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New-Onset Angina Pectoris due to Coronary Artery Aneurysms
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A 38 year old man was admitted due to
episodes of chest pain on exertion that he
began to experience a few days earlier. His
past medical history was unremarkable. A
routine medical check-up 2 years previously, including an exercise stress test,
was normal. His risk factor profile included:
heavy smoking (30 pack/years) hypercholesterolemia (total cholesterol 230 mg/dl,
low density lipoprotein 166 mg/dl, high
density lipoprotein 40 mg/dl, triglycerides
120 mg/dl) Physical examination was unremarkable. Serial electrocardiograms revealed no abnormalities, and serial cardiac
enzymes and troponin I tests were within
normal limits. On the second hospital day
an exercise stress test was positive for
ischemia. Coronary angiography demonstrated coronary artery aneurysms associated with significant coronary stenoses
involving the proximal and middle segments of the left anterior descending, first
diagonal [Figure 1] and right coronary
artery [Figure 2]. The left circumflex artery
image was compatible with chronic occlusion [Figure 1]. The patient was referred to
the cardiothoracic surgery service for coronary artery bypass grafting.
Coronary artery aneurysm is a rare
disorder. About 50% of coronary artery
aneurysms are due to coronary atherosclerosis [1]; another important etiology is
Kawasaki disease [2]. Few reports describe
iatrogenic aneurysm formation due to percutaneous coronary intervention [3] and
brachytherapy [4]. Coronary artery aneurysm is usually diagnosed incidentally by
coronary angiography; occasionally how-
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Figure 1. Right anterior oblique cranial view of the

Figure 2. Left anterior oblique cranial view of the
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ever, it may lead to acute coronary syndromes [5,6], or even rupture [7]. New
stent designs hold promise for percutaneous sealing of a coronary aneurysm [8].
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