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Introduction




Coronary Artery Aneurysm (CAA) is defined dilatation of
a coronary artery exceeding more than 1.5 fold of the normal
vessel diameter. If there is diffuse dilatation in coronary arteries
that involves 50% or more of the length of the artery, it is named
as coronary ectasia. In addition, the Committee of the American
Heart Association has termed “giant aneurysm” if the aneurysm
is greater than 8mm (or exceeding more than 4 fold of the normal
vessel).   




Even atherosclerosis is the most common etiology, Kawasaki
Disease, inflammatory arterial disease [Polyarthritis Nodosa (PAN),
Syphilis, Takayasu Arteritis and Behçet's Disease], Connective
Tissue Disease (CTD) and coronary artery revascularization
procedures can be responsible for other cases. Treatment of a
CAA is important because it may predispose ischemia, myocardial
infarction, distal embolization due to thrombus formation within
aneurysm, fistula formation and spontaneous rupture. 




Case Report


A 61-year-old female with typical chest pain and exertion
dyspnea (NYHA II-III) was consulted to our outpatient clinic. The
patient has hypertension, atrial fibrillation and chronic kidney
disease in her medical history. Her medications include ACEinhibitor,
Warfarin, Spironolactone plus Thiazide combination
and Metoprolol. 

Echocardiography demonstrated good left ventricular
systolic function, left atrial enlargement (5.4cm), moderate mitral
regurgitation and moderate tricuspid regurgitation. Coronary
angiography demonstrated diffuse ectasic coronary arteries and
a focal stenosis of the mid segment of the LAD followed by a giant
aneurysm. Also there is 60% stenosis in CxPL artery. We preferred
coronary CT angiography to have exact measures of aneurism
and measured it 11.5x12mm. The Myocardial Perfusion Imaging
revealed ischemia on the anterior wall of the myocardium.

To be sure about the etiology we referred the patient to the
department of the internal medicine. PAN, Syphilis, Takayasu
Arteritis and Behçet's Disease were specifically screened. The
medical history was intensified about Kawasaki Disease. Blood
samples were drawn for examination of CTD. After all of these
researches we could not find any etiology except atherosclerosis.

Finally, we referred the patient to the department of
cardiovascular surgery and they performed coronary artery
bypass graft (LIMA-LAD,Ao-CxPL) + tricuspid anuloplasty +
mitral ring anuloplasty operation because of the patient was
symptomatic with critical LAD proximal stenosis that caused
ischemia on the anterior wall of the myocardium and there
was no reason other than atherosclerosis. We change her ACE
inhibitor treatment with Losartan respect to the findings about its
evidence-based preventive effect on aneurysms. We arranged her
Warfarin dosages to provide INR levels within 2.5-3.5. Six months
after surgery the patient has no recurrence of clinical symptoms.

Even coronary aneurysms are seen relatively more frequently,
the giant aneurysms are still scarce. Because of its rarity the
diagnosis and the treatment options are based on case reports and
some reviews instead of controlled studies Furthermore, we don't
know the short or long term outcomes of any treatment options.

MDCT helps to analysis of the lumen and vessel wall to
discriminate pseudo-aneurysms from the true aneurysms.
However conventional coronary angiography can underestimate
the exact size of aneurysm because it provides limited information
about the vessel wall. Thus we used the both of these two methods
in our case, complementary.

Several options such as medical management, surgical
resection and covered stent implantation for treatment of CAAs
are available. The appropriate treatment decision for CAAs
presents a therapeutic challenge to the interventional cardiologist and depends on the patient's clinical situation. The indications
for the surgical approach include symptomatic patients with
CAAs near bifurcation of large branches, evidence of emboli from
aneurysm to the distal coronary bed resulting in myocardial
ischemia, progressive enlargement of a CAA documented by serial
angiographic measurements, CAAs in the left main stem and CAAs
3 times larger than the originated vessel diameter [1].


Conclusion

By reporting this case we aimed to provide a help how to use
the diagnostic tools for CAAs systematically and an option for
treatment management with its short time follow-up results.
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