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Resim 4. Saij internal karotis artere stent yerlestir-
ilmesi ve darlikta diizelme

Resim 5. Kirmizi kan hiicreleriyle (ok baslar) bir-
likte goriilen koruma cihazinin yiizeyindeki ko-
lesterol kristalleri (oklar)
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Resim 6. Koruma cihazinin liimeninde bazi alanlarda
tas tarlasi goriiniimiinde kolesterol kristalleri (oklar)
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A case of multiple ascending aorta
and aortic arch thrombi

causing simultaneous cerebral and
peripheral embolism

Es zamanli serebral ve periferik emboli
olusturan assandan aort ve aortik arkus
orijinli coklu trombus olgusu

A 62-year-old man was admitted with left arm ischemia and
unconsciousness for 6 hours. His blood pressure was 150/80 mmHg;
his heart rate was 90 beats/min. His left arm pulses were deficient and
he had no pathologic reflexes. He responded to the painful stimuli.
Electrocardiogram, transthoracic echocardiography and chest
radiography were normal. Contrast enhanced computed tomographic
(CT) angiography showed multiple ascending aortic and arcus
pedunculated thrombus (Fig. 1). He was operated using right axillary
artery cannulation and selective antegrade cerebral perfusion
(28°C, 12 minutes under 800ml/min flow). Oblique aortotomy was
extended to the lesser curvature of aorta. There were multiple
pedunculated aortic thrombi adhered to the ascending aorta and
arch. The aortic wall was normal, so the thrombi were evacuated (Fig.
2) and aorta was closed primarily. Brachial embolectomy was done
afterwards. Histological evaluation of the evacuated material
revealed thrombus. Unfortunately, the patient was lost on the second
postoperative day due to sudden hypotension unresponsive to treatment.

Thrombi of the aortic arch are infrequent causes of systemic
emboli (1-3). Atherosclerosis, dissection, trauma, malignancy, and
coagulopathies have been associated with aortic mural thrombi (3).
Intraluminal thrombus may be located in the ascending aorta, even without
extensive atherosclerotic plaques (4). In our patient, aortic thrombus
originated from aortic tissue free from atherosclerosis. But, it was repor-
ted that many patients have aortic atherosclerosis complicated by clot
formation. Young patients have extensive clot formations floating in the
aorta, without transesophageal echocardiographic evidence of profuse
atherosclerosis but with a history of embolic events. Thrombosis of the
aortic arch was discussed to appear to be a variant form of aortic
atherosclerotic disease associated with arterial embolism in young
patients (5). The presented case is the first case with both peripheral
and cerebral embolism due to both ascending and arcus aorta thrombi.
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Figure 1. Axial (a), sagittal (b), and coronal (c)
slab computerized tomography images created
with MinIP show multiple intraaortic thrombi
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Figure 2. View of evacuated aortic thrombi
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Thrombosed giant right '&
coronary artery aneurysm

Tromboze olmus dev sag koroner arter anevrizmasi

A 50-year-old male patient, without previous history, presented
with prolonged precordial pain following moderate exercise. He was
transferred to a local hospital, where acute coronary syndrome (ACS)
was diagnosed and was treated with conventional (aspirin,
B-blockers, nitrates, heparin) treatment. His recovery was
uncomplicated and he left the intensive care unit 48 hours later. He was
discharged from the hospital 7 days later and the following
treatment was prescribed: B-blocker, angiotensin converting enzyme
inhibitor, statin, and aspirin. The patient was a smoker (60 packs per
year), presented dyslipidemia and had no positive family history of
coronary artery disease. After his release from the hospital, he was
admitted to our hospital for cardiac catheterization without any
symptoms. He was hospitalized as planned, two weeks following the
ACS and underwent coronary angiography.

Coronary angiography showed normal left main coronary artery,
left anterior descending artery and left circumflex artery. The
right coronary artery (RCA) was totally occluded, with a mass at
proximal segment (Fig. 1, 2. Video 1, 2. See corresponding video/movie
images at www.anakarder.com). Transthoracic and transesophageal
echocardiography showed no abnormalities of cardiac valves or con-
tractile function and the ascending aorta as well.

The patient was then transferred to radiodiagnostic unit to
investigate this mass with multislice computed tomography (MSCT) (Fig. 3.
Video 3. See corresponding video/movie images at www.anakarder.com)
and cardiac magnetic resonance imaging (MRI) (Fig. 4. Video 4. See
corresponding video/movie images at www.anakarder.com). Blood
examination and chest X-ray showed no significant pathological
findings. For certain diagnosis and treatment, surgical resection of the
mass was our preferred treatment modality, with the agreement of
cardiovascular surgery department. As the patient refused the
surgical intervention; a course of conservative treatment was
decided upon and it was recommended that the patient follows a
pharmaceutical treatment. Follow-up MSCT was planned at the end of
six months and the patient was discharged.

Coronary artery aneurysm is an abnormal dilatation of focal or
diffuse segments of coronary artery. The incidence of coronary
aneurysm among coronary artery disease is about 1.5% to 5% (1-3). It
may be congenital, or secondary to other diseases, such as
atherosclerosis, trauma, previous coronary intervention, mycotic
emboli, Kawasaki's disease or systemic lupus erythematosus (4). In this
case, our patient presented with ACS. Coronary angiography
displayed total occlusion of the RCA and a giant aneurysm. Abnormal
flow pattern in the aneurysm may lead to thrombus formation with

Figure 1. Selective right coronary angiography
shows that the right coronary artery is totally
occluded from the beginning and a residual trace of
contrast agent in the entrance of giant aneurism

Figure 2. Right anterior oblique view of coronary
angiogram shows a giant right coronary artery
aneurysm at the proximal portion



