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Abstract. Coronary artery aneurysm (CAA) is defi ned as abnormal dilatation of the coronary artery more than 1.5 times the diameter 
of the normal reference segment of that coronary artery. The incidence is about 1.5-5% and more common in the right 
coronary artery. The coronary artery aneurysm is classifi ed into saccular or fusiform types, and the CAA is identifi ed as 
giant if the diameter is more than 20 mm. The etiology of CAA is variable and can be due to genetic causes, infl ammatory or 
autoimmune diseases (vasculitis such as Kawasaki disease, Takayasu arteritis, systemic lupus erythematosus and Marfan 
syndrome), atherosclerotic cause, infectious causes, cocaine use; and post coronary artery stenting. We present a case of 
coronary artery aneurysm in a patient who is a known case of lupus nephritis.
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Резюме. Аневризмата на коронарната артерия (АКА) се дефинира като анормално разширяване на коронарната 
артерия, надвишаващо 1,5 пъти диаметъра на нормалния референтен сегмент на съответната коронарна 
артерия. Честотата – е около 1,5–5% и е по-често срещана в дясната коронарна артерия. Аневризмата на 
коронарната артерия се класифицира като сакуларна или фузиформна, а АКА се определя като гигантска, 
ако диаметърът – е повече от 20 mm. Етиологията на АКА е разнообразна и може да се дължи на генетични 
причини, възпалителни или автоимунни заболявания (васкулити като болестта на Кавасаки, артериит на 
Такаясу, системен лупус еритематозус и синдром на Марфан), атеросклеротични причини, инфекциозни 
причини, употреба на кокаин, както и след поставяне на стент в коронарна артерия. Представяме случай 
на аневризма на коронарна артерия при пациент с диагностициран лупусен нефрит. PCI без заместителна 
терапия с фактор VII. Имплантирани са медикамент-отделящи стентове в лявата предна низходяща и лявата 
циркумфлексна артерия, което позволява краткотрайна двойна антиагрегантна терапия. Не са наблюдавани 
кръвоизливни усложнения в перипроцедурния период, а по време на проследяването е регистриран един лек 
епизод на епистаксис, овладян консервативно. Този случай показва, че при внимателна подготовка и прецизно 
провеждане на процедурата PCI може да бъде безопасна и ефективна стратегия за реваскуларизация при 
пациенти с вроден дефицит на фактор VII.

Ключови думи: аневризма на коронарната артерия, лупус нефрит, исхемична болест на сърцето, системен лупус еритематозус
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Iඖගක඗ඌඝඋගඑ඗ඖ
Coronary artery aneurysm (CAA) is an abnormal dil-

atation of the coronary artery by more than 1.5 times the 
diameter of the normal reference segment of that artery. 
The incidence of CAA is approximately 1.5-5%, and the 
right coronary artery is more commonly aff ected [1]. The 
coronary artery aneurysm is classifi ed as saccular or fu-
siform types, and it is identifi ed as giant if the diameter 
is more than 20 mm [2]. The etiology of CAA is variable 
and can be due to genetic causes, infl ammatory or auto-
immune diseases (vasculitis such as Kawasaki disease, 
Takayasu arteritis, systemic lupus erythematosus, and 
Marfan syndrome), atherosclerosis, infection, cocaine 
use, and post coronary artery stenting [3]

We present a case of a coronary artery aneurysm in 
a male patient with lupus nephritis. 

Cඉඛඍ-කඍ඘඗කග
A 46-year-old male patient was referred to our cardiac 

center by a nephrologist for evaluation. The patient was 
diagnosed with systemic lupus erythematosus 3 years 
ago and lupus nephritis 1 year ago. He developed recur-
rent attacks of severe retrosternal chest pain (CCS II-III) 
in the last few weeks, associated with exertional dyspnea. 
The pain is relieved by rest and exacerbated with minimal 
exercise. He has no history of ischemic heart disease, no 
hyperlipidemia, and no family history of premature isch-
emic heart disease. He is on chronic immune suppressive 
therapy with tacrolimus, mycophenolate mofetil, and low-
dose prednisolone (5 mg once daily). 

The clinical examination was negative apart from 
hypertension (150/90 mmHg) and tachycardia (100 
bpm). The ECG showed sinus tachycardia with LVH. 
The echocardiography reported normal LV systolic 
function (EF  =  58%), mild LVH, grade I diastolic dys-
function, and no regional wall motion abnormalities. 
The blood tests reported normal serum troponin, serum 
creatinine 2.3 mg/dL, blood urea 60 mg/dL, mild ane-
mia, and normal infl ammatory markers including CRP. 
Coronary angiography was planned with minimum con-
trast and adequate hydration to minimize the risk of 
renal function deterioration. The coronary angiography 
showed multi-vessel disease with coronary artery aneu-
rysms. The left main stem artery had distal plaque with 
no critical lesion. The left anterior descending artery had 
two large coronary artery aneurysms of saccular shape 
in the mid segment. There were intermediate lesions 
in the mid and distal LAD. Both diagonal branches (D1 
and D2) had long intermediate lesions in the proximal to 
mid parts. The left circumfl ex (LCX) had the obtuse mar-
ginal (OM1) branch with proximal total occlusion and 
collateral antegrade fl ow. The second obtuse marginal 
branch (OM2) was a diseased vessel distally. The right 
coronary artery (RCA) was a large vessel with ectasia 
and a distal critical lesion (Fig. 1-4, https: 10.3897/bg-

cardio.32.e184793.video 1, https: 10.3897/bgcardio.32.
e184793.video 2, https: 10.3897/bgcardio.32.e184793.
video 3, https: 10.3897/bgcardio.32.e184793.video 4)

Fig. 1. AP caudal view showing large coronary aneurysm in mid LAD

Fig. 2. RAO caudal view with large coronary aneurysm in mid LAD

Fig. 3. RAO cranial view of LAD showing the coronary aneurysms
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Fig. 4. LAO view of the RCA showing diff use ectasia and distal 
critical lesion

After coronary angiography, diff erent management ap-
proaches were discussed with the patient, including 
surgery, PCI, and medical treatment. The patient de-
cided to continue on optimal medical treatment at this 
stage. We added maximum tolerated dose of nitrate 
and ranolazine, dual antiplatelets, high-dose rosuvas-
tatin, and uptitirate betablocker. During follow-up after 
3 months, the patient condition improved with minimal 
chest pain and improved exercise capacity. The renal 
function was stable with no deterioration, and we kept 
him under close follow-up. 

Dඑඛඋඝඛඛඑ඗ඖ
The association between systemic lupus erythema-

tosus (SLE) and coronary artery disease is attributed to 
many factors, including atherosclerosis enhanced by in-
fl ammation, lupus anticoagulant-related thrombosis, hy-
perlipidemia caused by low HDL and high triglycerides, 
and other risk factors [4]. Coronary vasculitis causing 
ischemia can develop in clinically and serologically in-
active SLE patient [5]. Studies showed that patients with 
lupus nephritis have a higher rate of cardiovascular risk 
factors, including hypertension, diabetes mellitus, and 
hyperlipidemia, compared to SLE patients without ne-
phritis. Coronary artery disease has higher incidence 
with worse long-term outcomes when lupus nephritis 
is diagnosed [6, 7]. Coronary artery aneurysm is a rare 
manifestation of premature ischemic heart disease in 
SLE. The clinical presentation can be varied from acute 
ST segment elevation to stable angina. The reported 
cases of coronary aneurysm are mainly in young to mid-
dle-aged female patients with SLE, and can involve sin-
gle or multiple coronary arteries [8-12].

Our patient is a middle-aged male with lupus nephri-
tis who presented with unstable angina due to multi-ves-
sel coronary artery disease with coronary artery aneu-

rysms and ectasia. The SLE in this patient was inactive 
and responding to immunosuppressive treatment. 

The management of coronary aneurysms is a clini-
cal challenge due to the eff ect of arteritis on the vessel 
wall. There is no clinical consensus on the best man-
agement approach due to the lack of randomized clin-
ical studies. Revascularization with PCI can be com-
plicated with no refl ow or slow fl ow. Higher mortality 
post-PCI is reported in STEMI patients with CAA. Cov-
ered stent is indicated in selected cases to exclude the 
aneurysm. Surgical treatment of CAA is not common, 
and no studies evaluated the outcomes of the surgical 
approach. Management strategies are individualized 
based on the clinical context [3].

C඗ඖඋඔඝඛඑ඗ඖ
Systemic lupus erythematosus is associated with 

premature coronary artery disease, including coronary 
aneurysm and ectasia. Early detection and manage-
ment of ischemic heart disease is indicated in young 
patients with SLE and chest pain. 
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