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Abstract

Introduction

Coarctation the aorta is typically thought to be a childhood disease and very rarely present in adults. However,
emergency medicine physicians must keep a broad differential diagnosis when faced with a young or elder patient
with signs and symptoms of acute congestive heart failure.

Case Report

We report a case of a previously healthy male patient who presented to the emergency department with sudden
onset of palpitation and ascending pain through lower extremities associated with giddiness and headache. The
patient was examined and diagnosed with coarctation of the aorta. Management with interventional procedure was
done and patient improved with symptomatic relief.

Discussion

Coarctation of the aorta in adults are asymptomatic until an insidious injury occurs and will typically present
with rare complains.

Conclusion

This case demonstrates the importance of considering advanced imaging as a useful diagnostic tool and
importance of early interventional procedure to improve outcome of the patient.

Keywords: Gourd shaped appearance; Post stenotic dilation; Percutaneous catheter balloon dilation with stent
placement; Blood pressure difference between the upper and lower extremities and pulse delay; Case report.
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INTRODUCTION

Coarctation of the aorta is narrowing or
constriction of the lumen of the aorta may occur
anywhere along its length but its most common
distal to origin of the left subclavian artery near
the insertion of the ligamentumarteriosum.
Coarctation occurs in 7% of patients with coronary
heart disease, is more common in males than
females, and is particularly frequent in patients
with gonadal dysgenesis (e.g. Turner’s syndrome).!
Aortic coarctation presenting during adult life
most frequently represents cases of recoarctation
following previous transcatheter or surgical
therapy, or missed cases of native coarctation.’
Clinical manifestations depend on the site and
extent of obstruction and the presence ofassociated
cardiac anomalies, most commonly a bicuspid
aortic valve.

CASE REPORT

A 44 year old male present to emergency
department with complain of sudden onset of
palpitation and ascending pain through lower

Investigations
* Electrocardiogram (ECG):
T wave inversion in lead I, I, aVL, v2-v6.
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extremities associated with one episode of giddiness
and headache for the last two hours. Patient has no
co-morbidities and no significant past medical or
surgical history.

On Examination

* Temperature: 98.6 degree Fahrenheit
* Heart Rate: 68/ minute

* Left radial pulse is slightly weaker than right
radial pulse

* Delayed pulsation of femoral arteries
* Blood Pressure:

* On left hand: 140/80 mmHg

* Onright hand: 170/100 mmHg

* Oxygen saturation: 98% without oxygen
support

* Random Blood Sugar: 116 mg/dl

* Cardiovascular system: Normal S1 and S2 is
heard

* Respiratory system: Chest clear with bilateral
normal vesicular breath sound

¢ Per abdomen: Soft and non-tender

* Central nervous system: No focal neurological
deficits
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12 Lead ECG - T wave inversion in Lead LII,aVL,V2-V6
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* Higher Sensitive Troponin I:
Positive 79.3 ng/L (Normal: 28.9 - 39.2)
e Portable Bed Side 2D ECHO Screening:

In suprasternal window: Descending aortic
constriction located distal to the left subclavian
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artery presents a gourd shaped appearance.

e (T Aortogram:

Coarcted segment is seen after the origin
of left subclavian artery with post stenotic
dilation. Collaterals are seen draining into the
descending aorta.

Coarcted segment and Post stenotic dilation

MANAGEMENT

Patient was given a single dose of diuretics
(Furosemide 40 miligram intravenous) in the
emergency department and shifted to ICU and then
taken for percutaneous catheter balloon dilation
with stent placement. Patient tolerated surgery
very well. Patient improved symptomatically and
was discharged with oral medications.

DISCUSSION

Coarctation of the aorta in adults accounts for
0.2% of all hypertension cases in adults.? Mostly,
adults with coarctation are asymptomatic until an
insidious injury occurs and will typically present
with acute heart failure, spinal complications,
hypertensive crisis or aortic complications.*

Aortic coarctation manifests as childhood
hypertension, lower extremity fatigue or weakness,
diminished lower extremity pulses and/or
congestive heart failure. Diagnosis is usually based

on clinical suspicion and physical findings.” The
latter include blood pressure difference between
the upper and lower extremities and pulse delay.

Most children and young adults with isolated,
discrete coarctation are asymptomatic. Headache,
epistaxis, chest pressure and claudication with
exercise may occur and attention is usually directed
tothe cardiovascular system when a heart murmur
or hypertension inthe upper extremities and
absence, marked diminution or delayedpulsations
in the femoral arteries are detected on physical
examination.Enlarged and pulsatile collateral
vessels may be palpated in theintercostal spaces
anteriorly, in the axillae or posteriorly in the
interscapulararea. The upper extremities and
thorax may be more developed than the lower
extremities.!

A midsystolic murmur over the left inters
capular space may become continuous if the lumen
is narrowed sufficiently to result in a high velocity
jet across the lesion throughoutthe cardiac cycle.
Additional systolic and continuous murmurs
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overthe lateral thoracic wall may reflect increased
flow through dilated andtortuous collateral
vessels.!

The ECG wusually reveals Left Ventricular
hypertrophy. Chest x-ray may show a dilated
left subclavian artery high on the left mediastinal
border and a dilated ascending aorta. Indentation
of theaorta at the site of coarctation and pre
and post stenotic dilatation (the "3" sign) along
the left paramediastinal shadow is essentially
pathognomonic.!

Management of previously undiagnosed
coarctation of aorta in adults varies based primarily
on the stability of the patient and severity of the
lesion. Cardiac catheterization was once frequently
used for the diagnosis of coarctation of aorta but
is now reserved for therapeutic interventions.® The
American college of Cardiology and American
Heart Association recommended intervention in
adults with coarctation of aorta in the following
settings: when a peak to peak coarctation gradient
greater or equal 20 mg or peak to peak coarctation
gradient less than 20 mg with imaging evidence of
significant coarctation and radiographic evidence
of collateral flow.”

Late post-operative systemic hypertension in the
absence of residual coarctation is related partly to
the duration of preoperative hypertension. Follow
up of rest and exercise blood pressure is important;
may have systolic hypertension only during
exercise, in part due to a diffuse vasculopathy
and to noncompliance of the stented or surgically
reconstructed region. All operated or stented
coarctation patients deserve a high quality MRI or
CT procedure in follow up.!

Death in these patients is usually due to heart
failure, coronary artery disease, aortic rupture/
dissection, concomitant aortic valve disease,
infective endarteritis/endocarditis, or cerebral
haemorrhage.®

CONCLUSION

Coarctation of the aorta, considered among the
most care providers as a paediatric issues, can
present at any age. In adult patients there can be
a little evidence of the pathology until the need
for emergent care. Thought this disease process
is seen infrequently at best, it is important for the
practising doctors to use the physical examination
skills learned early in their education,as specially
to check blood pressure and pulse in all four limbs
independently and also importance of considering
advanced imaging as a useful diagnostic tool.
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Abbreviation

1. e.g.=exempli gratia

2. mmHg = millimeters of mercury

3. mg/dl =Milligrams per decilitre

4. ng/L =Nanograms per liter

5. 1ICU = Intensive Care Unit

6. CT = computed tomography

7. MRI = Magnetic resonance imaging
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