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An unruptured sinus of Valsalva aneurysm is rare and is usually asymptomatic until a symptom associated with its
complication develops. Hence, an unruptured sinus of Valsalva aneurysm is not infrequently missed unless echocardiogram is
performed with other indications. An unruptured sinus of Valsalva aneurysm rarely protrudes into the right ventricular
outflow tract, causing the right ventricular outflow tract obstruction. In this report, I describe a rare case of unruptured sinus
of Valsalva aneurysm producing the right ventricular outflow tract obstruction, which was incidentally detected by

echocardiography.
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INTRODUCTION

Sinus of Valsalva aneurysms (SVAs) are relatively uncommon
and may be either congenital or acquired in origin.” An
unruptured SVA is usually asymptomatic and thus often
remains undetected. Although the occurrence of rupture is
commonly encountered complication related to SVA, unrup-
tured SVAs are not infrequently detected recently, thanks to
the wide performance of noninvasive echocardiography. An
unruptured SVA rarely protrudes into the right ventricular
outflow tract (RVOT) and in turn generates the RVOT
obstruction.” Here, I describe an asymptomatic patient who
was diagnosed as having an unruptured SVA with the RVOT
obstruction.

CASE

A 44-year-old female with an 8-year history of hyperten-
sion visited our outpatient clinic for surgical treatment of
varicose vein. She was referred to the cardiology department
for perioperative risk stratification. The patient complained
of mild dyspnea on exertion. Her blood pressure was 130/70
mmHg and her pulse rate, 66 beats per minute. On physical
examination, an ejection systolic murmur of grade III/VI

was audible at the left second intercostal area. She was in sinus
thythm on electrocardiogram (Fig. 1). A chest X-ray showed
mild cardiomegaly without abnormal finding in the lung
parenchyma (Fig. 2). Transthoracic echocardiography (TTE)
clearly showed an SVA involving the right coronary sinus (Fig,
3A and B), along with mild aortic regurgitation. The ascend-
ing aorta was not dilated and the left ventricular systolic func-

tion was normal without any demonstrable regional wall
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Fig. 1. Electrocardiogram shows normal sinus rhythm.
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motion abnormalities. Despite no evidence of intracardiac
abnormal shunt flow, abnormal systolic flow acceleration
was noted at the RVOT adjacent to the right SVA, sugges-
tive of the RVOT obstruction (Fig. 3C). For confirmation,
transesophageal echocardiography (TEE) was performed. As
a result, similar to TTE findings, a large right coronary SVA
encroaching the RVOT and producing the RVOT obstruc-
tion was clearly identified (Fig. 4). There was no shunt flow
suggesting SVA rupture. The patient underwent elective

surgery for SVA repair. Postoperative course was uneventful,
and she was allowed to leave hospital.

Fig. 3. Transthoracic echocardiography. Parasternal long axis view (A) shows an aneurysm of the right sinus of Valsalva (arrow). Parastermnal short axis

DISCUSSION

SVAs are relatively uncommon with a reported incidence
of 0.14-0.23%." Most SVAs are congenital in origin, but
they may be seen after bacterial endocarditis, atherosclerosis
or chest trauma.”® SVA rupture can also occur with ventri-
cular septal defect.” SVAs are thought to result from the
absence of normal elastic and muscular tissue, leading to
thinning of the wall of the aortic sinus and its dilation,
finally resulting in SVA rupture, most commonly into the
right ventricle or the right acrium. In a previous study rec-
ruiting 332 patients, pathological rupture of a SVA occurred,
in descending order, in the right (76.8%), the noncoronary
(20.2%), and the left sinus of Valsalva (3%).”

Unruptured SVA is rare and is usually asymptomatic, until
a symptom of the accompanied complications develops. In
this respect, an unruptured SVA is likely to be missed. Even
more uncommonly, an unruptured SVA encroaches into the
RVOT and can cause the RVOT obstruction with or

without subjective symptoms.””

Initially, invasive angiography was considered the gold
standard for diagnosing this disease, TTE and/or TEE em-
erged as preferred modalities of choice nowadays. In part-
cular, TTE and/or TEE is a quick and noninvasive method
that can provide additional information on the size and

location of aneurismal dilatations, the presence of fistulous
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views (B and C) show also the aneurysm (arrowheads) and systolic flow acceleration suggesting the RVOT obstruction (arrow). RVOT: right ventricular

outflow tract, LV: left ventricle, LA: left atrium, Ao: aorta.

Fig. 4. Transesophageal echocardiography. Midesophageal aortic valve long-axis view at 144° C rotation demonstrating the SVA originating from the

right coronary sinus of Valsalva (arrow) (A). Short-axis view at 27° C rotation demonstrating the SVA protruding into the RVOT (arrowheads) (B). Color
Doppler shows flow acceleration due to the RVOT obstruction without shunt flow suggesting SVA rupture (arrow) (C). SVA: sinus of Valsalva aneurysm,
RVOT: right ventricular outflow tract, LV: left ventricle, LA: left atrium, Ao: aorta.
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tract, the presence or absence of cardiac chamber involve-
ment, the degree of aortic insufficiency, and identification of
any associated anomaly or complication.

Optimal management of an asymptomatic, unruptured
SVA is not established, since no precise natural history is
currently available. Unruptured SVAs, although remaining
silent, may expand, cause more severe symptoms, and require
more extensive corrective procedures in the future. For this
reason, some authors recommend early correction in these
types of lesions, even without any subjective symptom.”
Furthermore, surgical treatment of SVAs can be performed
with an acceptably low operative risk and, if successful, good
long-term survival can be secured. Taken together, early sur-
gical intervention is now recommended that is expected to
prevent the development of more severe symptoms, and more
extensive disease leading to more complicated and less satis-
fying repairs.8)9)

In conclusion, I report here, for the first time in Korea, a
rare case of an unruptured SVA obstructing the RVOT de-
tected incidentally by echocardiography in an asymptomatic
patient.

Unruptured Sinus of Valsalva Aneurysm | Sung-Hee John
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