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ANNOTATION

Dissecting Aneurysms
Dissecting aneurysms are not as uncommon as

would appear from experience in the hospital
wards and post-mortem room. Mote and Carr
(1942) encountered 60 such aneurysms among
8,400 Coroner's autopsies; an incidence of i in
I40. The condition is more familiar to the
Coroner's than to the hospital's pathologist for
death so often occurs before a diagnosis can be
made.
The gross morbid anatomy was first described

by Nicholls in 1761, but it was not until I802 that
Maunoir recognised the condition as a distinct
pathological entity. Laennec introduced the term
' dissecting aneurysm' in i826. In I863 Peacock
published his classical account of 80 cases: the
sex and age incidence, gross morbid anatomy and
many of the more important clinical features were
described.

Virchow's view of the aetiology, that blood
enters and dissects the media from a tear in an
atheromatous ulcer, cannot be accepted, for tears
may be absent and when present are rarely at the
site of atheroma (Shennan 1934). In the absence
of a tear, haemorrhage into the media must occur
from the vasa vasorum. Some believe that this
mechanism applies to all cases and that intimal
tears are invariably secondary (Tyson I931;
Shennan i934). It is now generally agreed that
the essential lesion is cystic necrosis of the media,
first described by Erdheim in 1930. Blood
enters the diseased media, either from the vasa

vasorum or from the lumen of the aorta, and then
dissects the wall of the vessel in varying degrees
along its course. As the dissecting process extends,
the branches of the aorta may be cut across or may
themselves be dissected. When intimal tears are

present they are usually in the ascending aorta;
less often in the arch, descending thoracic aorta
or, rarely, below the diaphragm (Peacock I863;
Shennan 1934). Occasionally a second tear may
be found lower down, most often in the pelvic

vessels, the site of re-entry of the dissecting
process. Circulation may be established through
the false passage and the aorta may even become
'double-barrelled' (Pennock I839; Shennan
1934).
The usual outcome is death from rupture into

the pericardial sac, pleural cavities, more often the
left, or the mediastinum (Peacock; Shennan);
less often death occurs from heart failure. Ten
per cent. of all cases recover; circulation through
the false passage may have been established or
the blood 'in the media may have clotted
(Shennan).
lThe highest incidence is in men between the

ages of 50 and 70 although Schnitker and Bayer
(I944) were able to collect 141 cases from the
literature, all of whom were under the age of 40.
Galbraith et al. (I939) described a case of extensive
dissection in a boy of I5. The role of pregnancy
has been emphasised by Schnitker and Bayer.
They noted that 24 out of 49 women with dis-
secting aneurysms were pregnant; the aneurysms
had preceded the onset of labour in all but four.
The onset is usually attended by severe pain.

This most often occurs in the chest, either in the
centre or towards the left side, and is described
as gripping, vice-like or crushing. It may remain
localised or extend into the arms, resembling
closely the pain of cardiac infarction; more
characteristically it spreads to the interscapular
region and thence into the loins. Not infrequently
pain is felt first in the abdomen where again it
may remain localized and simulate a perforation
or acute pancreatitis (Levinson et al., 1950); or
it may spread to the chest, legs and back.
Occasionally it is first felt in the back or in one
limb. In some cases pain is minimal or even
absent; Hamberger and Ferris (1938) described
three patients who had had vertigo and syncope
only. Nausea, sweating, faintness and syncope
are common at the onset. Dyspnoea is present
in half the cases.
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The effect on the blood pressure, which is
usually raised prior to the onset of the attack, is
variable: a high blood pressure after dissection,
as opposed to the usually low pressure after
cardiac infarction, has been over-emphasized in
the past (Hamberger and Ferris 1938). Aortic
incompetence develops in approximately one-third
of the cases and indicates that dissection has in-
volved the ascending aorta. Pericardial friction
is not infrequent; it may be due to an accompany-
ing cardiac infarct, uraemia or a developing hae-
mopericardium. Signs of fluid at the bases, more
often the left, are common; the effusions may be
sero-sanguinous or haemorrhagic.

Other symptoms and signs that may occur de-
pend on which branches of the aorta have been
involved in the dissecting process. There may
be ischaemia of an arm or leg from involvement
of the subclaviaii or external iliac arteries (Glendy
et al., I937); coma and hemiplegia from occlusion
of the carotids (Weismann and Adams, i944);
abdominal pain, vomiting and diarrhoea from
mesenteric thrombosis (Shennan); paraplegia
from occlusion of the intercostal arteries (Weis-
mann and Adams); and renal pain and haematuria
from dissection of the.renal arteries (Blain et al.,
1945). Any of these may be the outstanding
features of an attack. Incorrect diagnoses of
limb embolus, cerebral catastrophe, mesenteric
thrombosis, paraplegia or nephrolithiasis may
then be made, the underlying cause being over-
looked.

Rarer symptoms and signs are profuse hae-
moptysis and haematemesis from rupture into the
lungs and oesophagus; dysphagia from pressure

on the oesophagus; signs of obstruction of the
superior vena cava; cough and hoarseness from
haemorrhage into the mediastinum.

A polymorphonuclear leucocytosis is usual in
cases which survive more than 24 hours, and
anaemia is common after the first few days. The
electrocardiogram may be normal or may show
left ventricular preponderance; not infrequently
there is evidence of pericarditis or cardiac in-
farction, the latter from involvement of the
coronary arteries (Wainwright, i944). Skiagrams
of the chest may show a generalised widening of
the aortic arch or localized bulges, and a
progressive widening may be demonstrated
(McGeachy and Paullin, x937). Angiocardio-
graphy has been used recently to show the double
outline of the aorta (Paullin and Jones, I948).

Rarely, the onset of dissecting aneurysm is
silent and the patient is not seen until years later
with symptoms of increasing heart failure.
Flaxman (I942) described I2 such cases; eight had
been diagnosed as syphilitic aortitis, four as
hypertensive heart disease.
A dissecting aneurysm may therefore simulate

many other more common diseases such as
cardiac infarction, acute abdominal emergencies,
lesions of the central nervous system, nephro-
lithiasis, embolism, carcinoma of the bronchus,
syphilitic aortitis and hypertensive heart disease.
It must be considered in the differential diagnosis
of all of them.

G. T. THOMAS, M.R.C.P.,
Canadian Red Cross Memorial

Hospital, Taplow.
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