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GIANT PULMONARY ARTERY
ANEURYSM, CALCIFIC
PULMONARY AND AORTIC
STENOSIS AND ABNORMALLY
ORIGINATING RIGHT
CORONARY ARTERY ALL
TOGETHER IN AN OLD
WOMAN

We report the case of a 63-year-old woman with giant pulmonary
artery aneurysm, calcific pulmonary and aortic stenosis and abnor-
mally originating right coronary artery all together.

Key Words: Giant pulmonary artery aneurysm, calcific pulmonary-
aortic stenosis and abnormally originating right coronary artery

OZET

Dev Pulmoner Arter Anevrizmasi, Kalsifik Pulmoner ve Aort
Darhg1 ve Anormal Cikish Sag Koroner Arter Anamlilerinin
Hepsinin Bir Arada Oldugu Yash Bir Kadin Hasta

63 yasinda kadin hastada dev pulmoner arter anevrizmasi, kalsifik pul-
moner ve aort darlig1 ve anormal ¢ikislt sag koroner arter anamlilerinin
hepsinin bir arada oldugu bir olguyu rapor ediyoruz.

Anahtar Kelimeler: Dev pulmoner arter anevrizmasi, kalsifik pul-
moner-aort darlig1 ve anormal ¢ikisl sag koroner arter

INTRODUCTION
ﬁ neurysms of the pulmonary artery (PAA) are rare, and

their natural history is not well understood and there is

no definitive therapeutic approach. We report the case
of a 63-year-old woman with giant pulmonary artery ane-
urysm, calcific pulmonary and aortic stenosis and abnormally
originating right coronary artery all together.

CASE

A 63-year-old woman presented to our hospital with the history
of exertion dyspnea and chest discomfort (NYHA class-II) for
two years. Her medical history was marked by non-insulin de-
pendent diabetes mellitus and hypertension for 20 years. She
had undergone cardiac catheterization 35 years previously, but
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there was no information about mdication and
results of catheterization. Blood pressure was
140/90 mm Hg, pulse rate 95 beats/min, and
respiratory rate 16 breaths/min. Grade 3/6
systolic murmurs were heard at the left and
right border of the sternum. S1 was normal,
and S2 was soft heard. There was no stigma of
connective tissue and infectious diseases. ECG
revealed atrial fibrillation with rate of 110 be-
ats/min, right bundle branch block and biven-
tricular hypertrophy. On chest radiography, left
hilar mass indicating dilation of the left pulmo-
nary artery was detected (figure-1).

Figure-1: On chest radiography, left hilar mass
indicating dilation of the left pulmonary artery
was detected.

Transthoracic echocardiography revealed cal-
cific severe pulmonary valve stenosis (maxi-
mum gradient: 97 mmHg, mean gradient: 47
mmHg), 8 cm in diameter aneurysm involving
the entire main pulmonary artery and the proxi-
mal branches (figure-2)

sgvere aortic valve stenosis(maximum gradi-
ent:95 mmHg, mean gradient:66 mmHg), left
ventricular concentric hypertrophy (thickness
of interventricular septum in diastole:14 mm,
thickness of posterior wall in diastole:13 mm),
normal left and right ventricular sizes, with
preserved systolic functions. Aortic valve was
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Figure-2: On TEE aneurysm involving the
entire main pulmonary artery and the proximal
branches.

tricuspid and calcific. Magnetic resonance an-
giography with gadolinium enhancement con-
firmed the presence of a giant pulmonary ar-
tery aneurysm (with 8 cm transverse diameter,
11.5 ¢cm antero-posterior diameter), and normal
diameter of aorta (figure-3).

Figure-3: Magnetic resonance angiography
with gadolinium enhancement confirmed the
presence of a giant pulmonary artery aneurysm
(with 8 cm transverse diameter, 11.5 cm antero-
posterior diameter), and normal diameter of
aorta

Cardiac catheterization revealed a 43 mmHg
peak-to-peak gradient across the pulmonary
valve and 55 mmHg systolic pulmonary artery
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pressure. Oximetric study revealed no left-to-
right shunt. Coronary angiogram revealed that
right coronary artery originated from left sinus
valsalva, with only non-critical plaques. We
suggested operation because of symptomatic
severe aortic and pulmonary stenosis, but pati-
ent refused operation. She remained alive at fo-
ur-month follow-up and asymptomatic except
exertion dyspnea.

DISCUSSION

Aneurysms of the pulmonary artery are uncom-
mon. Deterling and Clagett reported only eight ca-
ses in a review of 109.571 necropsies [1]. Pulmo-
nary arterial aneurysm has been described in pati-
ents with persistent ductus arteriosus, ventricular
septal defect, atrial septal defect, and transpositi-
on of the great arteries with ventricular septal de-
fect, where the pulmonary circulation may have
considerable volume and pressure overload [1]. It
is also associated with connective tissue disorders
such as Marfan syndrome, Ehlers-Danlos syndro-
me, systemic vasculitides including Behcet's di-
sease and giant cell arteritis [2,3]. Other causes
are atherosclerosis, degenerative changes of the
elastic media, especially cystic medial necrosis,
vasculitis, hypertension, trauma, arterio-venous
communication, and pulmonary valve stenosis and
infection including syphilis, bacterial endocarditis,
tuberculosis [4.5]. Due to lack of systemic and in-
fectious disorder, we think that pulmonary valve
stenosis may be possible reason of PAA.

The natural history of low pressure PAA is unk-
nown yet. Progression to dissection or rupture in
the setting of severe pulmonary arterial hyperten-
sion, and congenital left to right shunts was docu-
mented [1.6]. Similarly, evidence of progression
to arterial wall dissection and rupture has been do-
cumented in patients with connective tissue disor-
ders [7]. Wall stress, the most important determi-
nant of progression to rupture, is directly propor-
tional to the pressure and radius of the vessel wall
and is inversely proportional to the wall thickness
according the Laplace law [8]. Our patient reac-
hed 63 years old in despite of severe pulmonary
valve stenosis, significant pulmonary hypertensi-
on, and giant diameters of PAA. This case confir-
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med why the line between surgical and medical
treatment 1s indefiniteness.

We could find no case like ours in literature, and
this may be the first case of calcific aortic and pul-
monary valves stenosis, and giant PAA, and coro-
nary artery anomaly all together in an old patient.
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