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Ulcer at the Aortic Arch
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75-year-old male with known histo-

ry of hypertension, hypercholeste-

rolaemia, and smoking underwent
percutaneous transluminal coronary angio-
plasty with stent implantation in the left an-
terior descending artery two years ago. Re-
cently, he had a transthoracic echo-
cardiographic study during which the as-
cending aorta was measured at 45 mm. He
was advised to have a transoesophageal e-
chocardiographic study (TEE).

TEE revealed a crater-like out-pouch-
ing lesion on the inferior part of the aortic
wall in the distal part of the aortic arch
(Figures Al, B1), indicative of a penetrat-
ing atherosclerotic ulcer (PAU) with ret-
rograde flow within it identified by colour
Doppler. We then applied magnetic reso-
nance imaging with contrast infusion, the
gold standard method for identifying any
pathology of the aorta. This ruled out any
true aortic dissection and confirmed the
diagnosis of a small PAU with no intra-
mural haematoma (Figures C1, D1). As
the patient was completely asymptomatic
and stable, and the PAU was found by ac-
cident (chronic lesion), we adopted a
conservative strategy. We decided to follow
our patient with TEE every three months as
it is the cheaper and faster method. More-

over, in this case the two methods resulted
in similar findings.

Our patient remained asymptomatic
during the next 6 months and neither TEE
(Figures A2, B2) nor repeat magnetic reso-
nance imaging (Figures C2, D2) revealed
any significant change in the PAU. Growth
of an atherosclerotic plaque at the distal
edge of the ulcer was identified with TEE
(vellow arrows in figures A2 and B2).

PAU has been considered as a type of
aortic dissection without an intimal flap.!
According to the relevant classification pro-
posed,! PAU is a class 4 aortic dissection.
The natural history, the prognosisz’3 and
the ideal management of a PAU* in the aor-
tic arch are a matter of controversy. In most
cases, the rupture of an atherosclerotic
plaque may lead to aortic ulcerations, or
penetrating aortic atherosclerotic ulcer with
surrounding haematoma, usually subad-
ventitial. From this case we can conclude
that in stable patients PAU in the aortic
arch may have a favourable short term pro-
gnosis, especially when not accompanied
by an intramural haematoma.’ Although
magnetic resonance angiography is the
gold standard method, in such patients
TEE can contribute reliably to the follow
up of PAU in the aortic arch.
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Penetrating Atherosclerotic Ulcer at Aortic Arch

Figure Al. Transoesophageal echocardiography (TEE) with colour Doppler at the aortic arch revealed an athero-
sclerotic ulcer with retrograde flow within it (small blue-coloured flow at the distal part of the lesion). B1. TEE at
the aortic arch revealed an atherosclerotic ulcer. C1. Magnetic resonance angiography of the aorta, modified lon-
gitudinal view: an atherosclerotic ulcer in the distal part of the aortic arch. D1. Magnetic resonance angiography
of the arch, transverse view: an atherosclerotic ulcer. A2 and B2. Six months later, TEE revealed no significant
changes in the dimensions of the atherosclerotic ulcer. Only the growth of an atherosclerotic plaque at the distal
edge of the ulcer was identified (yellow arrow). C2 and D2. Six months later, magnetic resonance angiography of
the aorta and the arch showed no significant change in the atherosclerotic ulcer.
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