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Summary
The authors present a case of acute coronary syndrome 
caused by a covered rupture of the aorta compressing the 
left main coronary artery. The cause of the rupture was lat-
er revealed to be a giant cell aortitis in a patient who had 
no other symptoms and was not known for giant cell arteri-
tis.

Case description

A 78-year-old man, known to have hypertension, presented
to the emergency department with stabbing, transfixing
chest pain, evolving over the past 2 days. On examination,
blood pressure was elevated at 171/96 mm Hg and there
was a holosystolic murmur on cardiac auscultation. The
electrocardiogram showed ST-segment elevation in aVR

combined with ST-segment depression of >1 mm on in-
fero-lateral leads V4–V6 and DI, DII and aVL suggestive
of left main coronary artery stenosis (fig. 1) and ultra-sen-
sitive troponin was elevated at 876 ng/l (reference range
<18 ng/l).

The patient was diagnosed with an acute coronary syn-
drome and transferred for urgent angiography. Coronary
angiography confirmed a critical stenosis of the left main
coronary artery (fig. 2 – panel A) but when the interven-
tional cardiologist tried to reposition the catheter in the left
main coronary artery for stenting, an injection of contrast
revealed an adjacent structure. At this point the operator
proceeded to aortography, which showed this structure to
be an aneurysm of the ascending aorta compressing the left
main coronary artery (fig. 2 – panel B) and responsible for
the identified stenosis.

The patient was taken immediately into surgery. Sternoto-
my exposed a covered rupture of the aorta compressing the
left main coronary artery, as well as a haemopericardium.
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Figure 1: : ECG showing a left main coronary artery stenosis pattern.

Figure 2: : Coronary angiography showing left main coronary artery stenosis (panel A) and aortic aneurysm compressing the origin of the left
main coronary artery (panel B).
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A Bentall procedure with hemiarch replacement was per-
formed and the patient’s aorta was sent for analysis. Histol-
ogy of the patient’s aorta was compatible with a giant cell
aortitis (fig. 3 – panels C and D).

The patient had no history suggestive of giant cell arteritis
and presented no other symptoms of the disease. A full
vascular work-up with magnetic resonance imaging an-
giography and ophthalmological examination revealed no
other affected arteries. He progressed well under treatment
with corticosteroids.

Discussion

Giant cell arteritis is a systemic vasculitis that can affect
large- and medium-sized arteries with an incidence of
15–33 cases per 100,000 persons aged >50 years [1].

The incidence of aortic involvement has been described to
be between 20% and 40% [2, 3] and only 1% to 6% will
present with aortic dissection or rupture [1, 4].

Our patient was not known to have giant cell arteritis and
the initial presentation was in the form of aortic rupture.
Patients with large artery complications often have few of
the usual symptoms of giant cell arteritis, causing the di-
agnosis to be overlooked, as was the case with our patient.
Furthermore, aneurysm size has been shown not to predict
aortic dissection or rupture [5].

In conclusion, this case describes a giant cell aortitis pre-
senting as a covered rupture of the aorta diagnosed at
coronary angiography. The patient's anamnesis and clinical
findings were suggestive of aortic disease, but an urgent
coronary angiography was performed owing to an
ECG suggestive of high-risk acute coronary syndrome and

elevated cardiac enzymes. This illustrates the need to cor-
rectly identify the patients in whom immediate primary
percutaneous coronary intervention is needed, and those
who would benefit from previous screening with echocar-
diography and/or computed tomography (CT). If echocar-
diography and/or CT scan are not available or were not
performed in the emergency department, ventriculography
before the coronary intervention can also provide useful in-
formation for the differential diagnosis.
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Figure 3: : Aortic wall with haematoxylin and eosin stain at 40× magnification (panel C) and 200× magnification (Panel D) showing lympho-
plasmocytic chronic inflammation in the external media and the adventitia associated with a histiocyte and giant cell infiltrate that delimits
necrosis areas in the media.
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