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Abstract
A double aortic arch (DAA) with atresia is an uncommon cause of a symptomatic vascular ring resulting in
trachea-esophageal compression. An atretic double aortic arch can resemble the right aortic arch with a
mirror image branching pattern or the right arch with an aberrant left subclavian artery depending upon the
level of atresia. The double aortic arch with atresia is difficult to detect on pre-surgical computed
tomography angiography or magnetic resonance angiography due to a lack of contrast in the obliterated arch
segment. Differentiation of a double arch with atresia from the right aortic arch is vital as an atretic double
arch is a form of the complete vascular ring while the right aortic arch may or may not be symptomatic.
Knowledge of some key imaging features can help distinguish these entities. In this case report, we discuss
an uncommon case of a double aortic arch with atresia between the left common carotid and left subclavian
artery. We also describe its close mimics, their embryological basis, and ways to differentiate it from the
right aortic arch.
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Keywords: atretic double aortic arch, double aortic arch mimics, vascular ring, right aortic arch, cta double aortic
arch, virtual reality, four vessel sign, congenital aortic arch anomaly

Introduction
Vascular rings are a rare form of aortic arch anomaly resulting in trachea-esophageal compression and
represent 1%-3% of all congenital heart diseases [1]. Double aortic arch (DAA) constitutes about 46%-76% of
all symptomatic congenital vascular rings [2]. DAA with atresia is an even rarer cause of a complete vascular
ring and is difficult to detect on pre-surgical computed tomography angiography (CTA) or magnetic
resonance angiography (MRA) imaging due to lack of contrast in the obliterated atretic segment [3]. An
atretic double arch can mimic the right-sided aortic arch with mirror image branching or right arch with
aberrant left subclavian artery depending upon the level of atresia. In this work, we highlight a rare case of
DAA with atresia and discuss approaches to accurately characterize the atretic double aortic arch and
describe diagnostic clues to differentiate it from mimics of the right aortic arch.

Case Presentation
A two-year-old male child with a history of noisy breathing presented with a concern of murmur heard on
clinical examination. A grade I/II murmur was heard on the left sternal border. Transthoracic
echocardiogram was limited due to a lack of patient cooperation with incomplete visualization of the aortic
arch but showed mild flow turbulence in the aortic arch and dampened flow in the descending thoracic
aorta. Pulsatile flow was seen to the left of the left pulmonary artery that could not be fully evaluated on
echocardiogram. The child underwent computed tomography angiography (CTA) of the chest for further
evaluation. Non-gated CTA of the chest (DLP 43 mGy*cm) was performed in high-pitch (FLASH) mode on
the Siemens dual-source scanner (Siemens Drive, Erlangen, Germany). CT showed a relatively symmetrical
appearance of both common carotids and subclavian arteries (four-vessel sign) just above the level of the
aortic arch (Figure 1A). There was evidence of a posterior course with mild tethering of the left common
carotid artery (LCCA) at its origin (first branch of the aortic arch) (Figure 1B). The left subclavian artery
(LSCA) was seen coursing behind the esophagus (Figure 1C) with the right-sided descending aorta (Video 1).
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FIGURE 1: Double aortic arch with atresia between the left common
carotid and the left subclavian artery in a two-year-old male child
Axial CTA image (A) shows four aortic branches in a relatively symmetrical presentation seen just above the
aortic arch (four-vessel sign). Axial CTA image (B) shows the posterior course and tenting of the left common
carotid artery (arrow). Axial CTA image (C) shows the left subclavian artery coursing behind the esophagus
and coursing from right to left.

RSCA: Right subclavian artery; LSCA: Left subclavian artery; RCCA: Right common carotid artery; LCCA: Left
common carotid artery; DA: Descending aorta; RA: Right arch; CTA: Computed tomography angiography;
MRA: Magnetic resonance angiography

VIDEO 1: Double aortic arch with atresia between the left common
carotid and the left subclavian artery in a two-year-old male child
Axial cine image of a patient with a double aortic arch and atresia between the left common carotid and left
subclavian arteries shows a four-vessel sign and the posterior course of the left common carotid artery

View video here: https://youtu.be/XwV4Z8bZC2w

The reconstructed three-dimensional model (Interactive Model 1) showed the absence of the aortic segment
between the left CCA and left SCA and helped in a clear understanding of the anatomy and for pre-surgical
planning (Figures 2A-2B).

INTERACTIVE MODEL 1: Atretic double aortic arch
Double aortic arch with atresia between the left common carotid and the left subclavian artery in a two-year-
old male child

View Interactive Model here: https://youtu.be/BsnIPB_bzPQ
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FIGURE 2: Virtual reality model of a patient with a double arch and
atresia between the left common carotid artery and the left subclavian
artery
Virtual reality model in lateral (A) and posterior (B) views shows the left CCA as the first branch, followed by
the right CCA, right SCA, with left SCA as the last branch seen in the retrotracheal course.

RSCA: Right subclavian artery; LSCA: Left subclavian artery; RCCA: Right common carotid artery; LCCA: Left
common carotid artery; DA: Descending aorta; T: Trachea

The presence of symmetric four-vessel aortic arch branches, the posterior course of the first aortic arch
branch (LCCA), and diverticular outpouching from the descending thoracic aorta helped suggest that
imaging was highly suggestive of DAA with atresia between the LCCA and LSCA. The vascular ring was
completed by the dominant aortic arch on the right, ascending aorta anteriorly, retroesophageal aortic
segment posteriorly, and an atretic segment of the left aortic arch on the left side. Due to the concern of
complete vascular ring and symptoms, the child underwent surgical repair via left thoracotomy, and an
obliterative segment was found between LCCA and LSCA, confirming the atresia as seen on CTA chest. The
child was successfully treated by the division of the atretic left-sided aortic arch.

Discussion
The embryological basis of normal aortic arch formation is critical to understand the complex arch
anomalies. Edwards’ hypothetical DAA model helps better understand the aortic arch malformations
(Figures 3A-3B) and has been previously described in detail [4].
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FIGURE 3: Edwards' hypothetical double aortic arch model and normal
left aortic arch formation
Color diagram (A) shows the components of a double aortic arch. III, IV, and VI refer to the third, fourth, and
sixth branchial arches on both sides.

RH: Right horn of aortic sac; LH: Left horn of aortic sac; RSCA: Right subclavian artery; LSCA: Left
subclavian artery; MPA: Main pulmonary artery; RPA: Right pulmonary artery; LPA: Left pulmonary artery;
RCCA: Right common carotid artery; LCCA: Left common carotid artery; Right DA: Right dorsal aorta; Left
DA: Left dorsal aorta; DAO: Unpaired fused dorsal aorta; D: Ductus; T: Trachea; E: Esophagus. R and L in
square boxes mention right and left orientation

Color diagram (B) shows the formation of a normal left aortic arch. Truncus arteriosus gives rise to the
ascending aorta and main pulmonary artery. A small segment of the right fourth arch (light green) remains
patent and will later form part of the right subclavian artery. The left fourth bronchial arch (yellow) forms the
normal left aortic arch. There is a dissolution of the right sixth arch (ductus) and right dorsal aorta distal to the
right subclavian artery. The left descending aorta and fused unpaired dorsal aorta (dark green) persist. The
third arch forms the common carotid and proximal internal carotid arteries. The left subclavian artery is
formed from the left seventh intersegmental artery. The right and left pulmonary arteries arise from the ventral
portion of the sixth aortic arch. The left sixth arch forms the left ductus (purple).

RH: Right horn of aortic sac; LH: Left horn of aortic sac; RSCA: Right subclavian artery; LSCA: Left
subclavian artery; MPA: Main pulmonary artery; RPA: Right pulmonary artery; LPA: Left pulmonary artery;
RCCA: Right common carotid artery; LCCA: Left common carotid artery; Left DA: Left dorsal aorta; DAO:
Unpaired fused dorsal aorta; D: Ductus; T: Trachea; E: Esophagus. R and L in square boxes mention right and
left orientation

DAA is formed when there is the persistence of the bilateral fourth branchial arches, one on each side of the
trachea and the esophagus. Each aortic arch gives rise to the respective right and left common carotid and
subclavian arteries. Both arches join to form a single descending aorta, which is commonly located to the
left of the spine. Less often, the descending aorta is seen on the right of the spine and rarely is midline in
location. The ductus, if present, is left-sided but rarely can be right-sided or bilateral [5]. Clinically, patients
present early with stridor, coughing, wheezing, or feeding difficulties if both arches are patent [6]. In
patients with loose vascular ring or atresia of one arch, the symptoms can be delayed, or sometimes patients
can be asymptomatic. In general, DAA is not associated with other congenital cardiovascular diseases [7].
However, rarely, there may be associated cardiac malformations like tetralogy of Fallot, truncus arteriosus,
or transposition of great arteries [8].

Imaging
Echocardiography is often the initial investigation performed for the evaluation of suspected vascular ring.
However, it is operator dependent and is often limited if the child is small and uncooperative [6]. Catheter
angiography is invasive and is also limited due to only being two-dimensional. Cross-sectional imaging
modalities, including computed tomography angiography (CTA) or magnetic resonance angiography (MRA),
are excellent for the evaluation of patients with a suspected double arch [4,9]. Both CTA and MRA have their
advantages and disadvantages, which have been discussed extensively in the literature [4,10]. High-pitch,
non-gated CTA chest can be performed for the evaluation of the vascular ring and provides high-resolution
images without the need of electrocardiogram-gating and hence minimum radiation dose [11]. Three-
dimensional reconstruction provides a detailed assessment of the aortic arch and its branches and
relationship with surrounding structures. Virtual reality modeling is a relatively new technique and the
models can be created from thin-slice CT data, allowing excellent depth perception with an improved
understanding of the arch spatial relationship with adjacent structures in patients with complex anatomy
[12-14]. Besides, CTA allows the simultaneous evaluation of airways for the degree of narrowing and
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planning an airway intervention.

Double aortic arch without or with atresia
In the majority of patients, both aortic arches are patent, and CTA with three-dimensional reconstruction
can easily visualize a double aortic arch if both arches are patent. In general, the right aortic arch is
dominant and is cephalic relative to the left arch. However, both arches may be equal in caliber, and less
commonly, the left arch may be dominant [15].

Rarely, there may be atresia of a segment of one aortic arch, which most commonly involves the left side
[16]. The atretic segment is replaced by a fibrous cord. Accurate diagnosis of a double aortic arch with an
atretic segment is critical for timely diagnosis and management, as undiagnosed and unrepaired DAA may
result in respiratory compromise later. CT or MRA visualization of an atretic segment is almost impossible
due to the absence of contrast in the obliterated fibrotic lumen. Thus, looking for secondary diagnostic clues
are essential to characterize the DAA with suspected atresia.

On axial CTA images, the presence of four aortic arch branches (right common carotid, right subclavian, left
common carotid, and left subclavian artery) in a symmetric trapezoidal fashion seen just above the level of
the aortic arch is a highly sensitive sign of DAA (Figure 4A) [17].

FIGURE 4: Typical imaging clues of the atretic double aortic arch
Axial image (A) showing the symmetrical distribution of common carotid and subclavian arteries (four-vessel
sign) seen just above the aortic arch in a patient with a double arch with atresia. Evidence of the posterior
course of a patent initial segment of the atretic left arch (B) as shown by the posterior course of the left
common carotid artery (LCCA, arrow in B) suggests a double aortic arch with atresia. Evidence of an
anteriorly directed diverticulum arising from the descending aorta as seen in the shown volume-rendered
image (C) with posterior kinking of the left subclavian artery suggests a connection between a patent
segment of the atretic left arch and descending aorta.

RSCA: Right subclavian artery; LSCA: Left subclavian artery; RCCA: Right common carotid artery; LCCA: Left
common carotid artery

Secondly, the first aortic branch, as seen on axial images, is more posterior in its initial course in patients
with atretic DAA (Figure 4B). Tethering or posterior tenting of the patent segment of the left arch with
diverticular outpouching from the descending aorta (Figure 4C, Video 2) is another important marker of an
atretic segment between an incomplete left arch and the descending aorta [18].

VIDEO 2: Volume rendering in a patient with double arch and atresia
distal to the left subclavian artery
Volume rendered image in a patient with a double arch and atresia distal to the left subclavian artery shows
posterior kinking of the left subclavian artery. Also seen is diverticular outpouching from descending aorta
directed anteriorly towards the left subclavian artery suggesting evidence of a connection between them.
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View video here: https://youtu.be/0sy28O446yU

In contrast, in the right aortic arch, no symmetric pattern of arch branches is seen (Figure 5A) with the
anterior course of the first branch of the aortic arch (Figure 5B) [19].

FIGURE 5: Right aortic arch branching pattern
Axial CTA (A) image in a patient with a right aortic arch and mirror-image branching shows a non-symmetrical
arrangement of aortic branches. Axial CTA image in the same patient as (A) shows the anterior course of the
left common carotid artery.

RSCA: Right subclavian artery; LSCA: Left subclavian artery; RCCA: Right common carotid artery; LCCA: Left
common carotid artery

Mimics of the atretic double aortic arch
DAA With Atresia Distal to the Left Subclavian Artery

In these patients, the atretic DAA (Figure 6A, Video 3) mimics the right aortic arch with a Type 1 mirror
image branching pattern (Figure 6B, video 4) [4].

FIGURE 6: Double aortic arch with atresia distal to the left subclavian
artery: Mimics the right aortic arch with Type 1 mirror image branching
Color diagram (A) shows atresia of the left fourth aortic arch (yellow) distal to the left ligament arteriosum and
the left subclavian artery, with the ligament connecting anteriorly to the left arch. Here, the ductus is directed
anteriorly. This appearance resembles the right aortic arch with Type 1 mirror image branching (B) due to non-
visualization of the atretic arch segment on CTA.

Color diagram (B) shows the right arch with Type 1 mirror-image branching in which there is the dissolution of
the left fourth arch and left dorsal aorta with persistence of the right ductus. A small segment of the left fourth
arch persists that forms part of the left subclavian artery. Ductus (L) is directed anteriorly with no vascular
ring formation.

RH: Right horn of aortic sac; LH: Left horn of aortic sac; RSCA: Right subclavian artery; LSCA: Left
subclavian artery; MPA: Main pulmonary artery; RPA: Right pulmonary artery; LPA: Left pulmonary artery;
RCCA: Right common carotid artery; LCCA: Left common carotid artery; Right DA: Right dorsal aorta; Left
DA: Left dorsal aorta; DAO: Unpaired fused dorsal aorta; D: Ductus; T: Trachea; E: Esophagus; L: Ligamentum
arteriosum. R and L in square boxes mention right and left orientation
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VIDEO 3: Double arch with atresia distal to the left subclavian artery
Axial cine image in a patient with a double aortic arch and atresia distal to the left subclavian artery shows a
relatively symmetric four vessel sign and posterior course of the patent segment of the atretic left arch.

View video here: https://vimeo.com/436621715

VIDEO 4: Type 1 right aortic arch - mirror image branching
Axial cine image in a patient with a right aortic arch and type 1 mirror image branching shows asymmetric
arch branching pattern unlike the four-vessel symmetry of the atretic double arch. Also seen is the anterior
course of the left brachiocephalic artery.

View video here: https://youtu.be/8C4rDIwVp0A

DAA With Atresia Between the Left Common Carotid and Left Subclavian Arteries

Here, the atretic DAA anatomy (Figure 7A) resembles the right aortic arch with an aberrant left subclavian
artery (Figure 7B) (Video 1) [3-4].

FIGURE 7: Double arch with atresia between the LCCA and LSCA -
mimics right arch with the aberrant left subclavian artery
Color diagram (A) shows the atretic cord (yellow) between the left common carotid and left subclavian artery
that completes the vascular ring on the left side. This presentation resembles the right aortic arch with the
aberrant left subclavian artery (B) where there is persistence of the right fourth arch (light green), right dorsal
aorta, and dissolution of the left fourth arch. The left dorsal aorta persists behind the esophagus and gives
rise to the left subclavian artery with evidence of the right ductus and right-sided descending aorta.

III, IV, and VI refer to the third, fourth, and sixth branchial arches.

RSCA: Right subclavian artery; LSCA: Left subclavian artery; MPA: Main pulmonary artery; RPA: Right
pulmonary artery; LPA: Left pulmonary artery; RCCA: Right common carotid artery; LCCA: Left common
carotid artery; Right DA: Right dorsal aorta; Left DA: Left dorsal aorta; DAO: Unpaired fused dorsal aorta; D:
Ductus; T: Trachea; E: Esophagus. R and L in square boxes mention right and left orientation

DAA With Atresia Between the Ductus and Left Subclavian Artery
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In such patients, atresia involves the left dorsal aorta segment between the left ductus and left subclavian
arteries (Figure 8A). This appearance resembles an extremely rare aortic arch anomaly viz. the right aortic
arch with Type 2 mirror image branching (Figure 8B). Differentiation between the right aortic arch with Type
2 mirror image branching and DAA with atresia distal to the left common carotid artery is less relevant
clinically, as both results in the formation of the complete vascular ring [3].

FIGURE 8: Double arch with atresia between left ductus and left
subclavian artery - mimics right aortic arch with Type 2 mirror image
branching
Color diagram (A) shows atresia in the left dorsal aorta segment between the left ligamentum arteriosum and
left subclavian arteries. The vascular ring is completed by the atretic left arch and left ligamentum arteriosum.
Here, the ductus joins the descending aortic diverticulum. This appearance of an atretic double arch
resembles the right aortic arch with Type 2 mirror image branching (B) in which there is dissolution of the left
fourth arch. However, there is persistence of the left dorsal aorta that runs a retroesophageal course and
gives rise to the diverticulum that joins the left ductus completing the vascular ring on the left side.

RH: Right horn of aortic sac; LH: Left horn of aortic sac; RSCA: Right subclavian artery; LSCA: Left
subclavian artery; MPA: Main pulmonary artery; RPA: Right pulmonary artery; LPA: Left pulmonary artery;
RCCA: Right common carotid artery; LCCA: Left common carotid artery; Right DA: Right dorsal aorta; Left
DA: Left dorsal aorta; DAO: Unpaired fused dorsal aorta; Ligament: Ligamentum arteriosum; D: Ductus; T:
Trachea; E: Esophagus. R and L in square boxes mention right and left orientation

Management
DAA is managed by the surgical division of the non-dominant arch in patients with respiratory or esophageal
symptoms [20]. 3D images are helpful to accurately characterize the site of arch dominance, as thoracotomy
is performed on the side of the non-dominant arch. It is also critical during surgery to actively look for the
ductus/ligamentum arteriosum and resect it, as the patient may remain symptomatic if only the arch is
divided and the ductus or ligamentum arteriosum is left intact.

Conclusions
An atretic double aortic arch is an uncommon cause of a complete vascular ring. An echocardiogram is
frequently limited in assessing the atretic double aortic arch and its branches due to the suboptimal window
and dependence on patient cooperation. Non-gated CTA with three-dimensional visualization is an
excellent technique for the visualization of atretic DAA and differentiates it from its close mimics. A
symmetric four-vessel sign at the thoracic inlet, posterior course of a patent segment of the atretic left arch,
and presence of a diverticulum at the descending aorta are the diagnostic clues that differentiate atretic DAA
from the right aortic arch with mirror image branching or the right arch with an aberrant left subclavian
artery.

Additional Information
Disclosures
Human subjects: Consent was obtained by all participants in this study. Conflicts of interest: In
compliance with the ICMJE uniform disclosure form, all authors declare the following: Payment/services
info: All authors have declared that no financial support was received from any organization for the
submitted work. Financial relationships: All authors have declared that they have no financial
relationships at present or within the previous three years with any organizations that might have an
interest in the submitted work. Other relationships: All authors have declared that there are no other
relationships or activities that could appear to have influenced the submitted work.

2020 Priya et al. Cureus 12(7): e9478. DOI 10.7759/cureus.9478 8 of 9

https://assets.cureus.com/uploads/figure/file/130331/lightbox_81d51be0c19011eab81d9f7dfa54d589-FIGURE-6....png


References
1. Suh YJ, Kim GB, Kwon BS, et al.: Clinical course of vascular rings and risk factors associated with mortality .

Korean Circ J. 2012, 42:252-258. 10.4070/kcj.2012.42.4.252
2. Yang Y, Jin X, Pan Z, Li Y, Wu C: Diagnosis and surgical repair of congenital double aortic arch in infants . J

Cardiothorac Surg. 2019, 14:160. 10.1186/s13019-019-0976-x
3. Schlesinger AE, Krishnamurthy R, Sena LM, Guillerman RP, Chung T, DiBardino DJ, Fraser CD Jr:

Incomplete double aortic arch with atresia of the distal left arch: distinctive imaging appearance . AJR Am J
Roentgenol. 2005, 184:1634-1639. 10.2214/ajr.184.5.01841634

4. Priya S, Thomas R, Nagpal P, Sharma A, Steigner M: Congenital anomalies of the aortic arch . Cardiovasc
Diagn Ther. 2018, 8:26-44. 10.21037/cdt.2017.10.15

5. Weinberg PM: Aortic arch anomalies. J Cardiovasc Magn Reson. 2006, 8:633-643.
10.1080/10976640600713756

6. Jeeyani HN, Prajapati VJ, Patel NH, Shah SB: Imaging features of double aortic arch shown by multidetector
computed tomography angiography. Ann Pediatr Cardiol. 2010, 3:169-170. 10.4103/0974-2069.74049

7. Alsenaidi K, Gurofsky R, Karamlou T, Williams WG, McCrindle BW: Management and outcomes of double
aortic arch in 81 patients. Pediatrics. 2006, 118:1336-1341. 10.1542/peds.2006-1097

8. Hanneman K, Newman B, Chan F: Congenital variants and anomalies of the aortic arch . Radiographics.
2017, 37:32-51. 10.1148/rg.2017160033

9. Nagpal P, Agrawal MD, Saboo SS, Hedgire S, Priya S, Steigner ML: Imaging of the aortic root on high-pitch
non-gated and ECG-gated CT: awareness is the key!. Insights Imaging. 2020, 11:51. 10.1186/s13244-020-
00855-w

10. Dillman JR, Attili AK, Agarwal PP, Dorfman AL, Hernandez RJ, Strouse PJ: Common and uncommon
vascular rings and slings: a multi-modality review. Pediatr Radiol. 2011, 41:1440-1490. 10.1007/s00247-011-
2131-2

11. Apfaltrer P, Hanna EL, Schoepf UJ, Reid Spears JR, Schoenberg SO, Fink C, Vliegenthart R: Radiation dose
and image quality at high-pitch CT angiography of the aorta: intraindividual and interindividual
comparisons with conventional CT angiography. AJR Am J Roentgenol. 2012, 199:1402-1409.
10.2214/AJR.12.8652

12. Priya S, Nagpal P, Sharma A, Pandey NN, Jagia P: Imaging spectrum of double-outlet right ventricle on
multislice computed tomography. J Thorac Imaging. 2019, 34:89-99. 10.1097/RTI.0000000000000396

13. Priya S, Ashwath R: Highly atypical double barrel outlet to aorta in double inlet left ventricle, double outlet
right ventricle. J Cardiovasc Comput Tomogr. 2019, [Epub ahead of print]: 10.1016/j.jcct.2019.03.002

14. Priya S, Nagpal P: Four-dimensional virtual reality cine cardiac models using free open-source software .
Pediatr Radiol. 2020, [Epub ahead of print]:10.1007/s00247-020-04758-2

15. Lambert V, Sigal-Cinqualbre A, Belli E, et al.: Preoperative and postoperative evaluation of airways
compression in pediatric patients with 3-dimensional multislice computed tomographic scanning: effect on
surgical management. J Thorac Cardiovasc Surg. 2005, 129:1111-1118. 10.1016/j.jtcvs.2004.08.030

16. Etesami M, Ashwath R, Kanne J, Gilkeson RC, Rajiah P: Computed tomography in the evaluation of vascular
rings and slings. Insights Imaging. 2014, 5:507-521. 10.1007/s13244-014-0343-3

17. Newman B, Schlesinger AE: MR of right aortic arch . Pediatr Radiol. 1996, 26:367-369. 10.1007/BF01395719
18. Hernanz-Schulman M: Vascular rings: a practical approach to imaging diagnosis . Pediatr Radiol. 2005,

35:961-979. 10.1007/s00247-005-1529-0
19. Smith BM, Lu JC, Dorfman AL, Mahani MG, Agarwal PP: Rings and slings revisited. Magn Reson Imaging

Clin N Am. 2015, 23:127-135. 10.1016/j.mric.2014.09.011
20. Backer CL, Mongé MC, Popescu AR, Eltayeb OM, Rastatter JC, Rigsby CK: Vascular rings. Semin Pediatr Surg.

2016, 25:165-175. 10.1053/j.sempedsurg.2016.02.009

2020 Priya et al. Cureus 12(7): e9478. DOI 10.7759/cureus.9478 9 of 9

https://dx.doi.org/10.4070/kcj.2012.42.4.252
https://dx.doi.org/10.4070/kcj.2012.42.4.252
https://dx.doi.org/10.1186/s13019-019-0976-x
https://dx.doi.org/10.1186/s13019-019-0976-x
https://dx.doi.org/10.2214/ajr.184.5.01841634
https://dx.doi.org/10.2214/ajr.184.5.01841634
https://dx.doi.org/10.21037/cdt.2017.10.15
https://dx.doi.org/10.21037/cdt.2017.10.15
https://dx.doi.org/10.1080/10976640600713756
https://dx.doi.org/10.1080/10976640600713756
https://dx.doi.org/10.4103/0974-2069.74049
https://dx.doi.org/10.4103/0974-2069.74049
https://dx.doi.org/10.1542/peds.2006-1097
https://dx.doi.org/10.1542/peds.2006-1097
https://dx.doi.org/10.1148/rg.2017160033
https://dx.doi.org/10.1148/rg.2017160033
https://dx.doi.org/10.1186/s13244-020-00855-w
https://dx.doi.org/10.1186/s13244-020-00855-w
https://dx.doi.org/10.1007/s00247-011-2131-2
https://dx.doi.org/10.1007/s00247-011-2131-2
https://dx.doi.org/10.2214/AJR.12.8652
https://dx.doi.org/10.2214/AJR.12.8652
https://dx.doi.org/10.1097/RTI.0000000000000396
https://dx.doi.org/10.1097/RTI.0000000000000396
https://dx.doi.org/10.1016/j.jcct.2019.03.002
https://dx.doi.org/10.1016/j.jcct.2019.03.002
https://dx.doi.org/10.1007/s00247-020-04758-2
https://dx.doi.org/10.1007/s00247-020-04758-2
https://dx.doi.org/10.1016/j.jtcvs.2004.08.030
https://dx.doi.org/10.1016/j.jtcvs.2004.08.030
https://dx.doi.org/10.1007/s13244-014-0343-3
https://dx.doi.org/10.1007/s13244-014-0343-3
https://dx.doi.org/10.1007/BF01395719
https://dx.doi.org/10.1007/BF01395719
https://dx.doi.org/10.1007/s00247-005-1529-0
https://dx.doi.org/10.1007/s00247-005-1529-0
https://dx.doi.org/10.1016/j.mric.2014.09.011
https://dx.doi.org/10.1016/j.mric.2014.09.011
https://dx.doi.org/10.1053/j.sempedsurg.2016.02.009
https://dx.doi.org/10.1053/j.sempedsurg.2016.02.009

	Atretic Double Aortic Arch: Imaging Appearance of a Rare Anomaly and Differentiation From Its Mimics
	Abstract
	Introduction
	Case Presentation
	FIGURE 1: Double aortic arch with atresia between the left common carotid and the left subclavian artery in a two-year-old male child
	VIDEO 1: Double aortic arch with atresia between the left common carotid and the left subclavian artery in a two-year-old male child
	INTERACTIVE MODEL 1: Atretic double aortic arch
	FIGURE 2: Virtual reality model of a patient with a double arch and atresia between the left common carotid artery and the left subclavian artery

	Discussion
	FIGURE 3: Edwards' hypothetical double aortic arch model and normal left aortic arch formation
	Imaging
	Double aortic arch without or with atresia
	FIGURE 4: Typical imaging clues of the atretic double aortic arch
	VIDEO 2: Volume rendering in a patient with double arch and atresia distal to the left subclavian artery
	FIGURE 5: Right aortic arch branching pattern

	Mimics of the atretic double aortic arch
	FIGURE 6: Double aortic arch with atresia distal to the left subclavian artery: Mimics the right aortic arch with Type 1 mirror image branching
	VIDEO 3: Double arch with atresia distal to the left subclavian artery
	VIDEO 4: Type 1 right aortic arch - mirror image branching
	FIGURE 7: Double arch with atresia between the LCCA and LSCA - mimics right arch with the aberrant left subclavian artery
	FIGURE 8: Double arch with atresia between left ductus and left subclavian artery - mimics right aortic arch with Type 2 mirror image branching

	Management

	Conclusions
	Additional Information
	Disclosures

	References


