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Huge Thoracic Aortic Aneurysm Presenting with 
Jaundice: A Case Report
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Introduction: Thoracic aortic aneurysms (TAA) are encountered frequently in the emer-
gency department with an obscure presentation. Most of these aneurysms are incidentally 
discovered while doing routine imaging studies. This report describes a case of unusual 
presentation of TAAs.
Case Presentation: A 37-year-old male presented to the emergency department with 
jaundice, shortness of breath, abdominal swelling, and lower limb edema, which worsened 
during the previous month. The patient was worked up and diagnosed with an ascending 
aortic aneurysm measuring 6.9 cm associated with severe aortic insufficiency and heart 
failure.
Conclusion: TAA is a life-threatening condition with indistinct signs and symptoms. A high 
index of suspicion and early implementation of radiological studies are prerequisites to reach 
a diagnosis.
Keywords: ascending aortic aneurysm, thoracic aortic aneurysm, clinical presentation, 
jaundice, transthoracic echocardiography

Background
Thoracic aortic aneurysms are often silent.1–4 Their diagnosis usually follows 
a pathway in which a radiological study is being performed for a different reason, 
and the aneurysm is discovered coincidentally.5 The etiology of aneurysmal forma-
tion is incompletely understood.6 Most aortic aneurysms are caused by degenera-
tive, infectious, or genetic conditions that weaken the aortic wall.6 Symptomatic 
aortic aneurysms may manifest as chest pain, discomfort, a new cardiac murmur, or 
more drastically as heart failure, aortic dissection, or rupture.6 It is estimated that 
21% of patients suffering from acute aortic syndromes die before reaching the 
hospital.2 Jaundice is mainly caused by choledocholithiasis, carcinoma of the head 
of the pancreas, biliary strictures, pancreatitis, and sclerosing cholangitis.7 Jaundice 
is a rare presentation of abdominal aneurysms due to obstruction to the biliary tree.7 

CT or MRI confirms the diagnosis of aortic aneurysms.6 Intervention by surgery or 
percutaneous technology is indicated when the size of the aneurysm reaches 
a threshold where the risk for developing complications according to the natural 
history of the disease is significant.6,8

Case Presentation
A 37-year-old man who smokes but denies any previous medical illness was referred 
to Prince Sultan Cardiac Center complaining of worsening shortness of breath, 
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especially during exertion, abdominal swelling, and lower 
limb edema. He has no family history of connective tissue 
disorders. Upon examination, the patient looked tired, jaun-
diced, and unable to lie flat on the bed. The patient was 
afebrile. His heart rate was 113 beats per minute, his blood 
pressure was 101/70 mmHg, and he saturated 97% on room 
air. On chest auscultation, there was an audible diastolic 
murmur all over the chest. The abdominal exam was unre-
markable, and there was bilateral pitting edema up to the 
shaft of the leg. Laboratory investigations showed the fol-
lowing: hemoglobin of 13 g/dl, normal platelet count, ele-
vated liver enzymes with AST of 843 U/L (Normal: 0–32 U/ 
L), ALT 1766 U/L (Normal 0–41 U/L), total bilirubin of 290 
umol/L (Normal: 0–21 umol/L), and direct bilirubin of 200 
umol/L (Normal: 0–3.4 umol/L). Creatinine was also ele-
vated at 120 umol/L (Normal: 62–106 umol/L). The coagu-
lation profile was abnormal, with INR 2.15 sec., while 
cardiac enzymes were within normal. The patient’s chest 
x-ray showed an enlarged cardiac silhouette (Figure 1). 
The abdominal ultrasound was normal. The patient had 
transthoracic echocardiography (TTE), which showed 
severely reduced ventricular function with an ejection frac-
tion of about 25%, dilated both ventricles, a bicuspid aortic 
valve with severe regurgitation, dilated inferior vena cava, 
congested liver, and an ascending aortic aneurysm with 
a maximum diameter of 6.9 cm (Figure 2). CT scan with 
contrast further delineated the aneurysm and its extension 

into the distal aorta, which was only confined to the ascend-
ing aorta (Figure 3). Following an urgent heart team discus-
sion, the patient was admitted to the intensive care unit for 
close observation and started on intravenous inotropes to 
support his circulation and optimize his condition for sur-
gery. His blood pressure was maintained at less than 120 
mmHg, and his heart rate was sustained to 55 beats 
per minute. The patient underwent a modified Bentall pro-
cedure in the second week of admission. The surgery was 
uneventful, and the patient was discharged home one week 
post-surgery. Tissue pathology showed degenerative 
changes only. The follow-up echo four weeks later 

Figure 1 Chest X-ray showing enlarged cardiac silhouette with cardiothoracic ratio 
of 70%, and mild pulmonary congestion.

Figure 2 Transthoracic echocardiography; (A) parasternal long axis view showing 
an ascending aortic aneurysm (#) and (B) subcostal view showing dilated inferior 
vena cava (**) and congested liver (***).
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demonstrated improvement in overall cardiac function, and 
the patient reported significant symptomatic improvement.

Discussion
An aneurysm can generally be defined as the enlarge-
ment of a blood vessel to more than 150% of the 
diameter expected for gender, age, and weight.4 

Although the true prevalence of TAAs is unknown, it 
is estimated to have an incidence of at least 5–10 per 
100,000 person-years.5,9 More than half of these aneur-
ysms are in the ascending aorta followed in frequency 
by the descending thoracic aorta. Less than 10% are 
confined to the aortic arch.5 Atherosclerosis along with 
its risk factors, connective tissue disease (eg, Marfan 
syndrome), and abnormalities of the aortic valve (eg, 
bicuspid aortic valve) are strongly associated with the 
development of ascending aortic aneurysms, but spora-
dic cases have also been reported.10,11

The majority of TAAs are asymptomatic, and identify-
ing a patient with them represents a true challenge to 
health care providers.4,5 TAA can be encountered during 
a routine radiological examination, as an acute presenta-
tion with dissection, as a part of screening the relative of 
a patient with a known aneurysm, or as a part of a known 
congenital cardiac defect.1 Frequently reported symptoms 
of thoracic aortic aneurysm include dyspnea, cough, dys-
phagia, hoarseness of voice, claudication, cerebrovascular 
events, as well as chest, abdominal, or back pain.11 Other 

unusual presentations of thoracic aneurysms reported in 
the literature include erosion of the overlying skin and 
sternum, rupture into the esophagus, compression 
and invasion of the pulmonary artery, superior vena cava 
syndrome, and recurrent laryngeal and phrenic nerve 
palsy.12–15,17,18 The most common causes of jaundice are 
choledocholithiasis, biliary strictures, carcinoma of the 
head of the pancreas, pancreatitis, and sclerosing 
cholangitis.7 Jaundice has been reported in the literature 
as a rare presentation of abdominal aortic aneurysm (not 
TAAs) because of compression and obstruction of biliary 
ducts.16 Right ventricular failure may precipitate liver 
congestion, while congestion reduces hepatic blood flow, 
decreases arterial oxygen saturation, and increases hepatic 
venous pressure.19 Laboratory abnormalities include ele-
vated serum aminotransferase level to two to three times 
the upper limit of normal and hyperbilirubinemia.19 In our 
case, the patient developed biventricular failure, which 
resulted in hepatic congestion, and consequently, jaundice.

Unrecognized aneurysms risk rupture and dissection, 
which carry higher morbidity and mortality burden.18 To 
diagnose these aneurysms, the clinical history should be 
focused on the symptoms, risk factors, family history, 
and followed by detailed physical examination looking 
for signs of aneurysmal dilatation or its complications.11 

Aortic imaging with echocardiography, computed tomo-
graphy angiography, and magnetic resonance angiogra-
phy remain the cornerstone to diagnose aortic 
aneurysms.11 Screening with transesophageal echocar-
diography is reasonable to evaluate the aorta in predis-
posed populations (eg, connective tissue disorders, 
bicuspid aortic valve, or screening first-degree relatives 
of patients with TAA). There is no recommendation for 
screening the general population.5 Blood pressure control 
is the cornerstone of nonsurgical management of small 
uncomplicated aneurysms.18 The significant determinants 
for intervention are the size of the aneurysm, rate of 
expansion, and associated conditions.11 Aneurysms are 
repaired when the risk of rupture exceeds the risk of 
repair.5

Conclusion
The presentation of TAAs can be obscured. Focused clin-
ical history, physical examination, and early implementa-
tion of diagnostic imaging aid in early recognition and 
management of aneurysms and avoid significant morbidity 
and mortality.

Figure 3 CT chest axial view showing a huge ascending aortic aneurysm (*).
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Abbreviations
TAA, thoracic aortic aneurysm; CT, computed tomogra-
phy; MRI, magnetic resonance imaging; AST, aspartate 
aminotransferase; ALT, alanine aminotransferase; TTE, 
transthoracic echocardiography.
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