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Magnetic Resonance Imaging and Pathological Evaluation of a
Case of False Aneurysm of Descending Aorta with
Rupture into the Left Lung
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Kayoko Ohbayashi, Takashi Oshitani and Akiharu Okamura*
Department of Radiology, Hyogo Medical Center for Adults, Akashi
*Department of Pathology, Hyogo Medical Center for Adults, Akashi
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Imaging diagnosis of a false aneurysm of descending aorta which is very rare ina 79-year old male is
studied in comparison with the findings of the postmortem examination. The patient died of rupture into
the left lung. A chest roentgenogram showed a tumor shadow in the left upper mediastinum with
inflammatory densities in the left upper lobe. The tomogram revealed that there was complete ob-
struction of apical bronchus of the left lung. The bolus CT showed a true aneurysm at the beginning of
descending aorta. MRI was performed using a 0.15-Tesla resistive magnent. Ungated spin-echo and
inversion recovery images of the thoracic aorta were obtained in the transaxial and sagittal planes. The
spin-echo images revealed the location of the aneurysmal lurnen, and the IR images showed thrombosis
on the aneurysmal wall. Therefore, the clinical diagnosis was an aortic aneurysm of the descending aorta
with rupture into the lung. Pathological diagnosis by autopsy was a false aneurysm. There was 2 sac-
cular pseudoaneurysm with old thrombus and a circular entrance at the beginning of the descending
aorta, just below the atheroma plaque with calcification, occupying the subpleural region near the apex
of the S1+2 of the left lung. Histologically this case was identified a rupture of a false aneurysm with
marked scars on some parts of its wall caused by old pleuritis, anastomosing the peripheral bronchus of
Bi+2. There was massive hemorrhage throughout both lungs.

Although it is very difficult to distinguish a false aneurysm from an aortic true aneurysm, MRI has
great advantage of providing valuable information about blood flow and thrombosis, comparing with CT.
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Fig. 1a The first chest roentgenogram on
January 17th shows exsudative densities
at the apical and posterior segments of
the left lung and an ill-defined mass
adjacent to the aortic arch.
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Fig. 1b The tomograms reveal an obstruction on the apical
branch of the apical posterior bronchus of the left lung.
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Fig. 3a The chest x-ray film on February Fig. 3b The tomogram reveals the bronchial obstruction
2nd shows marked recovery from pul- clearly. .
monary inflammation. The mass shadow
adjacent to the aortic arch remains un-
changed.
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Fig. 4a Plain CT shows a mass above the aortic
arch in the left paraspinal region.

Fig. 4b Bolus injection CT demonstrates contrast-
filled lumen of the false aneurysm.
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Fig.5a Coronal spin-echo ME image reveals com-
munication between the descending aorta and the
lumen of the false aneurysm. (TR=2.1sec, TE=
40msec)

Fig. 5b Coronal IR MR image shows moderate
signal intensity in the wall of the false aneurysm
sac and inside the sac. These may represent clots
and delayed intraaneurysmal blood flow. (TR=
2.1sec, TI=500msec)
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Fig. 5c Sagittal spin-echo MR image shows the
saccular false aneurysm and its relation to the
thoracic aorta. (TR=0.7sec, TE=40msec)
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Fig. 6 Separated specimen of aortic rupture
shows a saccular psendoaneurysm, 3.5%3.0cm in
size, with old thrombus and 2.2x0.8cm sized
circular entrance at the beginning part of the
descending aorta.
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u.,quy u_v' the Elastica-Masson stainiig.

Fig. 8 Photomicrograph reveals many red blood
cells in the peripheral bronchus of B'*? near the
massive hemorrhage.
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Fig. 9 There is a calcification caused by old pleur-
itis in the adhesive subpleural region with the
beginning part of the descending aorta.
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