
Brief Clinical Reports
potentially represents an important collateral pathway,
and we would therefore recommend its preservation.

This case report underlines the importance of being
aware of collateral circulation in patients with aortoiliac
occlusive disease undergoing coronary bypass surgery.
Harvesting the ITA can cause acute limb ischemia in
this subset of patients. Awareness of the potential collat-
eral ITA–SEA–IEA pathway and the possible complica-
tions after ITA harvesting could avoid acute limb
ischemia.
FIGURE 1. Computed tomographic images. A,White arrows show a thickenin

Black arrows show a 7.53 7.53 5.5–cm fluid lesion behind the ascending aort

cardial effusion retrocardially.
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Giant bronchogenic cyst within the aortic wall mimicking symptoms
of acute type A aortic dissection
€Omer Senbaklavaci, MD,a Lars Oliver Conzelmann, MD,a Christoph Brochhausen, MD,b and
Christian F. Vahl, MD,a Mainz, Germany
Bronchogenic cysts are the most common cystic lesions of
the mediastinum. We report a patient who presented with
chest pain and an aortic enlargement that was misdiagnosed
as an acute type A dissection. Intraoperatively, this was
identified as a cystic lesion originating within the aortic
wall. To our knowledge, this is the first reported case of
a bronchogenic cyst within the aortic wall causing acute
symptoms of an acute type A aortic dissection.
CLINICAL SUMMARY
A 35-year-old man was referred to our department for

emergency operation after onset of acute chest pain and
dyspnea. A computed tomographic scan (Figure 1) showed
a 7.53 7.53 5.5–cm ascending aorta with a 1-cm pericar-
dial effusion retrocardially accompanied by an echocardio-
gram demonstrating a grade II to III aortic regurgitation. In
consideration of these findings and the acute symptoms of
the patient, an intramural hematoma with a beginning
type A dissection of the ascending aorta could not be ex-
cluded definitively.
g of the ascending aortic wall, a finding suggestive of intramural hematoma.

a with compression of the left main bronchus. B, Arrows show a 1-cm peri-
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FIGURE 2. Histologic findings of the bronchogenic cyst, which was ac-

companied with bleeding in the adventitia of the aortic wall (*), whereas

the media (M) of the aorta was intact. The bronchogenic cyst itself con-

sisted of an epithelial lined (arrow) central lumina (L) and had a connection

to the adventitia of the aortic wall (*). (Hematoxylin and eosin stain, orig-

inal magnification 1003.)
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Intraoperatively, a large cystic lesion within the ascend-
ing aorta was found. The intima and media of the aorta
were intact. The cyst originated between the media and ad-
ventitia, causing secondary compression of the left main
stem, which explained the intraoperative ST-segment eleva-
tion and compression of the aortic valve and left atrium. The
diseased ascending aorta was completely removed and
replaced with a 26-mm prosthesis. The aortic valve was
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reconstructed by means of inclusion of the leaflets into
the prosthesis. The patient had an uncomplicated postoper-
ative course and was discharged on the seventh postopera-
tive day. Detailed histopathologic analysis confirmed the
diagnosis of an intra-aortic bronchogenic cyst, which could
be found within the adventitia of the aortic wall and was ac-
companied by bleeding within the adventitia and periaortic
soft tissue (Figure 2). Six months’ follow-up showed
a 33 3.5–cm cyst infracarinally on magnetic resonance im-
aging without any complaint from the patient.

DISCUSSION
The bronchogenic cysts are believed to result from se-

questration of cells from the region of the laryngotracheal
groove during the fifth week of gestation. They occur
mostly along the tracheobronchial tree and are usually
found behind the carina. They account for 10% to 15%
of all mediastinal masses. Bronchogenic cysts can be intra-
pulmonary or extrapulmonary and rarely show a communi-
cation with the airway. Maier divided their locations into 5
groups: paratracheal, carinal, hilar, paraesophageal, and
miscellaneous. The fifth group, miscellaneous, includes ab-
normal locations, such as within the abdomen,1 within the
diaphragm,2 in the presternal area,3 supraclavicular,4 and
intrapericardial.5 A bronchogenic cyst within the aortic
wall has not yet been reported as of our literature review.
Although they are benign tumors, about half of all broncho-
genic cysts become symptomatic because of compression of
the airway or the esophagus or the presence of infection,
indicating a surgical resection. In the present case there
was an acute life-threatening situation caused by the risk
for aortic rupture and aortic valve regurgitation, making
an emergency operation necessary. Not only the morphol-
ogy but also the symptoms mimicked an acute type A aortic
dissection.
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