
Case report

Large coronary aneurysmmay indicate concomitant asymptomatic huge
thoracic aortic aneurysm
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Simultaneous aneurysms of coronary vessels and aorta were rarely reported with an involvement of abdominal
aorta. Co-incidence of isolated thoracic aortic aneurysm (TAA) and coronary aneurysm is not known. Herein, we
presented a silent TAA presentedwith aortic dissection. Previously performed coronary angiography via right ra-
dial route revealed large coronary aneurysmwith a diameter of 12mm. Ascending aortawas evaluated as normal
sizewith echocardiography. “Clinical intuition”might be the onlyway to seek and detect asymptomatic TAA. Dif-
fuse atherosclerotic coronary heart disease with coronary aneurysm should be an impulse to screen asymptom-
atic aortic aneurysms.
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Introduction

Simultaneous aneurysms of coronary vessels and aorta were rarely
reported with an involvement of abdominal aorta. Co-incidence of iso-
lated thoracic aortic aneurysm (TAA) and coronary aneurysm is not
known. Herein, we presented a silent TAA presented with aortic dissec-
tion which also possesses large coronary artery aneurysm. We think
that, extensive coronary artery atherosclerosis and large coronary aneu-
rysm may strongly indicate silent isolated TAA.

Case report

A 67 year-old male patient admitted emergency department with a
complaint of severe claudication in the right leg. Previously performed
coronary angiography via right radial route revealed large coronary
aneurysm with a diameter of 12 mm (Fig. 1). Ascending aorta was
evaluated as normal size with echocardiography in last presentation.
Computed tomography performed in the final presentation showed a
large dissected 6.6 cm TAA beginning from the osteum of left common
carotid artery and extending beyond the left subclavian artery (Fig. 2).
Dissection flap was began within the aneurysm and extend to right
iliac arteries. Patient had been followed with a diagnosis of CAD for
7 years and coronary angiography performed 7 years ago also

revealed coronary aneurysm. Aortic pathology was progressed si-
lently until dissection formation occurred. Hybrid therapy consisting
of debranching operation and endovascular repair was scheduled for
the patients.

Discussion

Coronary aneurysms are not uncommonwith a frequency of 1–4% in
routine autopsies or coronary angiographies.1–2 Hovewer, giant coro-
nary aneurysms are rarely reported in the medical literature. In adults,
atherosclerosis is a main factor for progression of coronary aneurysms
and clinical presentation can variate.1–2 Diffuse and advanced athero-
sclerotic involvement of coronary vessels are associated with other vas-
cular pathology including aortic diseases.3–4 Aortic aneurysms usually
observed in the elderly men with predominantly abdominal involve-
ment. Advanced atherosclerotic process and weakening of medial
layer are proposed major pathophysiologic mechanism for aortic aneu-
rysm. Abdominal aortic aneurysms (AAA) are frequently associated
with various forms of coronary artery disease. Approximately 80% of pa-
tients with AAAwill have angiographic evidence of atherosclerosis in at
least one coronary vessel and nearly 20% percent of all AAA patients will
have surgically treatable coronary artery disease. Whereas, the inci-
dence of aortic aneurysms among patients with coronary artery disease
(CAD) is 4.4% to 7%.3 Furthermore, significant aortoiliac artery aneurysm
was associatedwith CAD in 90% of patients, while it's prevalencewas di-
rectly correlatedwith the severity of CAD being depicted in 40.2% of pa-
tients with three-vessel disease or more. Multivessel CAD (three-vessel
disease or more), age older than 60 years, and three or more risk factors
were revealed as independent predictors of abdominal vessel stenosis
or aneurysm.

International Journal of the Cardiovascular Academy 2 (2016) 65–67

⁎ Acıbadem University Atakent Hospital, Department of Cardiology, Halkalı Merkez
Mah, Turgut Özal Bulvarı, No:16, 34303, Kucukcekmece, Istanbul, Turkey. Tel.: +90
5053577477; fax: +90 2124044445.

E-mail address: drkarabulut@yahoo.com.
Peer review under responsibility of The Society of Cardiovascular Academy.

Contents lists available at ScienceDirect

International Journal of the Cardiovascular Academy

j ourna l homepage: www.e lsev ie r .com/ locate / i j cac

http://dx.doi.org/10.1016/j.ijcac.2016.05.007

©2016 The Society of Cardiovascular Academy. Production and hosting by Elsevier B.V. All rights reserved. This is
an open access article under the CC BY-NC-ND license (http://creativecommons.org/licenses/by-nc-nd/4.0/).

2405-8181/© 2016 The Society of Cardiovascular Academy. Production and hosting by Elsevier B.V. All rights reserved. This is an open access article under the CC BY-NC-ND license
(http://creativecommons.org/licenses/by-nc-nd/4.0/).

http://crossmark.crossref.org/dialog/?doi=10.1016/j.ijcac.2016.05.007&domain=pdf
http://creativecommons.org/licenses/by-nc-nd/4.0/
http://dx.doi.org/10.1016/j.ijcac.2016.05.007
mailto:drkarabulut@yahoo.com
http://www.sciencedirect.com/science/journal/
www.elsevier.com/locate/ijcac
http://dx.doi.org/10.1016/j.ijcac.2016.05.007
http://creativecommons.org/licenses/by-nc-nd/4.0/


Isolated thoracic aortic aneurysm (TAA) is rare situation and major-
ity diagnosed either incidentally or catastrophic clinical presentation
with dissection or rupture. Association of CAD and coronary aneurysm
with TAA was not well-defined.5 In addition, simultaneous aneurysms
of coronary vessels and aorta were rarely reported with an involvement
of abdominal aorta. Co-incidence of isolated TAA and coronary aneu-
rysm is not known. We thought that, extensive coronary artery athero-
sclerosis and large coronary aneurysm may strongly indicate silent
isolated TAA. Further epidemiologic studies may clarify our speculation.

Conclusion

Thoracic aortic aneurysm usually progress without symptom which
make difficult to earlier definite diagnosis. “Clinical intuition” might be
the only way to seek and detect asymptomatic TAA. Large coronary
aneurysms are usually associated with diffuse and accelerated athero-
sclerotic process which may indicate concomitant silent TAA. Routine
screening of such patient facilitate earlier diagnosis of TAA and prevent
mortal complication including dissection and rupture.

Fig. 1. Large coronary aneurysm extending between distal left main coronary artery and proximal left anterior descending artery.

Fig. 2. Computed tomographic aortography showing huge dissected thoracic aortic aneurysm.
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