
A 
78-year-old man with a history 
of hypertension presented to the 
emergency department with chest 
pain. Laboratory tests showed that 
he had an elevated D-dimer level 

(>10 000 ng/ml). Non-contrast computed 
tomography showed circumferential high 
attenuation change along the wall of the 
main and bilateral pulmonary arteries 
(Figure 1a, white arrowheads) with mild 
lumen narrowing. Computed tomography 
angiography during the pulmonary arterial 
phase showed no obvious filling defect 
(Figure 1b). Computed tomography 
angiography during the aortic phase showed 
type A aortic dissection with an intimal flap 
(Figure 1c, red arrow). The high attenuation 
lesion around the pulmonary arteries showed 
no enhancement, indicating that this was 
likely to be a haematoma (Figure 1c, white 
arrowheads). 

Surgical findings confirmed the 
multidetector computed tomography 
findings of a haematoma surrounding 
the sheath of the pulmonary artery and 
haemopericardium, caused by rupture 
of the posterior aortic wall in front of 
the pulmonary artery. Ascending aortic 
replacement was performed uneventfully.
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Acute type A aortic dissection 
complicated by pulmonary artery sheath 
haematoma is a rare life-threatening 
condition that requires prompt recognition 
and management (Castañer et al, 2003). 
Although this has similar imaging features 
to intramural haematoma, the haematoma 
itself is presumed to be located in the 
interstitial space bordering the pulmonary 
arteries rather than in the medial layer 
(Shiau et al, 2013; Miele et al, 2015). Early 
diagnosis with imaging allows appropriate 
management, and differentiation from acute 
pulmonary embolism or pulmonary artery 
vasculitis (Shiau et al, 2013; Gutschow et 
al, 2016).  BJHM
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Figure 1. a. Non-contrast multidetector 
computed tomography showed circumferential 
high attenuation change along the wall of the 
main and right pulmonary arteries 
(arrowheads). b. Computed tomography 
angiography during the pulmonary arterial 
phase showed no obvious filling defect in 
pulmonary lumen. c. Computed tomography 
angiography during the thoracic aortic phase 
showed type A aortic dissection with intimal 
flap (red arrow). The high attenuation lesion 
around the pulmonary arteries showed no 
enhancement, indicating that it was likely to be 
a haematoma (white arrowheads). 
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