortic arch aneurysms
is an indolent process, with a reported

mean annual growth rate of 0.07–0.2 cm/
year [2]. Risk factors include age, fe-
male gender, chronic obstructive airway
disease, hypertension, aortic diameter
and a family history of aneurysms [3,
4]. There has been no prior study on the
expansion rate or risk of rupture of true
aneurysms specific to the aortic arch.
The Yale University study [3] reported
a growth rate of 1.2 mm per year in
a mixed cohort with smaller aneurysms.
A subsequent study from the same in-
stitution on 721 patients with thoracic
pathology again reported an aortic ex-
pansionrateof1mmperyearandayearly
rupture risk of 6.9 % in aneurysms ex-
ceeding 6 cm [5]. Prospective studies on
descending thoracic and thoracoabdom-
inal aneurysms reported a rupture risk of
23% in 114 patients [4]. Similar earlier
studies also reported a high incidence
of rupture of up to 47% in thoracic
aneurysms treated medically and that
the 5-year survival was only 21% in non-
surgery groups and 50% in all patients
[6]. The yearly risk of aneurysm rupture
increases generally with aneurysm size
[5] and surgical intervention is therefore
recommended for thoracic aneurysms
that exceed a maximum diameter of
5.5–6.5 cm. The authors have recently
conducted a study [7] on the natural his-
tory on 45 patients with isolated aortic
arch aneurysms monitored with serial
computed tomography (CT) scanning,
excluding thoracoabdominal aneurysms
and dissections. In a mean follow-up
of 37 months the arch aneurysms were
found to exhibit a tendency to linear
growth with an average rate of 2.5 mm
per year. Expansion rates were found
to be associated with an aneurysm size
>6.5cmandalsowithhyperlipidemia [7].

While smaller aneurysms not included
in this study may not be expanding at
a similar rate, it is also possible that aortic
arch aneurysm expansion is faster com-
pared to rates reported for descending
thoracic aneurysms. During surveil-
lance in this study 22% of aneurysms
ruptured with an 80% mortality. This
rate of rupture is comparable to the
23 % rupture rate reported in previous
natural history studies on descending
and thoracoabdominal aneurysms [4].
On multivariate analysis of risk factors,
only the aneurysm expansion rate of
>5.5 mm per year was identified as an
independent risk factor of rupture (67 %
vs. 8 %, odds ratio of 1.43). A phase
of rapid growth seems to occur before
rupture and growth rate is the single
most important predictor of rupture. In
this series of patients more than one
in five aneurysms ruptured in a mean
follow-up period of 3 years, reinforcing
the substantial risk of aneurysms in this
location, where the arch is subjected to
the highest blood pressure and hemo-
dynamic stress. The maximum diameter
of the aortic arch remains an important
determinant of rupture.

Acute aortic syndromes

Acute aortic syndromes comprise acute
aortic dissections, intramural hematoma
(IMH) and penetrating aortic ulcers
(PAU). They can affect any part of
the thoracic aorta, including the aortic
arch. Penetrating ulcers and intramural
hematomas are often considered variants
of a true aortic dissection. It is estimated
that one in eight patients with acute
aortic dissection has an IMH or PAU.
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Penetrating ulcers

ThePAUs are focal disruptions of the aor-
tic intima breaching the internal elastic
lamina to involve the media. They usu-
ally affect older patients, in atheroscle-
rotic or diseased, dilated aortas and can
be multiple. Other known risk factors
for PAU include hypertension, smok-
ing, coronaryarterydiseases, chronicob-
structive airways disease and renal insuf-
ficiency. They can progress or be associ-
atedwith intramuralhematomas, rupture
ordevelop into anacute aortic dissection.
Stanson et al. reviewed 684 aortograms
and found16patientswithPAUin thede-
scending thoracic aorta, giving an overall
incidence of 2.3 % [8]. In a study using
transesophageal echocardiograms in 194
patients for thoracic aortic disease, 12
(6.2 %) PAUs were found, 25% of which
occurred in the aortic arch [9]. Again
the true incidence of PAU, particularly
in the arch, remain unknown. With the
increaseduseof imagingmethods, occur-
rences as high as 11%have been reported
in patients presenting with acute aortic
syndromesbutotherstudieswerenotable
to confirm this rising trend. A study on
incidental findings of PAU in cardiac CT
scans showed only 2 penetrating ulcers
in 966 scans [10].

The natural history of PAU is also de-
bated. The main complications are rup-
ture, aortic dissection and aneurysm for-
mation. Ithasbeensuggested thatallPAU
should be viewed as potentially danger-
ous and may lead to rupture [11]. If
left untreated 30% may enlarge to form
a saccular aneurysm [12]. Supporters
of this theory regarded PAU as progres-
sive and any symptomatic ulcers should
be treated by surgery or endovascular
means as conservative therapy failed in
up to 50% of patients with PAU in the
descending thoracic aorta [8, 13]. A PAU
can be a precursor of aortic dissection.
The Yale group found that 7.6 % of 198
patientswithaorticdissectionshadaPAU
and advocated aggressive repair in symp-
tomatic patients. Of their patients 40%
of those treated with conservative means
had aortic ruptures and needed emer-
gency interventions [14]. Later the same
investigators reasserted their notion by
reporting an early rupture rate of 38%

and hospital mortality rate of 15% in
26 patients with PAU [15]. Similarly,
a Stanford University group of investi-
gators treated 33 patients with PAU in
65 patients presenting with intramural
hematoma whereby 48% of those pro-
gressed and conservative treatment re-
sulted in a 10% mortality [16]. These
reports suggested that those PAU asso-
ciated with acute dissections or intra-
mural hematoma tend to give a poorer
prognosis. In symptomatic patients it
is estimated that 25% may progress to
pseudoaneurysm formation and up to
one third result in ruptures [17]; how-
ever, others have shown that the natu-
ral history of PAU is more benign and
a more conservative management may
be adopted especially in asymptomatic
patients. In a radiology study using CT
scans on 33 ulcers, 64% of lesions re-
mained stable over a mean follow-up of
18 months. Out of an initial 56 lesions,
66% were clinically stable. The authors
concluded that most PAUs are asymp-
tomatic and do not enlarge, while for the
one third that progress the result is mild
interval aortic enlargement (less than 1.5
times normal aorta diameter) [18]. No
CT features were identified to predict
progression. Cho et al. reviewed 105
PAU in the descending thoracic aorta
and aortic arch, 85 of which were associ-
atedwith intramural hematomaand75 %
were symptomatic. About one third of
patients were treated with surgery with
a mortality of 21%. A total of 76 (72%)
of patients were treated medically with
3 deaths within 30 days. Generally in
the vascular surgery community medical
treatment of dissection is understood to
be conservative treatment with medica-
tions on blood pressure control. Rupture
at presentation predicted failure of med-
ical therapy. They concluded that even
in the acute setting many PAU can be
managed non-operatively [19].

Intramural hematoma

Caused by rupture of the vasa vasorum
with bleeding into the aortic media, in-
tramural hematoma (IMH) can be found
in about 5–20% of patients with acute
aortic syndrome. This is a disease of the
elderly and typically seen in patients over

70 years old. Risk factors include age,
hypertension, atherosclerosis and IMH
is believed to be a result of differential
rigidity of medial and shear stress. The
prevalence of IMH was reported to be
3.5 % from the International Registry of
Acute Aortic Dissection (IRAD) registry
[20]. There were discrepancies in other
countries and the incidence of IMH has
been reported to be higher in Asia: 44%
in Japan [21] and 28% in Korea [22]. As
a rule approximately one third of IMH
will remain, one third will resolve and
one third will progress to full aortic dis-
section.

If the IMH involves the aortic arch
and ascending aorta the complication
andmortality rates are highwithmedical
managementapproaching thatofa typeA
aortic dissection, whereas type B IMH
seem to be more benign and most can
be treated medically. The IRAD registry
reported 107 patients with type B IMH
where 88% were treated medically with
a hospital mortality of 7%. During fol-
low-up the mortality was 7% and no ad-
verse events were observed [23]. Symp-
tomatic IMH has a higher incidence of
rupture at presentation, up to 38% [17].
In a meta-analysis of 143 reported cases
IMH was associated with a mortality of
21% [24]. Although there was no dif-
ference in the overall mortality between
Stanford type A and B IMH, patients
with type A IMH fared worse on medi-
cal treatment compared to surgery (36 %
vs 14% mortality) and also compared to
type B IMH treated medically (14%). In
type B IMH medical and surgical out-
comes were similar. The IRAD data also
confirmed a higher mortality if the IMH
involved the ascending aorta (39 %)com-
pared with the descending aorta (8.3 %)
[25]. Mortality is also higher if IMH is
associated with penetrating ulcers. The
natural history of IMH and rates of pro-
gression are not well known due to the
difficulty in diagnosis and follow-up bias.
AnIMHmayrupture, stabilize, regressor
progress to dissection or aneurysm for-
mation. Nienaber et al. reported a rate
of progression of IMH to overt dissec-
tion, rupture or tamponade in 8 out of
25 patients (32%) within 24–72 h, indi-
cating the need for urgent intervention
[26]. The progression of type A IMH to
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dissection in the literature ranged from
15% to 85% [27].

A Japanese registry compared 30 pa-
tients with type A IMH and 101 patients
with acute type A dissection where all
patients with type A IMH were initially
treated medically. Failure of medical
treatment and progression into dissec-
tion occurred in 43% of patients. The
overall hospital mortality of IMH (7 %)
was significantly lower than the dissec-
tion group (24%) and the long-term sur-
vival rates of IMHwere also significantly
better at 5 years (90% vs 62%), indicat-
ing that type A IMH have a better long-
term prognosis than type A dissections
[28].

Several risk factors have been pro-
posed to predict progression of type A
IMH to dissection. A dilated aorta and
an ascending aorta diameter >5 cm were
shown to be significant predictors of pro-
gression [29]. Other factors included the
presenceofaPAU,pleural andpericardial
effusion, aortic regurgitation, persistent
pai, and mediastinal hematoma [27]. In
a CT analysis of 29 patients with IMH,
Choi et al. identified type A, the maxi-
mum thickness of the IMHand compres-
sion of the true lumen to be indicative
of active bleeding and increased risk of
progression [30].

Aortic dissection

There are many reports on the incidence
of acute aortic dissections but the true
incidence again is unknown due to the
possibility of atypical presentations, un-
diagnosed cases and sudden death. The
IRAD reported that up to 30% were
typeB(not involvingtheascendingaorta)
[31]. Population studies indicated that
aortic dissection occurs in about 2–4 per
100,000 persons per year [32, 33]. The
prevalence of aortic dissection ranged
from 0.2% to 0.8 % in autopsy studies
[34]. There is some evidence to suggest
that the incidence of aortic dissection is
on the increase, up to 14 per 100,000 per-
sons per year [35]. The incidence of aor-
tic dissection after major cardiac surgery
was estimated at 0.03–0.1 %, with aortic
valve replacement carrying the highest
risk.

In the northern Italy Emilia-Romagna
Regional Database of hospital admis-
sions, between 2000 and 2008 there were
1500 patients with acute aortic dissec-
tions, of whom 41% were type A, 58%
type B and 10% were complicated. They
also reported an overall incidence of
4.7/100,000, with a male preponderance
of 6.7 % vs 2.9% females [34]. Notably
almost 20% of patients were 80 years
of age or older. The overall in-hospital
mortality was 27.7 %, 21.1 %, 26.9 %
and 33%, respectively for surgically
treated type A, thoracic endovascular
aortic repair (TEVAR) treated com-
plicated type B and medically treated
patients. Overall survival was at 62.2 %,
58.7% and 55.8 % at 1, 2 and 3 years,
respectively. Interestingly the authors
found the annual incidence increased
significantly with age. On the other
hand, a Sino-RAD registry established
in China in 2011 reported 1003 patients
with acute dissections [36]. The pa-
tients in this registry were significantly
younger (mean age of 51.8 years), con-
sisting of more men (78%), with a lower
history of hypertension (59%). Despite
some criticism of selection bias and
inadequate follow-up this showed that
the true incidence of aortic dissection
varies between countries and is subject
to influence from socioeconomic status,
primary healthcare and referral systems.
The Interdisciplinary Expert Consensus
Document on type B dissection pooled
data from 63 studies and 6711 patients
and reported an early mortality of 6.4 %
with medical treatment and increased to
10.2%withTEVARand17.5 %withopen
surgery for acute dissections. In chronic
dissections of more than 6 weeks, a
5-year survival of 60–80% was reported.
Recurrence of symptoms, aneurysms
(>55 mm) or increase of aortic size
>4 mm are predictors of poor outcome
[37].

The fate of acute aortic dissections is
better understooddue to longer term fol-
low-up studies. Type B dissections are
considered mostly benign but death can
occur in acute stages from rupture and
malperfusion. The Yale experience con-
firms that uncomplicated type B dissec-
tions responded well to medical treat-
ment with an early survival of 91% and
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66% of patients had an uncomplicated
follow-up[16]. TheIRADdata from1996
to 2013 on 1034 patients with type B dis-
section suggested an overall mortality of
10.6 % and identified variables adversely
affecting hospital mortality, such as age,
hypotension, periaortic hematoma, de-
scending diameter ≥5.5 cm, mesenteric
ischemia, acute renal failure and limb
ischemia to be significant predictors of
hospital death [38]. Refractory pain is
also a predictor of in-hospital mortality
an increase the risk from 1.5% to 35.6 %
[39], aswell aspatientsolder than70years
[40]. Recently the IRAD investigators
put forward a hyperacute phase from on-
set of dissection to 24 h in addition to
acute (2–7 days), subacute (8–30 days)
and chronic phases. They observed that
the cumulative survival continued to sig-
nificantly decline in all groups even up to
30 days, regardless of treatment modality
(94–99 %, 82–93%, 77–92%, 73–91%,
respectively) [41]. Open repair of com-
plicated acute type B dissection is associ-
ated with significant morbidity andmor-
tality. A recent meta-analysis or contem-
porary series reported a pooled 30-day
mortality of 19 % and a total neurological
complication rate of 9.8 % [42]. While
medical management of uncomplicated
type B dissections can achieve a hospi-
tal mortality of 2.5–10% [37, 42–44], on
lon- term follow-up the false lumen may
continue toenlargeresulting inaneurysm
formation and is detrimental to survival.
In 2006 IRAD reported a 3-year mortal-
ity of type B dissection of almost 25%.
Complicated type B dissection defined as
malperfusion, hypertensiondespitemed-
ical therapy and increase in perioarotic
hematoma and hemorrhagic pleural ef-
fusions were predictors of high hospital
mortality [37] as well as 3-year mortality
[45]. The long-term survival of surgical
and medically treated type B dissection
patients are similar, with 5-year survival
of 44–83% and 62–100% respectively,
with 5-year freedom from aortic event
rates of 59–68% and 45–77% respec-
tively[37]. InarecentstudyDurhametal.
described 198 patients with medically
managed acute type B dissections and re-
ported 58% failed medical management
at a mean follow-up of 4.2 years, includ-
ing 12% early failures within 2 weeks.

Freedom from intervention was 77% at
3 years and 74% at 6 years, with an in-
tervention-free survival of only 55% at
3yearsand41%at6years. Almost30%of
patients subsequently underwent aorta-
related interventionsand38 %died. They
concluded that in themajority of patients
with typeBdissectionsmedicinal therapy
will fail over time [44].

Progressive dilatation and subsequent
rupture of the false lumen are the com-
mon cause of long-term mortality. Risk
factors for aortic diameter growth in-
cluded male gender, an initial aortic di-
ameter >40 mm, a large false lumen and
a high blood pressure or pulse pressure.
There is increasing evidence that a persis-
tentlypatentor incompletely thrombosed
false lumen is associated with a poorer
prognosis [46, 47] but it is still uncertain
whether a partially thrombosed false lu-
men carries a greater risk of progression
than a completely patent false lumen.

Conclusion

Aortic arch aneurysms, penetrating ul-
cers, intramural hematoma and dissec-
tionsare increasinglydiagnosedwithbet-
ter imaging procedures. The complete
incidence and natural history is still rel-
atively unknown but there is increasing
evidence to make it possible to identify
patients at risk of disease progression and
ultimatelymortality. With the increase in
endovascular therapy, this information is
invaluable in guiding surgeons to the best
indications and timing for treatment.

Corresponding address

S. W. K. Cheng, MS, FRCS
Division of Vascular Surgery,
Department of Surgery, The
University of Hong Kong,
QueenMary Hospital
102 Pokfulam Road, Hong
Kong, China
wkcheng@hku.hk

Compliance with ethical
guidelines

Conflict of interests. S.W.K. Cheng states that there
are no conflicts of interest.

This is a reviewarticle that has citedmanyprevious
studies (includingone from the author’s institution)
that involved clinical studies onhuman subjects. This
manuscriptdoesnotdirectly involvestudiesonhuman
or animal subjects.

Open Access. This article is distributedunder the
terms of the Creative CommonsAttribution 4.0 In-
ternational License (http://creativecommons.org/
licenses/by/4.0/), which permits unrestricteduse, dis-
tribution, and reproduction in anymedium, provided
yougive appropriate credit to the original author(s)
andthesource, providea link totheCreativeCommons
license, and indicate if changesweremade.

References

1. Dumfarth J, Chou AS, Ziganshin BA, Bhandari
R, Peterss S, Tranquilli M, Mojibian H, Fang H,
Rizzo JA, Elefteriades JA (2015) Atypical aortic
arch branching variants: A novel marker for
thoracic aortic disease. J Thorac Cardiovasc Surg
149:1586–1592

2. Patel HJ, Deeb GM (2008) Ascending and arch
aorta: pathology, natural history, and treatment.
Circulation118:188–195

3. Coady MA, Rizzo J, Goldstein LJ, Elefteriades JA
(1999)Natural history, pathogenesis, and etiology
of thoracic aortic aneurysms and dissections.
CardiolClin17:615–635

4. Juvonene T, Ergin MA, Galla JD, Lansman SL,
Nguyen KH, McCullough JN, Levy D, De Asla RA,
Bodian CA, Griepp RB (1997) Prospective study of
the natural history of thoracic aortic aneurysms.
AnnThoracSurg63:1533–1545

5. Davies RR, Goldstein LJ, CoadyMA, Tittle SL, Rizzo
JA, Kopf GS, Elefteriades JA (2002) Yearly rupture
or dissection rates for thoracic aortic aneurysms:
simple prediction based on size. Ann Thorac Surg
73(1):17–27

6. Pressler V, McNamara JJ (1985) Aneurysm of the
thoracic aorta: review of 260 cases. J Thorac
CardiovascSurg89:50–54

7. Yiu RS, Cheng SW (2016) Natural History and
Risk Factors for Rupture of Thoracic Aortic Arch
Aneurysms. JVascSurg63:1189–1194

8. Stanson AW, Kazmier FJ, Hollier LH, Edwards
WD, Pairolero PC, Sheedy PF, Joyce JW, Johnson
MC (1986) Penetrating atherosclerotic ulcers
of the thoracic aorta: natural history and
clinicopathologic correlations. Ann Vasc Surg
1:15–23

9. Vilacosta I, San Roman JA, Aragoncillo P, Ferreirós
J, Mendez R, Graupner C, Batlle E, Serrano J, Pinto
A, Oyonarte JM (1998) Penetrating atherosclerotic
aortic ulcer: documentation by transesophageal
echocardiography. JAmCollCardiol32:83–89

10. MachaalanyJ,YamY,RuddyTD,AbrahamA,ChenL,
BeanlandsRS,ChowBJ(2009)Potentialclinicaland
economic consequences of noncardiac incidental
findings on cardiac computed tomography. J Am
CollCardiol54:1533–1541

11. Movsowitz HD, Lampert C, Jacobs LE, Kotler MN
(1994) Penetrating atherosclerotic aortic ulcers.
AmHeart J128:1210–1217

12. Harris J, Bis K, Glover J, Bendick P, Shetty A, Brown
O (1994) Penetrating atherosclerotic ulcers of the
aorta. JVascSurg19:90–99

13. Cooke JP, Kazmier FJ, Orszulak TA (1988) The pen-
etrating aortic ulcer: pathologic manifestations,
diagnosis, and management. Mayo Clin Proc
63:718–725

Gefässchirurgie 4 · 2016 215



Leitthema

14. CoadyMA, Rizzo JA, HammondGL, Pierce JG, Kopf
GS, Elefteriades JA (1998) Penetrating ulcer of the
thoracic aorta: what is it? Howdowe recognize it?
Howdowemanage it? JVascSurg27:1006–1015

15. Tittle SL, Lynch RJ, Cole PE, Singh HS, Rizzo JA,
KopfGS,Elefteriades J (2002)Midtermfollow-upof
penetratingulcerand intramuralhematomaof the
aorta. JThoracCardiovascSurg123:1051–1059

16. Ganaha F, Miller DC, Sugimoto K, Do YS, Mi-
namiguchi H, SaitoH,Mitchell RS, DakeMD (2002)
Prognosis of aortic intramural hematoma with
and without penetrating atherosclerotic ulcer:
a clinical and radiological analysis. Circulation
106:342–348

17. Ziganshin BA, Dumfarth J, Elefteriades JA (2014)
Natural historyof typeBaorticdissection: ten tips.
AnnCardiothoracSurg3:247–254

18. Quint LE, Williams DM, Francis IR, Monaghan HM,
Sonnad SS, Patel S, Deeb GM (2001) Ulcer like
lesions of the aorta: imaging features and natural
history. Radiology218:719–723

19. ChoKR,StansonAW,PotterDD,CherryKJ,SchaffHV,
Sundt TM 3rd (2004) Penetrating atherosclerotic
ulcer of the descending thoracic aorta and arch.
JThoracCardiovascSurg127:1393–1399

20. Harris KM, Braverman AC, Eagle KA, Woznicki EM,
Pieritz RE, Myrmel T, Peterson MD, Voehringer
M, Fattori R, Januzzi JL, Gilon D, Montgomery
DG, Nienaber CA, Trimarchi S, Isselbacher EM,
Evangelista A (2012) Acute aortic intramural
hematoma: an analysis from the International
Registry of Acute Aortic Dissection. Circulation
126(suppl1):91–96

21. HataM,HataH,SezaiA,YoshitakeI,WakuiS,Shiono
M (2014) Optimal treatment strategy for type A
acuteaorticdissectionwith intramuralhematoma.
JThoracCardiovascSurg147:307–311

22. Song JK, Yim JH, Ahn JM, Kim DH, Kang JW, Lee
TY, Song JM, ChooSJ, KangDH, ChungCH, Lee JW,
Lim TH (2009) Outcomes of patients with acute
type A aortic intramural hematoma. Circulation
120:2046–2052

23. Tolenaar JL,Harris KM,UpchurchGRJr, Evangelista
A, Moll FL, Eusanio M di, Eagle K, Trimarchi S,
IRAD investigators (2013) The differences and
similarities between intramural hematoma of the
descending aorta and acute type B dissection.
JVascSurg58:1498–1504

24. Maraj R, Rerkpattanapipat P, Jacobs LE, Makorn-
wattana P, Kotler MN (2000) Meta-analysis of 143
reportedcasesofaortic intramuralhematoma. Am
JCardiol86:664–668

25. Evangelista A, Mukherjee D, Mehta RH, O’Gara PT,
Fattori R, Cooper JV, Smith DE, Oh JK, Hutchison S,
SechtemU, Isselbacher EM,Nienaber CA, Pape LA,
EagleKA, International registryof aorticdissection
(IRAD) investigators (2005) International registry
of aortic dissection (IRAD) investigators. acute
intramural hematoma of the aorta: a mystery in
evolution. Circulation111(8):1063–1070

26. Nienaber CA, Kodolitsch Y von, Petersen B,
Loose R, Helmchen U, Haverich A, Spielmann RP
(1995) Intramural hemorrhage of the thoracic
aorta. Diagnostic and therapeutic implications.
Circulation92(6):1465–1472

27. Chao CP, Walker TG, Kalva SP (2009) Natural
history and CT appearances of aortic intramural
hematoma. Radiographics29:791–804

28. Kaji S, Akasaka T, Horibata Y, Nishigami K, Shono
H, KatayamaM, Yamamuro A, Morioka S, Morita I,
TanemotoK, Honda T, Yoshida K (2002) Long-term
prognosis ofpatientswith typeAaortic intramural
hematoma. Circulation106(12Suppl1):I248–52

29. Ide K, Uchida H, Otsuji H, Nishimine K, Tsushima
J, Ohishi H, Kitamura S (1996) Acute aortic
dissectionwith intramural hematoma: possibility
of transition to typical dissection or aneurysm.
JThorac Imaging11:46–52

30. Choi SH, Choi SJ, Kim JH et al (2001) Useful CT
findings for predicting the progression of aortic
intramural hematoma to overt aortic dissection.
JComputAssistTomogr25:295–299

31. HaganPG,NienaberCA, IsselbacherEM,Bruckman
D, Karavite DJ, Russman PL, Evangelista A, Fattori
R, Suzuki T, Oh JK, Moore AG, Malouf JF, Pape
LA, Gaca C, Sechtem U, Lenferink S, Deutsch HJ,
Diedrichs H, Marcos y Robles J, Llovet A, Gilon D,
Das SK, ArmstrongWF, Deeb GM, Eagle KA (2000)
The international registryofacuteaorticdissection
(IRAD): new insights into an old disease. JAMA
283:897–903

32. Clouse WD, Hallett JW Jr, Schaff HV, Spittell
PC, Rowland CM, Ilstrup DM, Melton LJ 3rd
(2004) Acute aortic dissection: population-based
incidence compared with degenerative aortic
aneurysmrupture.MayoClinProc79:176–180

33. LeMaire SA, Russell L (2011) Epidemiology of
thoracic aortic dissection. Nat Rev Cardiol
8:103–113

34. Pacini D, Di LucaM, FortunaD, Belotti LM, Gabbieri
D, Zussa C, Pigini F, Contini A, Barattoni MC, De
Palma R, Di Bartolomeo R (2013) Acute aortic
dissection:epidemiology and outcomes. Int J
Cardiol167:2806–2812

35. Olsson C, Thelin S, Ståhle E, Ekbom A, Granath F
(2006) Thoracic aortic aneurysm and dissection:
increasing prevalence and improved outcomes
reported in a nationwide population-based study
of more than 14,000 cases from 1987 to 2002.
Circulation114:2611–2618

36. Wang W, Duan W, Xue Y, Wang L, Liu J, Yu S, Yi
D, Registry of aortic dissection in china Sino-RAD
investigators (2014)Clinical featuresofacuteaortic
dissection from the registry of aortic dissection in
china. JThoracCardiovascSurg148:2995–3000

37. Fattori R, Cao P, De Rango P, CzernyM, Evangelista
A, Nienaber C, Rousseau H, Schepens M (2013)
Interdisciplinary expert consensus document on
management of type B aortic dissection. J AmColl
Cardiol61(16):1661–1678

38. Tolenaar JL, Froehlich W, Jonker FH, Upchurch
GR Jr, Rampoldi V, Tsai TT, Bossone E, Evangelista
A, O’Gara P, Pape L, Montgomery D, Isselbacher
EM, Nienaber CA, Eagle KA, Trimarchi S (2014)
Predicting in-hospital mortality in acute type B
aortic dissection: evidence from international
registry of acute aortic dissection. Circulation
130:S45–S50

39. Trimarchi S, Eagle KA, Nienaber CA et al (2010)
Importance of refractory pain and hypertension
in acute type B aortic dissection: insights from
the international registryof acute aorticdissection
(IRAD).Circulation122:1283–1289

40. Jonker FH, Trimarchi S, Muhs BE, Rampoldi V,
Montgomery DG, Froehlich JB, Peterson MD,
Bartnes K, Gourineni V, Ramanath VS, Braverman
AC, Nienaber CA, Isselbacher EM, Eagle KA, IRAD
Investigators (2013) The roleof age in complicated
acute type B aortic dissection. AnnThorac Surg
96:2129–2134

41. BooherAM, IsselbacherEM,NienaberCA,Trimarchi
S, Evangelista A, Montgomery DG, Froehlich JB,
Ehrlich MP, Oh JK, Januzzi JL, O’Gara P, Sundt TM,
Harris KM, Bossone E, Pyeritz RE, Eagle KA, IRAD
Investigators (2013)The IRADclassificationsystem
for characterizing survival after aortic dissection.
AmJMed126:730:e19–e24

42. Moulakakis KG, Mylonas SN, Dalainas I, Kakisis
J, Kotsis T, Liapis CD (2014) Management of
complicated and uncomplicated acute type B
dissection. Asystematic reviewandmeta-analysis.
AnnCardiothoracSurg3:234–246

43. Suzuki T, Mehta RH, Ince H, Nagai R, Sakomura
Y, Weber F, Sumiyoshi T, Bossone E, Trimarchi
S, Cooper JV, Smith DE, Isselbacher EM, Eagle
KA, Nienaber CA, International Registry of Aortic
Dissection (2003) Clinical profiles and outcomes
of acute type B aortic dissection in the current
era: lessons from the international registry of
aortic dissection (IRAD). Circulation 108(Suppl
1):312–317

44. Durham CA, Cambria RP, Wang LJ, Ergul EA,
Aranson NJ, Patel VI et al (2015) The natural
history of medically managed acute type B aortic
dissection. JVascSurg61:1192–1198

45. Tsai TT, Fattori R, Trimarchi S, Isselbacher E,Myrmel
T, Evangelista A, Hutchison S, Sechtem U, Cooper
JV, Smith DE, Pape L, Froehlich J, Raghupathy A,
Januzzi JL, Eagle KA, Nienaber CA, International
Registry of Acute Aortic Dissection (2006) Long-
term survival in patients presenting with type
B acute aortic dissection: insights from the
international registry of acute aortic dissection.
Circulation114:2226–2231

46. Miyahara S, Mukohara N, Fukuzumi M, Morimoto
N,MurakamiH,Nakagiri K, YoshidaM(2011) Long-
term follow-up of acute type B aortic dissection:
ulcer-like projections in thrombosed false lumen
playa role in late aortic events. J ThoracCardiovasc
Surg142(2):e25–31

47. Tsai TT, Evangelista A, Nienaber CA, Myrmel T,
MeinhardtG, Cooper JV, SmithDE, Suzuki T, Fattori
R, Llovet A, Froehlich J, Hutchison S, Distante A,
Sundt T, Beckman J, Januzzi JL Jr, Isselbacher EM,
Eagle KA, Eagle KA, International Registry of Acute
Aortic Dissection (2007) Partial thrombosis of the
false lumen in patients with acute type B aortic
dissection. NEngl JMed357:349–359

216 Gefässchirurgie 4 · 2016


	Aortic arch pathologies – incidence and natural history
	Abstract
	Zusammenfassung
	Introduction
	Aortic arch aneurysms
	Acute aortic syndromes
	Penetrating ulcers
	Intramural hematoma
	Aortic dissection
	Conclusion
	References


