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Abstract

Isolated spontaneous coronary intramural hematoma is characterized by a hemorrhage limited to the media–adventitial layers, causing subse-
quent hematoma formation without visible intimal flaps. Spontaneous isolated intramural hematoma may occur in the absence of associated intimal 
dissection. It is an infrequent and serious coronary vessel wall pathology with poorly understood underlying pathogenic mechanisms. Affected indi-
viduals may present with a broad spectrum of symptoms ranging from acute coronary syndromes (ACS) to cardiogenic shock or even sudden cardiac 
death. The disease entity causes challenges in terms of both diagnostic and treatment strategy. We report a case of intramural coronary hematoma 
in a patient presenting with non ST-segment elevation myocardial infarction. 
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Introduction

Spontaneous coronary intramural hematoma in major epicardi-
al coronary vessels is a rare cause of chest pain. The hematoma for-
mation is limited to the media–adventitial layers, and no flaps are 
visible when assessed with tomographic techniques.1,2 This serious 
condition usually presents as acute coronary syndrome (ACS) but 
symptoms may range from chest pain to cardiogenic shock or sud-
den death,1,2 depending on hematoma location, number of affected 
vessels, lumen compromise and restriction of coronary blood flow. 
It is more frequent in young women, particularly in the peri and 
post- partum period and with oral contraceptive use, and in young 
and middle-aged patients without obvious cardiovascular risk fac-
tors.3,4 Management strategies may range from conservative medi-
cal treatment to percutaneous or surgical interventions depending 
upon the anatomy, extent of the hematoma and the clinical circum-
stances.5,6 We report a case of intramural coronary hematoma in a 
patient presenting with non ST- segment elevation myocardial in-
farction.

Case report 

A 64 -year old female was admitted due to sudden onset of chest 
pain. Cardiovascular risk factors included hypertension. The ECG 
showed inverted T waves in inferior and low lateral leads. Tropo-
nin-I was elevated (8,52ng/ml). The echocardiogram showed nor-
mal wall motions and preserved EF. Coronary angiography revealed 
an ectasic right coronary artery, where we detected a large intra 
mural hematoma starting from mid segment of the RCA. Unfortu-
nately, neather the IVUS or the OCT is available in our hospital. We 
performed a coronary computed tomography for a more detailed 
evaluation of the morphological features of the vessel wall. We 
therefore decided to continue conservative treatment and inten-
sified the medical therapy. She was discharged after one week in a 
stable clinical condition on aspirin and clopidogrel. A repeat an-
giogram three months later showed an improvement in the intra 
mural hematoma and remains free of cardiac events at 12 months.
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Discussion

Diagnosis of intramural hematoma should be considered in any 
middle-aged female with a paucity of risk factors for atherosclero-
sis, presenting with sudden onset of ischemic chest pain. Women 
appear to be primarily afflicted and the incidence is increased in 
the peripartum and postpartum periods, probably due to hormonal 
factors. Other known risk factors are vasculitis, hypertension and 
illegal drugs. The exact pathophysiology is unclear, but it is thought 
to be due to disruption of the vasa vasorum leading to hematoma 
formation in the media of the arterial wall.7

Coronary angiography is not sufficient to identify the cause of 
acute coronary syndrome. Intracoronary imaging techniques such 
as IVUS and OCT can provide much more detailed information 
about the morphologic features of the coronary artery, including 
entry tear, flap, and associated thrombus.8

The proper management of coronary intramural hematomas 
is currently unestablished. Treatment is usually based on the pre-
sentation and presence of ongoing ischemia. Some cases have been 
managed with coronary bypass, others with intracoronary stent-
ing9 or conservative medical treatment. In cases treated by stenting, 
there have been reports of late stent malapposition and a risk factor 
for stent thrombosis thought to be due to resorption of the intramu-
ral hematoma over time.10

Information regarding the long-term prognosis after isolated 
spontaneous coronary hematomas is extremely sparse due to the 
limited number of cases reported. PCI treatment has been docu-
mented with a high rate of complication and procedural failure. 
In spite of better long-term survival in comparison with typical 
ACS-patients, rates of later major adverse events have been found 
to be high.11

Conclusion

A spontaneous intramural hematoma is one of the possible caus-
es of acute coronary syndrome. Intracoronary imaging techniques 
such as intravascular ultrasound (IVUS) and optical coherence to-
mography (OCT) can provide detailed morphological information 
on coronary lesions, which is useful for an accurate diagnosis and 
the selection of an appropriate treatment strategy.
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Figure 1: An electrocardiogram showed inverted T waves in leads II, 
III, aVf and V4 to V6.

Figure 2: Coronary angiography revealing an ectasic right coronary 
artery.

Figure 3: Coronary angiography three months later showing an im-
provement in the intra mural hematoma.

Figure 4: Coronary computed tomography images three months af-
ter admission showed an improvement in the intramural hematoma.
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