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Left Main Coronary Artery Aneurysm
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Left main coronary artery aneurysms are incredibly uncom-
mon clinical entities that are incidentally detected in about
0.1% of individuals undergoing standard angiography.'2

In this study, we report a case of left main coronary artery
aneurysm, a rare finding on computed tomography coro-
nary angiography (CTCA) imaging in a 59-year-old male
patient. Our study was retrospective and patient consent
was obtained.

A 59-year-old male patient with known hypertension
was admitted to the cardiology outpatient clinic with the
complaint of chest pain radiating to the back, which had
been intermittent for the last 1 month. The patient had
a history of coronary angiography for chest pain once
before, hypertension for 8 years, and smoking 20 packs/
year and was taking amlodipine 10 mg once a day. On
physical examination, arterial blood pressure was 151/92
mm Hg, pulse 83/min rhythmically and respiratory system
examination was normal. On cardiac auscultation, S1 and
S2 were normal. No pathologic findings were observed
on chest radiography. Electrocardiogram showed normal
sinus rhythm. Echocardiography findings were normal
and left ventricular ejection fraction (LVEF) was 55%.
Laboratory findings including complete blood count,
liver, kidney, and thyroid function tests were within nor-
mal limits and no increase in cardiac biochemical markers
was observed. Computed tomography coronary angiog-
raphy was planned because of the patient’s existing con-
ditions and current complaint. The CTCA scan revealed
the presence of a saccular aneurysm of approximately 15
mm at the apex of the left main coronary artery (LMCA)
at the junction where the left anterior descending artery—
circumflex artery (LAD-Cx) branches from the LMCA
(Figure 1, 2). Additionally, there were calcific atheroma

plagues observed in the surrounding vascular structures
at this particular level. Medical treatment consisting of
antiplatelet and statin group drugs was planned for the
patient and medical follow-up was decided.

A rare condition known as coronary artery aneurysm
(CAA) is characterized by the expansion of segments that
are more than 1.5 times the diameter of nearby coronary
arteries.”® Most often (40%-70%), the right coronary
artery is damaged, then the left anterior descending artery
(32.3%) and left circumflex artery (23.4%). Involvement
of three coronary arteries or the left main artery is sub-
stantially less common, occurring in only 3.5% of cases.®

About half of the cases of CAA are caused by atheroscle-
rosis; other causes include trauma, scleroderma, fibro-
muscular dysplasia, syphilitic aortitis, polyarteritis nodosa,
congenital heart diseases, Ehlers-Danlos syndrome,
Kawasaki disease, Marfan syndrome, and Takayasu arteri-
tis."? In our case, narrowing of other vessels due to plaque
suggests an atherosclerotic origin, and no other cause
was found.

Even though CAAs can occur at any age, those associated
with atherosclerosis typically manifest later in life than
those that are inflammatory or congenital.’

Although CAAs are usually asymptomatic, their clini-
cal presentations differ based on the underlying cause
when symptoms do emerge.* Patients with symptoms
typically present at the cardiology clinic with indications
of heart failure or ischemia.* However, acute myocar-
dial infarction, coronary thrombosis, and sudden death
are serious complications.?2 During diagnostic coronary
angiography, aneurysms are frequently unintentionally
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Figure 1. CTCA images (axial) of the patient: a saccular
aneurysm at the apex of the LMCA at the junction where the
LAD-Cx branches from the LMCA (arrow). CTCA, computed
tomography coronary angiography; LAD-Cx, left anterior
descending artery—circumflex artery; LMCA, left main coronary
artery.

found, despite the fact that the majority of patients
are asymptomatic. Also, noninvasive methods such as
echocardiography, CT, and MR imaging can be used to
diagnose them.®

Patients with left main coronary artery aneurysms can be
adequately handled with surgery or medication, depend-
ing on the severity of the underlying coronary stenosis."

In conclusion, left coronary artery aneurysm is a rare con-
dition, and treatment planning should consider the aneu-
rysm'’s location, size, and clinical manifestations.
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Figure 2. CTCA images of the patient: a saccular aneurysm at
the apex of the LMCA at the junction where the LAD-Cx
branches from the LMCA (arrow). CTCA, computed tomogra-
phy coronary angiography; LAD-Cx, left anterior descending
artery—circumflex artery; LMCA, left main coronary artery.
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