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To the Editor, 
Coronary aneurysms, which are dilata-
tions of the coronary arteries (diameter 
> 1.5 times their reference diameter), 
are rare (prevalence rate approximately 
0.3% to 5.3%) [1]. Although inflammatory 
disorders (Kawasaki’s disease), connec-
tive tissue diseases (Marfan’s syndrome), 
infections, and/or trauma are common 
etiologies [2], atherosclerosis accounts 
for approximately 50% of cases [3].

We report a case of giant coronary 
aneurysms of three major coronary ar-
teries (diameter > 4 times the reference 
diameter or > 8 mm in diameter) [4].

A 39-year-old asymptomatic man 
without relevant medical or family histo-
ry and/or risk factors for coronary artery 
disease presented to our hospital after 
cardiac computed tomography angiog-
raphy (CTA) performed during medical 
checkup revealed a completely occlud-
ed thrombotic giant calcified aneurysm 
in the proximal left anterior descend-
ing artery (LAD) (Fig. 1A, long arrow), a 
thrombotic giant calcified aneurysm 
in the proximal left circumflex artery 
(LCX) (Fig. 1B, short arrow), a giant cal-
cified aneurysm with a mixed plaque in 
the proximal right coronary artery (RCA) 
(Fig. 1C, long arrowhead), and a giant an-
eurysm in the mid RCA (Fig. 1C, short 
arrowhead). Although a baseline electro-
cardiogram and two-dimensional echo-
cardiography were normal (Fig. 2), single 

photon emission computed tomography 
(Fig. 3A and 3B) documented myocardial 
ischemia in the LAD territory (Fig. 3C). 
Following admission, his laboratory data 
showed: low density lipoprotein 81 mg/
dL, high density lipoprotein 38 mg/dL,  
total cholesterol 134 mg/dL, homocys-
teine 8.59 μmol/L, and high sensitivity 
C-reactive protein 0.02 mg/dL. Fluo-
roscopy-guided coronary angiography 
(CAG) showed egg-shaped calcification in 
each coronary artery aneurysm (Fig. 1D, 
each arrow in panel D, E, F corresponds 
to the same arrow in CTA images). CAG 
revealed chronic complete occlusion and 
a giant calcified aneurysm in the proxi-
mal LAD that was supplied via collater-
als from adjacent coronary arteries, a gi-
ant aneurysm in the proximal LCX with 
good distal flow (Fig. 1E), a giant calcified 
aneurysm in the proximal RCA, and an-
eurysmal dilatation in the mid RCA (Fig. 
1F), and he underwent coronary arterial 
bypass grafting (CABG).

Approximately 40% to 87% of coro-
nary aneurysms involve the RCA, and 
three-vessel, or left main coronary artery 
involvement, and/or giant aneurysms 
are rare [1]. We reckon ours is the first 
reported case in an asymptomatic young 
patient, without risk factors for common 
etiologies of coronary aneurysms and/
or symptoms suggesting coronary artery 
disease, and rare causes such as Kawasa-
ki’s disease should be considered in the 
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differential diagnosis.
Coronary aneurysms require treatment only when 

complicated by myocardial ischemia, rupture, or throm-
boembolism. Use of low-dose aspirin and/or inhibitors 
of adenosine diphosphate-induced platelet aggrega-
tion or anticoagulants for larger aneurysms is the usual 
treatment. Long-term outcomes of medical manage-
ment alone are not consistently favorable and surgical 
treatment (aneurysmal ligation/plication, CABG) is pre-
ferred. Percutaneous stent deployment and coil embo-
lization could be useful [1]. We performed CABG due to 
multiple proximally located large-sized aneurysms in a 
young patient. No consensus exists regarding treatment 
of multiple giant coronary aneurysms in adults. Mech-
anisms underlying their formation including a molec-

ular basis (a possible role of matrix metalloproteinases 
[MMPs]) are being investigated. Lamblin et al. [5] report 

Figure 1. Computed tomography angiography (CTA) imaging and coronary angiography of the three coronary arteries. (A) The 
left anterior descending artery (LAD) showing a completely occluded thrombotic aneurysmal dilatation in the proximal LAD 
(long arrow). (B) The left circumflex artery (LCX) showing a thrombotic giant aneurysm in the proximal LCX (short arrow). (C) 
The right coronary artery (RCA) showing two aneurysms in the proximal (long arrowhead) and mid RCA (short arrowhead). 
(D) Fluoroscopy showing egg-shaped calcification in each of the three coronary artery aneurysms (eachfig arrow in panel D, E, 
F corresponds to the same arrow in CTA images). (E) Coronary angiogram revealing a chronic complete occlusion with giant 
calcified aneurysm in the proximal LAD, a giant aneurysm in the proximal LCX with good distal flow. (F) A giant calcified an-
eurysm in the proximal RCA, and an aneurysmal dilatation in the mid RCA.

Figure 2. Baseline electrocardiogram.
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that the 5A/5A genotype of MMP-3 was significantly more 
frequent in patients with coronary aneurysms than in 
controls. Large-scale clinical studies are required to es-
tablish common treatment guidelines for this disease.
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Figure 3. Two-dimensional echocardiogram shows no abnormality (A, B) and single photon emission computed tomography 
(C: stress images above and resting images below) shows myocardial ischemia in the left anterior descending artery territory.
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