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Aneurysm of the left main coronary artery is arare an-
giographic finding, with few cases described in the inter-
national literature. We report the case of a 42-year-old ma-
le with a previous history of acute myocardial infarction,
whose coronariography indicated triple vessel coronary
disease and an aneurysm of the lefi main coronary artery. A
review of the etiology, clinical aspects, and surgical ma-
nagement of coronary arterial aneurysm is presented.

Aneurysmsincoronary arteriesarerareentities, howe-
ver, with potential severe complications. Usually they are
multiple and atherosclerosisis responsible for more than
50% of the diagnosed adult cases in the Western world.
The most affected places are, in order of frequency, the,
proximal and mid portionsof theright coronary, theproximal
portion of theanterior descending branch, and the proximal
portion of the circumflex branch2 Aneurysm of theleft
coronary trunk isextremely infrequent, withlittlemorethan
30casesdescribedintheliterature.

Thisreport has the objective of presenting a case of
aneurysmof theleft main coronary artery and summarizing
theavailabledatafromtheliterature about thisuncommon
entity and of itsyet uncertain management.

Case Report

The patient wasa42-year-old male Caucasian fisher-
manwithal15-day history of acutemyocardial infarction not
treated with thromboliticsin hiscity of origin, asrisk factors
for coronary disease, smoking, and hyperlipemiawherefo-
und. At cinecoronariography, occlusion of theright corona-
ry, critical stenosisin the proximal portion of the anterior
descending branch and circumflex branch, and ananeurysm
of theleft main coronary artery, measuring 23.6 x 15.8mm,
with stasisof contrast initsinterior and animportant delay
indistal coronary flow (Fig.1) were documented. Theleft
ventricle maintained adequate contractibility, with a62%
gectionfraction. With nofindingsintheclinical history or
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laboratory examinationsthat night suggest vasculitisor en-
docarditis, and with the basal disease related to aneurysm,
atherosclerosis seemed to usto be the most probable cause.
The patient underwent myocardial revascul arization,
withtheimplant of theleftinternal mammary artery for the
anterior descending and grafts of the saphenousvein for
thefirst obtuse marginal branch andfor theright coronary.
The consensus as to the best strategy for treatment of
aneurysmwasto avoid thedirect approach or closureof the
aneurysm. The patient evolved well in postsurgery and was
discharged from ITU on the second day. In the 180° post
operative, the patient remains asymptomatic with nonin-
vasivetestsnegativefor myocardia ischemia.

Discussion

Coronary aneurysm is defined as the presence of a
segment of coronary artery with adiameter 3 1.5timesthe
adjacent normal section (inthe caseof left main coronary
artery 3 1.5timesthediameter of thewidest artery of the pa-
tient) 34, which may befusiformeor saccular ®. A variationin
theincidenceof aneurysmhasbeenreportedintheliteratureof
between 0.15—-4.9%, amongall patientswho underwent coro-
nariography, with astrong predominanceof males2. Sucha
discrepancy isprobably dueto the conceptual mix-up bet-
ween aneurysm and coronary ectasia®. Todifferenciatethe
entities, Syedand Lesch * classified alocalized dil atation as
aneurysm and ectasiaasamorediffused dilatation, which
affectsat least half of theextension of artery“.

Thefirst pathologic description of acoronary aneu-
rysm was published by Morgagni in 17617, and the first
clinical caseof ananeurysmwasreported by Bourgonwho,
in1812, described apostmortemfinding of adilatationinthe
right coronary inapatient who experienced sudden death ®.
Until 1967, all casesdescribed intheliteraturewereautopsy
reports. Thebiggest seriesof aneurysmsobservedin coro-
nariographiesisfrom CASS(theCoronary Artery Surgery
Study), whichfound that 4.9% of thetotal population of the
register had aneurysmatic diseaseinthecoronary arteries™.
Evidence, however, existsthat suggeststhat theincidence
of ectasiain coronary arteriesisincreasing. Its etiology,
treatment, and prognosi s remain obscure, and knowledge
about thisentity should beimproved®.

Potential causesof theformation of aneurysmsin co-
ronary arteriesarecitedin Tablel. Kawasaki diseaseisthe
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most common cause of coronary aneurysmsin the world,
and atherosclerotic coronary diseaseisthe most common
causeintheUnited States. Hartnell et al. *in aprospective
study of almost 5,000 cardiac catheterizationsfound coro-
nary dilatationsin 70 patients. Fifty-eight had significant
coronary obstructions, while12 did not.

The histologic study of these aneurysmsrevealsdif-
fusehyainization, lipidic deposits, ruptureof intimaand me-
diumcalcificationandfocal fibrosis, andintramural hemor-
rhage? Thepresenceof dilated segmentsinarterieswith se-
vereatherosclerotic diseaseor inarterieswith structural al-
terations, asin Marfan Syndrome, supportsthehypothesis
that these ectasias are reflexes of evolvement and weake-
ning of the medium layer of thevase. Aneurysmsthat are
observed at the site of previous percutaneous coronary in-
terventionsal so havetheir originindamageof thevascular
wall. Situationsexist, however, inwhichthe physiopatholo-
gic mechanismsthat | ead to the devel opment of thesedila-
tations hasnot yet been clarified.

Sorrell et al. ® suggest an association between the
chronic stimulation of endogenousnitric oxide, with conse-
quent chronic stimul ation of vascular rel axation, andtheoc-
currenceof areasof ectasiain coronary arteries.

Whichever istheresponsiblemechanism, itisdefinite
that the dilated sectionspresent in coronary arteriesarenot
benign entities. Reportsin theliterature'®*2show that these
areas, even without the association of stenosis, are subject
to spasms, thrombosi s, and spontaneousdissection, and as
such, are potential causes of acute myocardial infarction.
Spasms, episodes of microembolization, and disturbances
of blood flow caused by the presence of aneurysms may
causeangina. In coronariography, flawsthat occur infilling
because of thrombus or because of inadequate flow of the
contrast mediumintheaneurysmatic region caused by dilu-
tion of the contrast with blood may lead to poor visudization
of thearterial lumen and aflaw intheangiographicinterpre-
tation of the gravity of the associated coronary stenosis®®.

Markiset al. “werethefirst to prospectively evaluate
patientswith coronary ectasia. Theseauthorsdescribed cli-
nical aspectsand evolution over 24 months of 30 patients
with coronary ectasiafound in agroup of 2,500 patients,
who consecutively underwent cardiac catheterization.

Table I — Potential causes of formation of coronary
aneurysms

- Kawasaki disease

- Atherosclerotic coronary disease

- Congenita malformation

- Trauma

- Polyarteritis nodasa

- Takayasu disease

- Rheumatic fever

- Subacute bacteria endocarditis (septic embolism)
- Syphilis

- Ehlers-Danlos syndrome

- Marfan Syndrome

- latrogeny (postsurgery)

- Chronic stimulation by nitric oxide (intoxication by herbicides)
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Fig. 1—A) Left coronary in oblique anterior right. Arrow tip pointsto critical lesion
in opening “ostium* of anterior descending branch; B) Left coronary in obliquean-
terior caudal left. Arrow tips point to critical lesions of descending anterior branch
and circumflex branch.

They observed that these patients without obstructive co-
ronary disease, but with ectasia, had agreater preval enceof
systemic arterial hypertension, preceding infarction of the
myocardium, and familial coronary diseasehistory thanthe
control group and had a15% mortality intwoyears, equiva
lent tothe percentage of mortdity of patientswithtripleves-
sel coronary diseaseclinically treated at that time. Onthe
contrary, in the previously mentioned study of Hartnell
el al 3, among 500 eval uated patients, patientswith coro-
nary aneurysmsevolved worsewhether clinically or sur-
gically treated when compared with patients without
aneurysmswith the same degree of atherosclerotic coro-
nary disease.

Apparently, however, the prognosis of patientswith
coronary aneurysm is primarily related to the severity of
the concomitant obstructive coronary disease, with the
exception of the few casesin which the dilatation of the
vessel isso prominent and excentric that surgery isindi-
cated, with resection of theaneurysm and arterioplasty, to
prevent rupture s,

Only afew descriptions exist of surgically treated
aneurysm of theleft main coronary artery 6. Someauthors
recommend distal closure of the dilated segment and con-
comitant revascul arization of the descending anterior and
circumflex artery, to prevent embolization or enlargement
and possible rupture of the aneurysm %7, Others suggest

535



Guérios et al
Aneurysm of the left coronary artery

no closure, because of concern for the patency of the graft
over mid- or long-term periods. Besidesthis, they maintain
that, in casesof distal stenosistoaneurysm, apressuregradi-
ent isformed and the presence of perviousbypassto theleft
coronary branchesestablishesaflow with retrograde direc-
tion to the aneurysm, preventing distal embolizations 29,
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Therefore, inthiscase, adirect approach or closure of the
aneurysmwasavoided. Therisk of embolizationisconsi-
dered small-dueto the expectation that the backward flow
fromthedistal anastomosisof thegraftswould exceed the
forward flow through the critical lesions distal to the
aneurysm (Fig. 1).
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