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Abstract  Case Report 
 

Coarctation of the aorta is a congenital narrowing of the aorta, located just below the emergence of the left subclavian 

artery. It is often discovered at birth, but can be later diagnosed when dealing with a resistant arterial hypertension. We 

report the case of a 45-year-old male admitted to the emergency department for a hypertension emergency, in whom 

the diagnostic work up found an aortic coarctation. A percutaneous treatment made it possible to control the arterial 

hypertension. 
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INTRODUCTION 
Coarctation of the aorta is a common birth 

defect (5 to 8% of congenital heart disease). It is an 

aortic stenosis located preferentially at the level of the 

isthmus below the emergence of the left subclavian 

artery. Aortic coarctation is usually diagnosed during 

infancy, but can go undiagnosed until old age and only 

present as hypertension if the clinical signs are 

overlooked.  

 

CASE REPORT 
We report the case of a 45-year-old male with 

history of cataract surgery on both eyes, under medical 

therapy for high blood pressure for 12 years. His blood 

pressure levels were uncontrolled under amlodipine, 

valsartan and hydrochlorothiazide. He was admitted to 

the emergency department for recent occipital 

headache, which was resistant to the usual analgesic 

treatments. The patient also complained from dizziness, 

tinnitus and visual fog. Physical examination found 

high blood pressure of 220/110 mmHg in both arms and 

the auscultation revealed a 5/6 systolic murmur at the 

left border of the sternum. Femoral pulses were slightly 

decreased and the rest of the clinical examination was 

unremarkable. 

 

The electrocardiogram showed a sinus rhythm 

at 78 beat per minute, a left ventricular hypertrophy and 

no axis displacement or repolarization anomaly. Chest 

radiography showed an erosion of the lower edge of the 

ribs. We carried out a complete work up to search for a 

resistant hypertension etiology. Transthoracic 

echocardiography showed concentric left ventricular 

hypertrophy with good systolic function, dilated left 

atrium and an ascending aorta of normal dimensions. 

Computed tomography angiography (CTA) revealed a 

short stenosis at the level of the aortic isthmus with 

thoracic and epigastric collateral circulation (figure 1).  

 

The patient underwent percutaneous 

angioplasty with stent implantation at the level of the 

coarctation. After a 10 months follow-up, blood 

pressure is controlled at 130/80 mmHg under anti-

hypertensive monotherapy.  
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Figure 1: CTA showing aortic coarcation 

 

DISCUSSION 
Coarctation of the aorta is a congenital 

narrowing of the aorta, located just below the 

emergence of the left subclavian artery, marking the 

beginning of the descending thoracic aorta. It is 

considered simple when alone, and complex in the 

presence of associated anomalies such as a congenital 

heart disease (bicuspid aortic valve, sub-aortic stenosis 

...), an aneurysm of the Willis polygon or a retro-

esophageal subclavian artery. 

 

This pathology is often discovered at birth by 

systematic palpation of the femoral pulses, but can be 

later diagnosed in older children or even adults in the 

case of high blood pressure in 10-15% of cases. 

Unoperated patients generally die before the age of 50 

due to high blood pressure complications, early 

coronary artery disease and aneurysm formation below 

or above the coarctation [1-3].  

 

High blood pressure is the most common 

telltale sign. There is a blood pressure gradient between 

the upper and lower limbs that can be attenuated by the 

presence of a collateral circulation. Pulse at the lower 

limbs is decreased or absent. An ejection systolic 

murmur may be heard best at the left or right upper 

sternal borders, but is usually heard best over the back 

in the left interscapular region. CTA or magnetic 

resonance angiography should be carried out first. They 

make the diagnosis and describe the exact location, 

diameter and length of the narrowed segment.  

According to guidelines, only coarctations 

responsible for a pressure gradient greater than 20 

mmHg at rest and 40 mmHg at exercise should be 

treated [4]. Two options are available, surgery or 

endovascular treatment by angioplasty. The choice of 

intervention should be determined by a 

multidisciplinary team experienced in treating patients 

with congenital heart disease and is dependent on the 

underlying morphology, age of the patient, and the 

presence or absence of other cardiac lesions [4-6]. 

Recoarctations and aneurysms are the main post-

operative complications. In addition, the risk of 

persistent hypertension increases with age and reaches 

40% beyond 40 years [7, 8]. The long-term survival rate 

of patients operated at an adult age is significantly 

lower than that of the normal population [9, 10]. 

 

CONCLUSION 
Coarctation of the aorta should be considered 

in the case of hypertension of the young subject 

associated with a decreased femoral pulse. Early 

diagnosis helps prevent the risk of persistent 

hypertension, reduces the long-term morbidity and 

improves survival. 
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