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Chronic dissecting aneurysm of ascending aorta
with a large intramural thrombus and isolated aortic
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SUMMARY

We present macroscopic and microscopic findings in a case of chronic dissecting aneurysm of ascending aorta and aortic arch associated with isolated tears
of aortic wall without its rupture in a 71-year-old female presenting with minimal clinical symptomatology. Aneurysmal dilation of the aorta was caused not
only by the bridging of the vascular wall based on the presence of an organizing intramural thrombus in the false lumen between the separated layers, but also
by a wide flat defect in the aortic intima and media with the preservation of the aortic wall integrity due to fibrotical alteration of tunica adventicia. Histologic
examination of the thoracic aorta detected cystic medial degeneration with mild atherosclerosis.
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Chronická disekujúca aneuryzma vzostupnej časti aorty s rozsiahlym intramurálnym trombom
a izolovanými defektami v stene aorty
SÚHRN

V popisovanom prípade autori dokumentujú makroskopický a mikroskopický pitevný nález chronickej disekujúcej aneuryzmy vzostupnej časti aorty
a aortálneho oblúka s izolovanými trhlinami v stene aorty bez jej prasknutia u 71-ročnej ženy s minimálnou klinickou symtomatológiou. Aneuryzmatické
rozšírenie priesvitu aorty bolo podmienené nielen vyklenutím cievnej steny na základe prítomnosti organizovaného intramurálneho trombu, ale aj v dôsledku
prítomnosti plošného defektu intimy a medie aorty so zachovaním celistvosti obvodu fibroticky zmenenou adventíciou. Histologicky bola v torakálnej aorte
zistená cystická degenerácia medie s minimálnymi prejavmi aterosklerózy.
Kľúčové slová: disekujúca aneuryzma aorty – disekcia aorty – intramurálny trombus aorty – degenerácia medie – akumulácia mukoidnej extracelulárnej hmoty
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Aneurysm (bulge) is a localized widening (dilation) of the artery that occurs when the arterial wall is significantly weakened
(1). More precisely, the aneurysm is defined as an enlargement
of the vessel that increases its normal size by more than 50 % (2).
Based on their localization, aortic aneurysms can be classified as
thoracic, abdominal, or thoracoabdominal (3). Aortic dissection
represents a condition, in which the blood from the lumen penetrates aortic media through a defect in the inner layer (intima)
and spreads to a various distance in the aortic wall (1,3,4). The
term “intramural hematoma” is sometimes used specifically for
cases of aortic wall dissection without detected intimal tear and
without flow in the false lumen, or more loosely for cases with
thrombosed false lumen regardless intimal defects (5). Major
factor in the etiology of aortic dissection is arterial hyperten-

sion, and the most common histological pathology in the aortic
wall is medial degeneration (6).
Here we present a case of a 71-year-old woman with a medical
history of arterial hypertension and chronic ischemic heart disease, who was admitted to the hospital for exertional dyspnea
and complaints of chest tightness. CT scan upon her admission
revealed an aortic arch aneurysm; nevertheless, the patient died
due to cardiac arrest right before the surgery was about to be
performed. This case report presents a macroscopic and microscopic autopsy finding of a chronic dissecting aneurysm with
isolated aortal tears and a flat fibrous defect without the evident
rupture of the aortic wall.
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The case report presents a case of a 71-year-old woman, who
was admitted to the Internal Medicine Clinic due to exertional
dyspnea accompanied by the chest tightness, which led to the
assumption of an acute coronary syndrome. Her medical history revealed that she was treated for arterial hypertension and
ischemic heart disease, other than that it contained information
on nephrectomy performed 9 years prior to her death for renal
cell carcinoma associated with paraneoplastic hypercoagulability and lung embolism. In the morning of the second day of
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hospitalization, the patient experienced a pre-collapse state with
immeasurable blood pressure, without a loss of consciousness.
CT scan revealed an aortic arch aneurysm with the compression
of mediastinal structures. For the purpose of emergency surgery,

Fig. 1. The front view of the heart and aneurysmal enlargement of the aorta.

Fig. 2. The view of the left ventricular outflow tract, ascending aorta and aortic arch showing chronic dissection with intramural hematoma and isolated
defects in the aorta’s wall. Defect no. 1 (arrows pointing upwards). Defect no.
2 (arrows pointing downwards). Defect no. 3 (arrows pointing to the left).
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the patient was transported to the specialized hospital. Performed echocardiography showed an enlargement of the aortic
arch with cranially localized intramural hematoma affecting two
thirds of the circumeference of the aortic wall. Compression of
the right atrium with signs of moderate pulmonary hypertension
was detected, but the function of the heart was not affected. The
patient died in the operating room due to cardiac arrest just before the surgical procedure was initiated.
Postmortem external examination of the dead body of the
lenght of 155 cm and the weight of 80 kg showed obesity with
BMI being 33.3 kg/m2. Autopsy revealed a significant enlargement of the ascending aorta and the aortic arch, which was bent
forward above the anterior surface of the heart (Fig. 1). Outer
surface of the aorta showed no damage to its wall integrity. After
cutting the thoracic aorta, an aneurysmal enlargement was detected, with the presence of a multi-layered intramural thrombus
between the separated layers of the aortic wall. The aneurysm
was located 4.5 cm above the aortic valve, and it ended immediately beyond the left subclavian artery (Fig. 2). The maximum
outer circumference of the aorta was 26 cm, and the largest luminal diameter was 8.5 cm, while the diameter of the lumen of
ascending aorta at its origin was 3.5 cm. Proximal 3-cm segment
of the intramural thrombus was covered by endothelium and
a portion of the split tunica media. The intial third of this intramural lesion appeared as an organized, relatively homogeneous
and rigid thrombus, while its distal parts included fresh and fragile mural thrombus. The total length of the intramural and mural
thrombus (in the direction of the blood flow) was 17 cm, and it affected approximately two thirds of the aortic circumference. The
thickness of the intramural and mural thrombus combined was
4-5 cm. Two pseudocanals passing throught the mural thrombus were detected. The first pseudocanal of the width of 0.4-0.7
cm was connecting aortic lumen with the origin of the brachiocephalic trunk and a portion of mural thrombus was entering
the trunk’s lumen in the form of centrally located intraluminal
thrombus of the total length of 3 cm without obturation of the
lumen (Fig. 3). Second similar pseudocanal of the width of 0.3 cm
connected aortic lumen with the origin of the left common carotid artery. Three separate defects were detected in the lumen
of the aortic arch, all of them without rupture. The first defect
(defect no. 1) was located in front of the intramural thrombus,
and presented as intimal tear with an intermittent “zipper-like”
shape, positioned perpendicular to the direction of the blood
flow with the length of 3.5 cm. This defect displayed a focal loss
of the typical yellow endothelial coloration, and it somewhat resembled the condition after surgical suturing (stapler). Second
isolated defect (defect no. 2), an intimal tear perpendicular to
the direction of the blood flow with the length of 3.5 cm, was
present above the “zipper-like” lesion and under the origin of
brachiocephalic trunk. The last defect (defect no. 3) in the aortic
arch lumen was located left to the previous ones. This defect had
the shape of irregular triangle with base of 4 cm perpendicular to
the direction of the blood flow and located proximally, and the
length of 9 cm with apex pointing to the distal direction. On the
cut surface of this defect no intima and media were macroscopically visible; it was formed by fibrous (granulation) tissue partially covered by a blood clot (Fig. 4). Ascending aorta and aortich
arch showed mild to moderate atherosclerosis. The origin of the
aorta, and the aortic valve were normal, as well as the course of
both coronary arteries, their lumen was not narrowed by the enlarged aortic arch. Other major macroscopic findings included: (i)
severe coronary atherosclerosis, (ii) concentric left ventricular hypertrophy (560 g), (iii) moderate to severe dispersive myofibrosis,
(iv) chronic venous congestion in the liver, (v) pulmonary edema
with recent pneumorrhagias, and (vi) splenomegaly (430 g).
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Fig. 4. Transverse cut through the lumen of the aortic arch intersecting the
defect no. 3 (arrows).

Fig. 3. Transverse cut through brachiocephalic trunk and aortic intramural
thrombus. Yellow lining is showing the course of pseudocanal connecting
lumen of the aorta with brachiocephalic trunk.

Fig. 5. Moderate medial degeneration of aortic arch (H&E x40).

Fig. 6. Multifocal fragmentation of elastic fibers (EVG x100).

Histologic examination of the undamaged segments of aorta (ascending aorta just above the aortic valve, descending
aorta), and all three defects in aortic arch showed mild intimal atherosclerotic changes. Adventitia displayed no visible
inflammatory changes, and no changes were detected in the
vasa vasorum likewise. The examination of the aortic media in
all the excisions revealed changes characteristic for moderate
medial degeneration, such as multifocal mucoid extracellular
matrix accumulation, frequent band-like loss of smooth muscle cells nuclei (Fig. 5) and multifocal fragmentation of elastic
fibers (Fig. 6). In the marginal parts of the triangular defect of
the aortic arch, we detected a loss of intima and the inner third
of the aortic media (with the presence of superficial thrombus), while the media was partially replaced by a nonspecific granulation tissue with areas of a recent bleeding. In the
central part of this defect, media was completely replaced by
a connective tissue attached to the adventitia, with combined
thickness of 0.6 cm.

The cause of death in the presented case of a 71-year-old
woman was an acute heart failure with underlying hypertension and generalized atherosclerosis affecting mostly coronary
arteries.
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DISCUSSION
Aorta, as the largest artery in the human body, is divided into
four sections based on its anatomical course and histological
structure (6). In addition to that, each section has a different embryological origin. Aortic root originates from lateral plate mesoderm, while ascending aorta and aortic arch are neural crest
derived structures, and the descending aorta is derived from
paraxial mesoderm (7).
In this report we discuss the case of dissecting aortic aneurysm that presented as 2.4-fold higher diameter of aortic arch
relative to the diameter of the ascending aorta. Considering
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criteria for aneurysm defined as enlargement of vessel by at
least 50 %, our case displays an aortic aneurysm with considerable dilation of the aortic arch.
Aortic aneurysms can be classified based on different criteria as (i) thoracic, abdominal, or thoracoabdominal, (ii) acute or
chronic, (iii) true or false, and (iv) with or without aortic dissection (3). Abdominal aneurysms are considerably more common
than the thoracic ones, and these epidemiological differences,
together with genetic, structural, biochemical and clinical differences, suggest that abdominal and thoracic aneurysms represent distinct disease entities (8).
Thoracic aneurysms are often associated with genetic syndromes such as Marfan syndrome, Loeys-Dietz syndrome, and
Ehlers-Danlos syndrome of vascular type (all with autosomal
dominant pattern of inheritance) (8,9). Abdominal aneurysms,
which were previously considered to be a consequence of advanced atherosclerosis, are now seen as a separate vascular disease associated with proteolysis, inflammation, smooth muscle
apoptosis, polygenic inheritance and major etiologic role of environmental factors (10,11).
The term “dissecting aneurysm” was first introduced in 1826 by
René Laennec (1781-1826) (4). Aortic dissection is now defined
as a condition, where through a defect in the aortic inner layer
blood penetrates from the lumen to the aortic wall and dissects
media, either in the direction of the blood flow (anterograde), or
in the opposite direction (retrograde) towards aortic root (1,3,4).
Defects (tears) of the aortic intima are mostly transverse or
oblique with a sharp or serrated edges, usually 1-5 cm in length
(6). It is not clear why these intimo-medial tears occur, since they
appear in apparently normal intima (1). Based on the observation of 40 patients, in whom an axial displacement of the aortic
root up to 1.4 cm was detected, a possible mechanism of the
dissection of ascending aorta was suggested. The displacement
was increased in patients with aortic insufficiency and reduced
in patients with hypokinesis of the left ventricle. The place of the
highest stress induced by the aortic root displacement was located in the right lateral region of the aortic wall, approximately
2 cm above the sinotubular junction, which can explain more
frequent occurrence of the dissection observed in this region, as
well as transverse shape of the intimal tears. Similar effects were
observed in connection with an increase of blood pressure to
180 mm Hg without any axial displacement (16).
According to the Stanford classification, the thoracic aortic
dissection involving ascending aorta is considered as type A,
and the dissection limited only to the descending thoracic aorta
as type B (3,4). Type A is reportedly more prevalent than type B,
with respective prevalences 62 % and 38 % (17).
The most common genetic syndrome associated with thoracic aortic dissection is Marfan syndrome, where mutations in the
fibrillin-1 gene located on chromosome 15q15–31 lead to abnormal aortic wall architecture (12). Fibrillin-1 represents a major component of extracellular matrix providing elasticity to the
specialized tissues that are repeatedly subjected to mechanical
stress (13). Other predisposing conditions leading to the thoracic aortic dissection include arterial hypertension, dilation of the
ascending aorta (annuloaortic ectasia), bicuspid aortic valve,
and coarctation of the aorta (4). Exogenous risk factors include
cocaine and amphetamine abuse with transient hypertension
(3,14,15). Predisposing factor in the case presented in this report
was arterial hypertension. There was no mention of the aortic
insufficiency or any inflammatory or systemic connective tissue
diseases in the medical record of the patient.
Degenerative changes of aortic media represent the major
histopathological finding in aortic dissection (3,6). The histological depiction of typical dystrophic changes within the
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media of aorta with dissecting aneurysm was first described in
1928 by Otto Gsell. He described necrosis of the muscle cells in
the wall of aorta, followed by elastic tissue degeneration and
production of collagen. This ultimately leads to the disruption
of the arterial wall, creating tears that are subsequently filled
with mucoid substances. One year later, Jakob Erdheim named
these changes as “medionecrosis aortae idiopathica cystica”,
emphasizing predominant role of mucoid alterations within
the media (3).
Presented case displayed true aneurysmal enlargement of the
ascending aorta and aortic arch, as well as an aortic dissection
of type A according to the Stanford classification. Aneurysmal
enlargement was primarily caused by chronic dissecting aneurysm. In contrast to the majority of cases of aortic dissection, in
which the aneurysmal enlargement is mostly undetected, the
described case represents a truly rare finding. Thus, although
some reports correctly point to the inappropriateness of the use
of the term “dissecting aneurysm” (1,4,13), our case appears to
be a rare finding, which by virtue of its morphological features
meets the current criteria for aneurysm, and fits the definition of
aortic dissection as well. As a result, it represents a true case of
dissecting aortic aneurysm. The presented case is unusual also
due to the fact that the aneurysmal enlargement was caused
not only by the presence of chronic dissection, but also due
to the widening of the lumen caused by a wide flat defect in
aortic intima and media. This flat defect occured opposite to intramural hematoma and we hypothesize that it had developed
by widening a simple intimo-medial tear due to increased shear
stress caused by narrowing of true aortic lumen while maintaining blood flow rate (18). We also conclude, that the development of this tear was accompanied by a formation of fibrous
tissue arising from the edges of the defect, where aortic media
and adventitia were exposed. This mechanism corresponds to
the absence of aortic media in the central part of the defect with
connective tissue attached to the adventitia from the aortal luminal surface, which prevented the blood leaking through the
arterial wall. Formation of fibrous tissue accompanied by a persistent high blood pressure resulted in widening of the defect
and further contributed to the dilation of aorta.
As a result, this finding does not represent a “typical” false
aneurysm (pseudoaneurysm) that usually occurs as a result of
the arterial wall rupture. In pseudoaneurysms, blood leaking
through the wall is spacially contained due to local anatomical arrangements (1), while in our case the aneurysm was not
formed by the periarterial bleeding through damaged aortic
wall.
In most cases of aortic dissection, no evident defect of the
aortic wall is found (6). Histologic examination of the aorta in
the presented case revealed a mild atherosclerosis with no significant changes in adventitia or vasa vasorum. We detected
multifocal mucoid extracellular matrix accumulation, frequent
band-like loss of smooth muscle cells nuclei and multifocal fragmentation of elastic fibers in the media. All these are consistent
with definition of moderate medial degeneration, as previously
reported (13,19). This condition can also explain development
of thoracic aneurysm (6). Differential diagnosis of histological
findings needs to include isolated thoracic aortitis, which presents changes in the media identical to those in medial degeneration. These pathologic entities can be distinguished by lymphoplasmacellular infiltrate observed in aortic media and adjacent
adventicia in thoracic aortitis (20).
Aneurysms usually present with no clinical symptoms until
the rupture of the arterial wall occurs; therefore, they are most
often detected incidentally during the imaging examination
performed for some other reasons. Growth rate of aneurysm is
ČESKO-SLOVENSKÁ PATOLOGIE 2 I 2019

unpredictable, and can increase steadily or exponentially with
the time and the age of an individual (3). Aortic rupture and
dissection are often accompanied by a sharp and severe pain
(3,4,13). The presence of the thoracic aneurysm can be indicated by various respiratory and gastrointestinal problems due to
the compression of airways and esophagus, persistent cough,
or pain (bone erosions) (6). Other complications also include
thromboembolism (3). Medical record of our patient included
the information on exertional dyspnea and chest tightness.
Despite the presence of aortic dissection with intramural and
mural thrombus, no evident signs of peripheral embolism were
detected during the autopsy, nor there were any reported clinical signs that would indicate embolism during the hospitalization. Finding of partial continuation of the aortic thrombus into

the lumen of brachiocephalic trunk was also unusual, and this
finding considerably increased the risk of fatal complication of
planned reconstruction of the aorta. In patients with genetic
disorders or positive family history of aortic dissection, aneurysms of 4 to 4.5 cm in diameter are surgically repaired. For patients without any genetic disorder, 5-cm diameter represents
a threshold for preventive surgical treatment, and only conservative treatment with regular observations is applied if the diameter of aneurysm is less than 5 cm (3).
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