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Abstract
We describe a case of a 65-year-old patient who developed a rare fatal complication 

of a previously asymptomatic descending aortic aneurysm over a two-week period. The 
authors emphasize the importance of complying with guidelines for the diagnosis and 
management of patients with thoracic aortic disease.
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Case Report
A 62-year-old man was admitted at our hospital with chest pain, breathlessness and 

dysphagia for solids and liquids during two weeks. He had a past medical history of 
hypertension and a previous admission at our hospital a month ago, when a diagnosis 
of aneurysm of descending thoracic aorta was done (figure 1A). At that time, the 
thoraco-abdominal computed tomography revealed an aneurysm of descending 
thoracic aorta that measured 60x60 mm in the greatest dimensions on the axial view. 
The patient under anti hypertensive therapy became asymptomatic and he was 
discharged under anti-hypertensive therapy. A closed follow-up by internal medicine 
and angiology, according to the decision of the attending physicians was recommended. 
Two weeks later, the patient restart with chest pain, breathlessness and dysphagia for 
solids and liquids during two weeks. At admission, the blood pressure was at 130/80 
mmHg. The chest X-ray showed extensive radiopacity in the left hemithorax suggesting 
an increase of the aneurysm size (figure 1B) when compared with previously one (figure 
1A). Electrocardiography showed sinus rhythm. Contrast enhanced thoraco-abdominal 
computed tomography revealed an aneurysm of descending thoracic aorta that 
measured 72 x107 mm in the greatest dimensions on the axial view, an intramural 
hematoma and a penetrated aortic ulcer was also observed. The aneurysm compressed 
the esophagus, and the left bronchium (figure 2). The patient was refered for surgery. 
Twelve hours before the scheduled surgery, the patient had an episode of hematemesis 
and underwent emergency surgery. The patient died of uncontrolled hematemesis, an 
aortoesophageal fistula was found during surgery.
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Figure 1. Chest x-ray showing: A - Enlargement of the mediastinum 
suggestive of a descending aortic aneurysm. B – Extensive 

radiopacity in the left hemithorax suggesting dramatic increase in 
aneurysm size.

Figure 2. Contrast enhanced thoracic tomography - maximal 
intensity projection. Axial view (ABC) - showing aortic descending 

aneurysm with an intramural hematoma (C asterisk) and a 
penetrating ulcer of the aorta (C). Coronal view (D) - showing 
compression of the esophagus by the aneurysm. ADA - Aortic 

descending aneurysm.

Comments:
Aneurysm of the descending thoracic and thoracoabdominal 

aorta is a life-threatening disorder given the risks of aortic 
dissection or rupture and their associated high mortality and 
morbidity once complications occur. The decision to intervene 
prophylactically, however, is complicated by the significant 
mortality and morbidity associated with surgical intervention for 
these conditions. Current practice guidelines call for surgical repair 
of asymptomatic thoracic aortic aneurysms with diameters of ≥55 
mm as a Class I recommendation [1]. Extensive thoracoabdominal 
aorta aneurysms are given a higher threshold of 60 mm [1]. 

The case described herein highlights a typical development 
of acute aortic syndrome in a patient with uncomplicated 
descending aortic aneurysm (60x60 mm) who became 
symptomatic and in whom the size of the aneurysm increased 
dramatically from 60x60 mm to 72x1.7 mm, and an intramural 
hematoma, a penetrating ulcer of the aorta followed by an 
aortic-esophageal ulcer with fatal hematemesis were 
developed over a period of two weeks. The rapid increase in 
aneurysm size is indicative of severe complications and should 
be an indication of immediate surgery, which was done in the 
case presented. 

In conclusion, this case support the recommendation that 
patients with thoracic aortic aneurysms with diameters of ≥55 
mm should be prompt referred for surgery even asyntomatic 
[2]. According to some authors [2] consideration might be 
given to lowering the threshold for intervention (>50 mm), 
particularly if less invasive endovascular approaches are 
feasible.
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