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Introduction
Coronary artery aneurysm (CAA) is defined 

as a focal or diffuse dilatation of a coronary 
artery, greater than 1.5 times the diameter of 
normal adjacent segments. And the Committee 
of the American Heart Association has defined 
giant aneurysms as those >8 mm [1,2]. The 
incidence giant coronary artery aneurysm is hard 
to be determined, because few studies have been 
reported in literature. Other literature showed 
that the incidence of coronary artery aneurysm 
in the general population range from 0.02% to 
0.04% and the incidence range from 1.1% to 
5% in patients undergoing coronary angiopathy 
[3]. However the giant coronary aneurysms 
are rarely reported. The most affected coronary 
artery is the right coronary artery RCA, followed 
by the left anterior descending artery LAD and 
left circumflex ( LCX) [3,4]. 

CAA is usually asymptomatic, so always 
identified during coronary angiography 
incidentally. Patient could have complications 
when CAA rupture, thrombosis, embolization, 
dissection, mechanical obstruction, and erosion 
into surrounding structures with or without 
fistula formation [3-5]. The complications 
are main ischemic symptoms, such as angina, 
myocardial infarction, and with supraventricular 
or malignant ventricular tachyarrhythmia 
[5]. Here we reported a case of giant coronary 
aneurysm in a 58-year-old woman with a 
background of rheumatoid arthritis and Sjogren 
syndrome history.

Case report
A 58-year-old woman with a background 

of rheumatoid arthritis and Sjogren Syndrome 
history was referred to our hospital because 
chest pain once. She has one history of angina-
like chest pain 15 days before admitted, which 
continue about 10 minutes. She also had medical 
history of rheumatoid arthritis 1 years and 
Sjogren Syndrome about 10 years. Methotrexate, 
hydroxychloroquine and prednisone were taken 
orally to control both diseases.  She had not 
the risk factors for coronary artery diseases 
(hypertension, obesity, diabetes and smoking). 
On physical examination, her blood pressure 
was 130/70 mmHg and pulse rate was 80/
min. Physical examination results were normal. 
Her ECG, Cardiac enzyme levels, Computed 
tomography (CT) of chest and abdomen were 
normal. Both transthoracic echocardiogram and 
artery echocardiogram were also normal.

Coronary angiography (FIGURE 1) 
revealed demonstrated a giant aneurysm 
in the branch of LAD, which might be the 
sinus tract to the pulmonary artery. When we 
performed coronary angiography, a turbulent 
flow was found within the CAA and contrast 
agent retention in the CAA. Only a 20% 
stenosis was found in the middle of LAD, The 
LCX, LM, RCA were normal, but RCA was 
thin and small. Computerized tomographic 
(CT) coronary angiography (FIGURE 2) 
and three-dimensional reconstruction of CT 
images (FIGURE 3) further characterized the 
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FIGURE 1. Coronary angiography showed RCA was thin and small with no stenosis (A) a giant aneurysm in 
the branch of LAD , which might be the sinus tract to the pulmonary artery (B) Contrast agent retention in 
the CAA (C) The LAD , LCX and LM were normal.

FIGURE 2. Computerized tomographic (CT) coronary angiography revealed the maximum diameters of 
aneurysm were 12.6 mm and 8.8 mm.

FIGURE 3. Three-dimensional reconstruction of CT images confirmed that the giant coronary aneurysm 
arising from the branch of LAD.
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aneurysmal to be arising from the branch of 
LAD might with fistulous connection to the 
pulmonary artery.

Discussion
The precise path mechanism of CAA 

remains a controversial topic of discussion. 
But currently the reasons could be divided 
into congenital or mainly acquired according 
to literature. The congenital CAA is generally 
found in young patients and are linked to 
Kawasaki disease and Marfan syndrome. 
The main acquired etiological factor for the 
development of CAA is atherosclerotic coronary 
artery disease, which is present in 50% to 52% 
of cases [2,6,7]. Apart from atherosclerosis, the 
other etiologies of CAAs are systemic lupus 
erythematosus, trauma, mycotic embolism, 
cocaine use, complicated percutaneous coronary 
interventions [1,2]. In our case, we thought 
rheumatoid arthritis and Sjogren’s Syndrome are 
the main cause of huge CAA because the patient 
had no risk of atherosclerosis except for age and 
ECG, transthoracic echocardiogram and artery 
echo were also normal. Perhaps atherosclerosis 
factors paly a small role with Sjogren’s Syndrome 
and  rheumatoid arthritis together contribute 
to giant CAA, because only a 20% stenosis 
was found in the middle of LAD. The LCX, 
LM, RCA were normal revealed by Coronary 
angiography and Computerized tomographic 
(CT) coronary angiography.

There is no firmly establish guidelines 
and evidence-based consensus on the optimal 
management strategy of giant coronary artery 
aneurysms because rarity of giant coronary 

aneurysms and management varies based on 
the underlying etiology, size and location of the 
aneurysm, clinical symptoms, and associated 
comorbidities. Therefore, it is recommended 
that patients be managed individually. Currently 
treatments options of CAA include three as 
follow: conservative medical management 
with antiplatelet drugs or anticoagulant drugs; 
percutaneous intervention with covered stents; 
and surgical excision of the CAA accompanied 
by distal bypass surgery [4,8,9].

For small, asymptomatic coronary 
artery aneurysms patients without severe 
CAD, conservative medical management 
with antiplatelet therapy and addition of 
anticoagulant drugs is recommended to reduce 
thromboembolic complications. Percutaneous 
intervention with covered stents may be 
concerned in eligible symptomatic patients. 
Surgery has been recommended for all CAA 
patients when have risk of thrombosis or rupture, 
particularly for giant aneurysm. Aneurysms 
compromising the superior cava vein, the right 
atrium or even the right ventricular inflow tract 
are absolute indications for surgery [4,8,9]. But 
other experts insist that CAAs bear a significant 
risk of severe complications and have a high 
risk of mortality. A more aggressive surgical 
approach should be recommended [2,3]. 
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