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Aneurysm of the ascending aorta with dissection – Type A aortic dissection. An intimal flap (arrow)
is present only in ascending aorta (beginning at aortic root and ending before the aortic arch),
separating the smaller true (T) from the larger false lumina. There is excentric partial thrombosis of
the false lumen (arrowheads).
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Aneurysm of the ascending aorta with dissection – Type A aortic dissection. An intimal flap (arrow)
is present only in ascending aorta (beginning at aortic root and ending before the aortic arch),
separating the smaller true (T) from the larger false lumina. There is excentric partial thrombosis of
the false lumen (arrowheads).
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Pulsation effects in acute type-A dissection. Rapidly moving membranes in ascending aorta lead to
multiple contours and may make identification of intimal flap difficult. This is usually seen only in
acute dissections because the thickness of the intimal flap increases in chronic dissection.
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Volumous left-sided hemorrhagic pleural effusion (CT attenuation of 62 HU) secondary to rupture
of an ascending aorta dissection (not shown). There is also a small pleural effusion on the right side.
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Type A aortic dissection, that stops just before the aortic bifurcation (arrow).
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Type A aortic dissection, that stops just before the aortic bifurcation. A. Precontrast image. Visible
intimal flap (arrows) as linear structure slightly higher in attenuation than surrounding blood
(anemia? Microcalcifications within flap?). B. After CIV the intimal flap (arrows) is easily seen.
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The beak sign (circle) identifies the false lumen (F) and refers to the cross-sectional manifestation of
the propagating wedge hematoma in the false channel as it cleaves a space and separates the
intima. The true lumen (T) may be recognized from the false lumen by its intense early
opacification.
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True lumen coarctation. There is thrombosis (THR) of the false lumen with compression and
stenosis of the true lumen (arrows).
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Type A aortic dissection, that stops just before the aortic bifurcation. Noncontrast scan
demonstrates displaced intimal calcifications (arrows), signaling the presence of an intimal flap.
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Type A aortic dissection, that stops just before the aortic bifurcation. Splenic, left renal and
mesenteric inferior arteries (arrows) have origin in the false lumen. Note that there is less
enhancement of the left kidney compared to the contralateral, suggestive of renal ischemia.
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Type A aortic dissection, that stops just before the aortic bifurcation. Intimal tear (reentry site)
visualized as intimal fenestration (circle) communicating true and false lumen.
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Type B aortic dissection in a patient with polycystic kidney disease. The dissection begins in distal
half of aortic arch (arrow) and extends to both common iliac arteries (circle). There are no signs of
thrombosis in any of the lumens (true and false).
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Type B aortic dissection in a patient with polycystic kidney disease. Aortic cobwebs (arrows) are
strands of tissue from the aortic media that indicate the false channel (F).
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Pulsation effects in acute type A dissection. Rapidly moving membranes in ascending aorta lead to
multiple contours and may make identification of intimal flap difficult. Pulsation in the aortic arch
leads to double contours of the flap (arrows).
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Calcification of the aortic wall acts like glue and may induce atypical shapes of the dissecting
membrane.
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Intimo-intimal intussusception. CT demonstrates aortic dissection with complete separation of the
intimomedial flap from the aortic wall. The inner lumen is invariably the true lumen (T).
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Patient with chest pain followed by stroke. There was a aortic dissection (not shown) that extended
into the major aortic branches in the neck.
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Thrombosis of false lumen (arrows) with exclusive enhancement of true lumen (T).
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Type B aortic dissection. The dissection begins in the aortic arch and envolves also the left
subclavian artery (circle). The false lumen (F) is typically seen in the outer curvature of aorta, has
delayed enhancement (slower flow) and has a greater area. The dissection extends into the left iliac
artery (arrow). Note partial thrombosis in the false lumen.
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Chronic dissection – This patient had acute chest pain, however CT demonstrated wall
calcifications in the false channel (arrows) indicative of a chronic process and aortic dissection
could be excluded as the cause of acute chest pain. Intima (arrowheads).
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Curvilinear artifact from aortic pulsation mimetizing intimal flap (circle). It is tipically seen in the
ascending aorta. Note that it is absent on contiguous sections which helps to avoid this common
pitfall.
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A prominent left sinus of valsalva (arrows) may mimic a dissection or a penetrating ulcer.
Identification of the left coronary artery (arrowheads) arising from this structure is the key to avoid
this pitfall.
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Enhancing atelectatic lung (arrows) is commonly seen adjacent to the aorta and may mimic a false
lumen.
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Intramural hematoma, type A distribution. Non-contrast enhanced CT demonstrates a hyperdense
crescentic area in the lateral and anterior wall of the ascending aorta (arrows), with concomitant
displacement of intimal calcifications (arrowheads).
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Intramural hematoma, type A distribution. Intramural hematoma is harder to appreciate after
contrast material injection (endoluminal thrombus can also have this appearance). There is also
bilateral pleural effusion.
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Intramural hematoma, type A distribution. This intramural hematoma has progressed into a small
dissection, that starts just after the origin of the left subclavian artery (arrow). F = False lumen.
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Intramural hematoma, type A distribution. Ten days later (right image), the false (F) lumen has
acutely thrombosed (high attenuation material inside it), with exclusive enhancement of the true
lumen.
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Penetrating atherosclerotic ulcer. Unenhanced CT shows bulge of the left antero-lateral aspect of
the distal descending thoracic aorta and intima calcification (arrows).
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Penetrating atherosclerotic ulcer. Conventional angiography shows saccular aneurysm in the distal
third of the descending thoracic aorta.
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Penetrating atherosclerotic ulcer. Enhanced CT shows sacular aneurysm caused by penetrating
atherosclerotic ulcer, associated with enhanced thickening of the aortic wall.
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Apparent short segment intimal flap, which is the tomographic correlate of the ulcer border
separating an elongated intramural niche from the vascular lumen - pseudointimal flap (arrows).
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Penetrating atherosclerotic ulcer. Curved-MIP. Saccular aneurysm before (A) and after (B) stenting.
MDCT with high quality multiplanar and volumetric projections can be very useful in
demonstrating ulcer morphology when transaxial images are confusing.
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Penetrating atherosclerotic ulcer. VRT. Saccular aneurysm before (A) and after (B) stenting. MDCT
with high quality multiplanar and volumetric projections can be very useful in demonstrating ulcer
morphology when transaxial images are confusing.
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Nonpenetrating ulcer. There is a thrombus with focal ulceration (arrows), but no contrast material
is extending beyond level of intima and no intramural hematoma is present. The patient was
assymptomatic.
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Ruptured descending aorta aneurysm. There is a large left hemothorax (H) (HU > to 50) and
hematoma in posterior mediastinum (circle).
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Ruptured descending aorta aneurysm. After CIV there was no active contrast extravasation. Note
that the left hemidiaphragm is somewhat lower than normal due to the volumous left hemothorax
(H).
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Ruptured infra-renal aortic aneurysm. Volumous left para-aortic hematoma (H).
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Ruptured infra-renal aortic aneurysm. Active bleeding is present indicated by active contrast
extravasation (circles).
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Ruptured infra-renal aortic aneurysm. Note the high attenuation portions within the mural
thrombus of the aneurysm indicating fresh thrombotic material (arrowheads). There is also focal
area of wall rupture and active contrast extravasation.
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Contained rupture of ascending aorta characterized by acute pseudoaneurysm formation (circle).



80.jpg

Impending rupture of abdominal aortic aneurysm. Hyperdense portions (arrowheads) within a
pre-existing hypodense mural thrombus are an indicator of fresh thrombus formation and thus
recent growth of an aneurysm. There is also stranding (arrows) around the aneurysm obscuring the
vascular margins, an important sign that can indicate minor hemorrhage.
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Impending rupture of abdominal aortic aneurysm. After CIV the patient moved a loted with
marked motion artifacts. Apparently there was no active contrast extravasation.
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Aneurysm of the ascending aorta with dissection – Type A aortic dissection. An intimal flap (arrow)
is present only in ascending aorta (beginning at aortic root and ending before the aortic arch),
separating the smaller true (T) from the larger false lumina. There is excentric partial thrombosis of
the false lumen (arrowheads).
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Aneurysm of the ascending aorta with dissection – Type A aortic dissection. An intimal flap (arrow)
is present only in ascending aorta (beginning at aortic root and ending before the aortic arch),
separating the smaller true (T) from the larger false lumina. There is excentric partial thrombosis of
the false lumen (arrowheads).
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Apparent short segment intimal flap, which is the tomographic correlate of the ulcer border
separating an elongated intramural niche from the vascular lumen - pseudointimal flap (arrows).
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A prominent left sinus of valsalva (arrows) may mimic a dissection or a penetrating ulcer.
Identification of the left coronary artery (arrowheads) arising from this structure is the key to avoid
this pitfall.
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Calcification of the aortic wall acts like glue and may induce atypical shapes of the dissecting
membrane.
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Chronic dissection – This patient had acute chest pain, however CT demonstrated wall
calcifications in the false channel (arrows) indicative of a chronic process and aortic dissection
could be excluded as the cause of acute chest pain. Intima (arrowheads).
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Contained rupture of ascending aorta characterized by acute pseudoaneurysm formation (circle).



41.jpg

Curvilinear artifact from aortic pulsation mimetizing intimal flap (circle). It is tipically seen in the
ascending aorta. Note that it is absent on contiguous sections which helps to avoid this common
pitfall.
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Enhancing atelectatic lung (arrows) is commonly seen adjacent to the aorta and may mimic a false
lumen.
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Impending rupture of abdominal aortic aneurysm. After CIV the patient moved a loted with
marked motion artifacts. Apparently there was no active contrast extravasation.
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Impending rupture of abdominal aortic aneurysm. Hyperdense portions (arrowheads) within a
pre-existing hypodense mural thrombus are an indicator of fresh thrombus formation and thus
recent growth of an aneurysm. There is also stranding (arrows) around the aneurysm obscuring the
vascular margins, an important sign that can indicate minor hemorrhage.
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Intimo-intimal intussusception. CT demonstrates aortic dissection with complete separation of the
intimomedial flap from the aortic wall. The inner lumen is invariably the true lumen (T).
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Intramural hematoma, type A distribution. Intramural hematoma is harder to appreciate after
contrast material injection (endoluminal thrombus can also have this appearance). There is also
bilateral pleural effusion.
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Intramural hematoma, type A distribution. Non-contrast enhanced CT demonstrates a hyperdense
crescentic area in the lateral and anterior wall of the ascending aorta (arrows), with concomitant
displacement of intimal calcifications (arrowheads).
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Intramural hematoma, type A distribution. Ten days later (right image), the false (F) lumen has
acutely thrombosed (high attenuation material inside it), with exclusive enhancement of the true
lumen.
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Intramural hematoma, type A distribution. This intramural hematoma has progressed into a small
dissection, that starts just after the origin of the left subclavian artery (arrow). F = False lumen.
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Nonpenetrating ulcer. There is a thrombus with focal ulceration (arrows), but no contrast material
is extending beyond level of intima and no intramural hematoma is present. The patient was
assymptomatic.
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Patient with chest pain followed by stroke. There was a aortic dissection (not shown) that extended
into the major aortic branches in the neck.
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Penetrating atherosclerotic ulcer. Conventional angiography shows saccular aneurysm in the distal
third of the descending thoracic aorta.
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Penetrating atherosclerotic ulcer. Curved-MIP. Saccular aneurysm before (A) and after (B) stenting.
MDCT with high quality multiplanar and volumetric projections can be very useful in
demonstrating ulcer morphology when transaxial images are confusing.
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Penetrating atherosclerotic ulcer. Enhanced CT shows sacular aneurysm caused by penetrating
atherosclerotic ulcer, associated with enhanced thickening of the aortic wall.
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Penetrating atherosclerotic ulcer. Unenhanced CT shows bulge of the left antero-lateral aspect of
the distal descending thoracic aorta and intima calcification (arrows).
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Penetrating atherosclerotic ulcer. VRT. Saccular aneurysm before (A) and after (B) stenting. MDCT
with high quality multiplanar and volumetric projections can be very useful in demonstrating ulcer
morphology when transaxial images are confusing.
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Pulsation effects in acute type-A dissection. Rapidly moving membranes in ascending aorta lead to
multiple contours and may make identification of intimal flap difficult. This is usually seen only in
acute dissections because the thickness of the intimal flap increases in chronic dissection.
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Pulsation effects in acute type A dissection. Rapidly moving membranes in ascending aorta lead to
multiple contours and may make identification of intimal flap difficult. Pulsation in the aortic arch
leads to double contours of the flap (arrows).
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Ruptured descending aorta aneurysm. After CIV there was no active contrast extravasation. Note
that the left hemidiaphragm is somewhat lower than normal due to the volumous left hemothorax
(H).
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Ruptured descending aorta aneurysm. There is a large left hemothorax (H) (HU > to 50) and
hematoma in posterior mediastinum (circle).
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Ruptured infra-renal aortic aneurysm. Active bleeding is present indicated by active contrast
extravasation (circles).
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Ruptured infra-renal aortic aneurysm. Note the high attenuation portions within the mural
thrombus of the aneurysm indicating fresh thrombotic material (arrowheads). There is also focal
area of wall rupture and active contrast extravasation.
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Ruptured infra-renal aortic aneurysm. Volumous left para-aortic hematoma (H).
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The beak sign (circle) identifies the false lumen (F) and refers to the cross-sectional manifestation of
the propagating wedge hematoma in the false channel as it cleaves a space and separates the
intima. The true lumen (T) may be recognized from the false lumen by its intense early
opacification.
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Thrombosis of false lumen (arrows) with exclusive enhancement of true lumen (T).
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True lumen coarctation. There is thrombosis (THR) of the false lumen with compression and
stenosis of the true lumen (arrows).
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Type A aortic dissection, that stops just before the aortic bifurcation (arrow).
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Type A aortic dissection, that stops just before the aortic bifurcation. A. Precontrast image. Visible
intimal flap (arrows) as linear structure slightly higher in attenuation than surrounding blood
(anemia? Microcalcifications within flap?). B. After CIV the intimal flap (arrows) is easily seen.
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Type A aortic dissection, that stops just before the aortic bifurcation. Intimal tear (reentry site)
visualized as intimal fenestration (circle) communicating true and false lumen.
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Type A aortic dissection, that stops just before the aortic bifurcation. Noncontrast scan
demonstrates displaced intimal calcifications (arrows), signaling the presence of an intimal flap.



30.jpg

Type A aortic dissection, that stops just before the aortic bifurcation. Splenic, left renal and
mesenteric inferior arteries (arrows) have origin in the false lumen. Note that there is less
enhancement of the left kidney compared to the contralateral, suggestive of renal ischemia.
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Type B aortic dissection. The dissection begins in the aortic arch and envolves also the left
subclavian artery (circle). The false lumen (F) is typically seen in the outer curvature of aorta, has
delayed enhancement (slower flow) and has a greater area. The dissection extends into the left iliac
artery (arrow). Note partial thrombosis in the false lumen.
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Type B aortic dissection in a patient with polycystic kidney disease. Aortic cobwebs (arrows) are
strands of tissue from the aortic media that indicate the false channel (F).
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Type B aortic dissection in a patient with polycystic kidney disease. The dissection begins in distal
half of aortic arch (arrow) and extends to both common iliac arteries (circle). There are no signs of
thrombosis in any of the lumens (true and false).



24.jpg

Volumous left-sided hemorrhagic pleural effusion (CT attenuation of 62 HU) secondary to rupture
of an ascending aorta dissection (not shown). There is also a small pleural effusion on the right side.


