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Summary

Computed tomography (CT) was performed for four patients with aneurysms of the sinus of
Valsalva (each of the Konno types IvsD and IV, false aneurysm projecting into the interatrial septum,
and annulo-aortic ectasia).

Aneurysms were detected in three cases, and the sizes closely correlated with those of the resected
specimens. However, a relatively small and mobile aneurysm of the IV type was not detected. Ap-
parently, relatively large size (more than 10-20 mm) and immobility were necessary for the detection
by CT.

Reconstruction of CT images facilitated localization of the aneurysm and determining the extent of
annulo-aortic ectasia.

Rupture of an aneurysm was identified by observing the time course of CT values in the cardiac
chambers using dynamic CT. However, better time resolution of CT is necessary for more precise
diagnosis.

Two-dimensional echocardiography is more convenient and diagnostically effective than CT.
However, CT is a useful and non-invasive examination which overcomes the technical difficulties
inherent in echocardiography, such as disturbances by the lung and other artifacts.
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g, FM DL LI KBIRER TR I
A ASTREIRE 4 5 (SHHE Lo & 1V
B, LEHREA~ER L false aneurysm, an-
nulo-aortic ectasia D% 1) TH 3. BEEKR
FIRERBERHDUEEE SSH 40A &AL
7. CT }#& % Siemens #! Somatom 2 % {§F
L, 60% Urografin KA X Y kL A2 H,
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8mm T, FITKEARE IEXRSHHE 2¥xrr L
7. BREORBEKICHH S hiIET, 60%
Urografin # 30 ml # fi=F#yic bolus T#EE L,
dynamic scan (5 # scan ¥ 3 # o R 2 B W
T ¥EfT, BFI03EE, ThZh BEET3
33MMOEKRIC 3%H5 LT EifE HR) 21TV,
BRI R L O 0 LB ICERAE U 72 B OIS
¥ CT EoRFRWELEBE L. $lEss
LoHi4AE C reconstruction %47\, fho¥EiEdy,
& KBk L DBAFRE A 7c.

= ES

sE61 1 S.L, 3333, B

AT VDT RREBSh TV, ERA
BB LTWE. 1 4EdI fiRic BEL,
LitE, BEFRLBENPHBR TS X 5ickoTe
eI, OEYE, DIEKEEHEI N K
HEolbYEERM S, AL WEEZSE
4 fhRsic Levine 5/6 o £UUHEHIMES & JLARBISHRE
MHET A ER L. 8 X REE LRI
(CTR) ix 60% T, JfifLRRMIIBERIEL T
Iz

WrEL = a—RETIE, AZENEKEL, B0
—EBRBLIEEAASVFVARBRE L, LEP
MBI 232 bhi (Fig. 1).

#E% CT i, KEREM>SEHICIEKRL,

— AR O AZEFRHEEAUCEH LT 54558
Ebibh, BHEOKE £13H 2025 mm T,
BHALY L ATREINRE & & % bhiz (Fig. 2).

DS 5 —F VIRE T, AEFH 1K 70mmHg
DIFEHIERZ L 8% nE-FAv v v b, KB
MRE&ER T, A SV AN TRBIREEZENBER L K
BIIRFEASEA 2B bl (Fig. 3).

FilwEE, AERMEICEY, 2 »BTicELEE
+53 22x22mm OEFESAVYANABRELE,
Kirklin 1#op VSD %3 7-.

B 2 N.K., 322, &fi:

BE CIEEEZZZ LI, 71 CLHEE 2 15HH
Eh, YUREEHEMESH, BEODABRELE. W
Bh&E 4R Levine 4/6 BT %
PEH L7z Mot X #EEE, CTR 156% Th
> 7.

WiEL— = —REE T, KBRESEHEHGE TR
BRABEO—IRIBL, TOUFEIVEZRAET
DEERNICEH Lz 2~3 o flap i 2
7= (Fig. 4).

#¥ CT TEBIIREEHARICIIED bhisro
72 %%, dynamic CT TKEIR & A5 i BLEE %
#EL, CT HoBEMHEEL* %5 L, AEANT
KEWRHEOESAICH T ICBNTHELAENED &
h, HE~OEKIHEESH (Fig. 5 A, B).

DY 7 —F VIRETIE 45% DE-FHAY v v
b, KERIER TEEEAR SV v TREIRES
BERBE»ED bhiz (Fig. 6).

FHic kY, S5~6 »FTIcHEEEAL, 8x15
mm DS E IV B L4 v S REINRE SR S h
1.
fE6 3 C.T. 651%, ik
AR T YR OARIERE T TWieds, (LM
ERGFICHEREL, ZoBEENH AR WEE
&% 3 BifElic Levine 3/6 o f:fE#EE 2 BEHL L 7.
e X EE<TIE CTR 12 60% Th - /-

Wi L= 2 — Kk ¢, KEREHEE T,
DEHRBICERN > THROEICZEH LRz =
—% @i (Fig. 7).
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Fig. 1. Two-dimensional echocardiogram
of Case 1.

Long-axis view of the left ventricle (LV) shows an
aneurysm of the right sinus of Valsalva protruding
into the right ventricle (RV) and ventricular septal
defect (arrow).

LA=left atrium; AN=aneurysm of the sinus of
Valsalva.

Fig. 2. Contrast enhanced computed tomo-
graphic (CT) image at the level of the aortic
root in Case 1.

An aneurysm protrudes into the right ventricular

outflow tract is visualized.
AO =aorta; RA =right atrium.

SOV L STABIREED CT

L
Fig. 3. Aortogram of Case 1.

An arrow indicates an aneurysm of the right sinus
of Valsalva.

Fig. 4. Two-dimensional echocardiogram of
Case 2.

Short-axis view of the aortic root demonstrates

a defect in the right aortic wall and flap-like echoes
(arrow) projecting into the right atrium (RA).
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Fig. 5. Contrast enhanced CT images of the aortic root in Case 2.
A: An aneurysm of the non-coronary sinus of Valsalva is not clearly observed. B: Time-density

curves in the right atrium (RA) (1) and aorta (AO) (2) by dynamic C'T are shown. The curve in the
RA shows the second peak shortly after the peak in AO (arrow).

ey

S b

Fig. 6. Aortogram of Case 2.
An arrow indicates the ruptured aneurysm of the

non-coronary sinus of Valsalva.

Fig. 7. Two-dimensional echocardiogram of
Case 3.

Short-axis view of the aortic root shows an aneurysm
protruding into both the RA and LA.
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Fig. 8. Contrast enhanced CT images at the upper level of the left ventricle (LV) in Case 3.

A: An aneurysm (AN) is clearly seen between the RA and LA. B: Reconstructed frontal CT image
shows three-dimensional relations of the aneurysm (arrow). C: Dynamic CT shows time-density
curves in the AO (1) and AN (2).
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Fig. 9. Aortogram of Case 3.

Unruptured aneurysm of the sinus of Valsalva
(arrow) and severe aortic regurgitation are shown.

i CT ©, Lz LMo miERic 21x36
mm RS 75589 by, reconstruction 7;_»
79 L, ThREERHBOESICHFET S
73HBg L 72 (Fig. 8 A, B). Dynamic CT ﬂ{w\j
L KBRA O CT fEo B ELE %5 &,
N CT EOTE AT KBMRA CT HOHAICDH
FHITEI, FEPIIE L KRBIIR & ot 23 HEE S
ni- (Fig. 8 C).

KEWRIER T, 2839 mm DI E )
JIR S v v S TRBIRAE 72 & OIS KBRS PHSAN 42

LW L7zas, dynamic CT TPflahizkd
12, ABEAPWIZDIEOERITEIE L T W
(Fig. 9).

FHiic L v, BEEBINR SV VSRS H %
B3 580, LDEPRNICHFET S 2 & 2R
. BIBRKBIIRT I RAEPERRHEIL 25 380 B i,
false aneurysm &z Hivlz.

fefl 4 TUL, 365, Uik

fBEERZWT T OER DHET R S b, T 0%
N s HERE AN B L 7272, RO T2 HE~A
BelLiz. MogZeikss 3 Levine 3/6 off
Mg A EH L7e. Mo X fsE<T, CTR &
59% TH ot

i@ 0y = = — [X|3: ¢ annulo-aortic ectasia % 3

Fig. 10. Two-dimensional
(long-axis view of the LLV) of Case 4.
AAE =annulo-aortic ectasia.

echocardiogram

wi- (Fig. 10).

g CT T KBRS LEEIILRL, %
DIcRERE 55 mm, ZFEHARILKHO B & 3K
45mm TH % = L HHEH L 72. Reconstruction %
179 & annulo-aortic ectasia Tdh % Z & 235 5 H»
L7z ol (Fig. 11).

KERER T, ek S0mm, £ 50 mm
» annulo-aortic ectssia &, KiRFHASHAEE
W2 L (Fig. 12).
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o, fERRssfEkicsir 2 CT WMotk
BT 2MENI L TH Y, DIRNIREY 003
D fite EiconTix, JEREHYREONREKT
B oHLTa—[HEORFS R MY, XD IERE
BBWETREE LTW5. £ KBIIREOZIIC
B aAEOERT, BECHELLIIIC, &
FRL ST WS, & ZA TR ER L S
T WA L S TREIIRE L, RO = =2 — X
o FEEIT fE s mY 7J*1‘” LTwasn, CT
BEOERICO M LERE N TIZLA LW
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Fig. 11. Contrast enhanced CT images of the ascending aorta in Case 4.

These images (A, B and C) are sequential from the level beneath the aortic arch to the aortic root.
Diameter of the aorta (AO) increases in B and C. D: reconstructed frontal C'T image. Annulo-aortic
ectasia (AAE) is recognized.
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Fig. 12. Aortogram of Case 4.
Annulo-aortic ectasia is shown.
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WOBWHE 3B THARETH o7, T H DD
AESFWFh & 20mm PLET, KBIIREZ
LYSEAFRE Iz & X GERILfiERL
TWiz. —%, FEoOMEBATRHBETH -7 1 il
(EEF 2), WL —RETEIMLLTE-E
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hb.
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RVICHENFEET 258, EgE4flor ek
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