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Abstract. Coronary artery aneurysm (CAA) is defined 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 classified into saccular or fusiform types, and the CAA is identified as
giant if the diameter is more than 20 mm. The etiology of CAAis variable and can be due to genetic causes, inflammatory 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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Pesiome. AHeBpuamaTa Ha KopoHapHaTta aptepusi (AKA) ce peduHupa kaTo aHOpManHO paslwupsiBaHe Ha KOpOHapHaTta
apTepus, Hagsuwasawo 1,5 NbTM gnameTbpa Ha HOpMamnHUs pedepeHTeH CerMeHT Ha CbOTBETHaTa KOpOHapHa
apTepus. Yectotata — e okono 1,5-5% u e no-4yecto cpellaHa B AsicHaTa KopoHapHa apTepus. AHeBpuamata Ha
KopoHapHaTa apTepus ce knacuduumpa kato cakynapHa unu dysndopmHa, a AKA ce onpeaens kato ruraHTcka,
aKko amameTbpbT — e noseye o1 20 mm. ETnonorusta Ha AKA e pasHoobpasHa 1 MOXe [a Ce AbIKM Ha TEHETUYHM
NMPUYNHKM, Bb3NaNUTENHN UMW aBTOUMYHHM 3abonsBaHnsa (BackynuTu kato 6onectta Ha KaBacaku, apTepunT Ha
Takasicy, cucTeMeH nynyc eputemato3yc U cuHApom Ha MapdaH), aTepocKnepoTUdHN NPUYUHU, WH(EKLMO3HM
npuynHK, ynotpeba Ha KOKauH, KakTo W cref NoCTaBsiHe Ha CTEHT B KOpoHapHa apTepus. lpefctaBsme crnyyai
Ha aHeBpW3Ma Ha KOpOHapHa apTepust Npu NauueHT ¢ auarHoctuumpa nynyced Hedput. PCl 6e3 3amectutenHa
Tepanus ¢ aktop VII. MmnnanTupaHn ca MeaukameHT-OTAENAWM CTEHTOBE B NfBaTa npeaHa HU3Xoaswa v nseata
UMpKymdnekcHa apTepusi, KOeTO MO3BONsBA KpaTKOTpalHa [BOWHA aHTuarperaHtHa Tepanus. He ca HabniogasaHu
KPBHBOW3MMBHY YCIIOXHEHWS B NepuUnpoLeaypHNs Nepuoa, a no Bpeme Ha NPOCneAsBaHeTo e pPerucTpupaH eauH nek
€nu30[ Ha enncTakcuc, OBNaasH KOHcepBaTMBHO. TO3W Cryyalt Noka3ga, Ye NpW BHUMATENHa NOArOTOBKA M MPeLM3Ho
npoBexgaHe Ha npouegdypata PCl moxe ga 6bage GesonacHa w edekTuBHa cTpaTerus 3a peBackynapusauus npu
naumeHTy ¢ BpogeH aeduunt Ha caktop VII.

KntoyoBu aymu: aHeBpu3Ma Ha KOpOoHapHaTa apTepud, nynyc Heq3pVIT, ncxemmyHa 6onect Ha CbpLeTo, CUCTEMEH NnynyC eputematosyc
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INTRODUCTION

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 affected [1]. The
coronary artery aneurysm is classified as saccular or fu-
siform types, and it is identified as giant if the diameter
is more than 20 mm [2]. The etiology of CAA is variable
and can be due to genetic causes, inflammatory 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.

CASE-REPORT

A46-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-I1)
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 | 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 inflammatory 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 circumflex (LCX) had the obtuse mar-
ginal (OM1) branch with proximal total occlusion and
collateral antegrade flow. 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.
e€184793.video 2, https: 10.3897/bgcardio.32.e184793.
video 3, https: 10.3897/bgcardio.32.e184793.video 4)

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 diffuse ectasia and distal
critical lesion

After coronary angiography, different management ap-
proaches were discussed with the patient, including
surgery, PCIl, 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.

DiscussION

The association between systemic lupus erythema-
tosus (SLE) and coronary artery disease is attributed to
many factors, including atherosclerosis enhanced by in-
flammation, 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 effect 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 reflow or slow flow. Higher mortality
post-PCl 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].

CONCLUSION

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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