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Abstract
Coronary artery aneurysms are not very uncommon but 'giant' coronary artery aneurysms are
rare, with a reported prevalence of 0.02% to 0.2%. Coronary artery aneurysm may be
symptomatic or asymptomatic depending on their size and location but it is very unusual for a
giant coronary artery aneurysm to be asymptomatic. Here, we present a case in which the giant
coronary artery aneurysm remained undiagnosed and asymptomatic for several years.
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Introduction
Coronary artery aneurysms may be symptomatic or asymptomatic depending upon the size and
location of the aneurysm. It is very unusual for an untreated giant arterial aneurysm to be
asymptomatic for a very long time. Reporting a case of the giant arterial aneurysm, which
remained asymptomatic and undiagnosed for many years, can be a source of better
understanding, evaluation, and management plan for arterial aneurysms.

Case Presentation
An 80-year-old African-American man, with the history of myocardial infarction in
November 2000 with two-vessel CABG (coronary artery bypass grafting) performed at that time,
now presented to the outpatient radiology suite for a chest X-ray, to follow up on recent
pneumonia. An X-ray revealed an abnormal contour of the right heart border (Figure 1).
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FIGURE 1: X-ray showing the abnormal contour (black arrow)
of the right heart border and evidence of recent pneumonic
infiltrates.

In order to further investigate the abnormal contouring of the right heart border, a CAT
(computed tomography) scan of the chest was performed. Upon checking CAT scan results, the
patient was found to have a partially thrombosed aneurysm arising from the native right
coronary artery (RCA) measuring approximately 6.9 cm that was also compressing the right
atrium (Figure 2).
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FIGURE 2: Computed tomography (CAT) scan showing the
giant right coronary artery (RCA) aneurysm (red arrows) with
partial central thrombosis (asterisk) and intimal calcification
(green arrowhead).
RV: Right ventricle; RA: Right atrium; LV: Left ventricle; LA: Left atrium.

The patient did not report any symptoms of chest pain, shortness of breath and dizziness. He
stated that he was in his usual state of health. He presented with baseline bradycardia with
heart rate in the 40s, however, since he was asymptomatic, no further treatment was performed
for the bradycardia. Electrocardiogram revealed a bi-fascicular block with Wenckebach.
Other labs were normal except for the leucocytosis due to pneumonia (Figure 3).
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FIGURE 3: The echocardiogram showing the giant aneurysm
(asterisk) arising from the right coronary artery and
compressing the right atrium (RA).
LA: Left atrium; LV: Left ventricle; RV: Right ventricle.

Upon initial evaluation and the echocardiography (Figure 3), it was uncertain whether the
aneurysm was from the venous graft or the native coronary artery. Thus, it was decided to
proceed with the cardiac catheterization to further evaluate the nature of
the aneurysm. Catheterization revealed patent LIMA (left internal mammary artery) and RCA
grafts along with a native RCA aneurysm (Figure 4).
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FIGURE 4: Cardiac catheterization showing native right
coronary artery (RCA) aneurysm (yellow dashed line).

The case was discussed with cardiothoracic surgeons for interdepartmental consultation and
the consensus was that the patient will need a cardiac MRI (magnetic resonance imaging) for
the imaging of RCA anatomy prior to intervention. They planned to consult with interventional
cardiology for possible covered stent vs. ostial coiling. During the entire eight-day hospital stay,
the patient remained completely asymptomatic. He was performing his activities of daily
life without any difficulty. Upon discharge, the patient was counseled about the follow-up for
outpatient cardiac MRI and to report to the ER if he feels any kind of symptoms including chest
pain, dizziness or shortness of breath.

Discussion
Coronary artery aneurysm is coronary dilatation which exceeds the normal diameter by 1.5
times. When it grows more than 20-150 mm in diameter in adults and more than 8 mm in
diameter in children it is called giant arterial aneurysm. The giant coronary aneurysm is a rare
condition of coronary artery disease [1]. The incidence of coronary artery aneurysm is 1.5-5%
among coronary artery disease [2].

2018 Saghir et al. Cureus 10(11): e3609. DOI 10.7759/cureus.3609 5 of 7

https://assets.cureus.com/uploads/figure/file/49600/lightbox_79f9c050d26911e888f8975c15f9fff2-cath-cureus-11.png


In terms of pathogenesis, it may be caused by atherosclerosis [3-13], Kawasaki disease [14],
stent implantation [12], vasculitis [15], autoimmune disease [3], familial hypercholesterolemia
[9], congenital in origin [16] or due to blunt chest injury. Regardless of the cause, the
pathogenesis is always weakening of the vessel wall which ultimately leads to abnormal
dilatation of the vessel.

In terms of symptomatology, it can have various clinical presentations but most commonly it
presents with ischemic symptoms leading to angina or myocardial infarction [12]. It can also
manifest as superior vena cava syndrome [11], congestive heart failure, compressing right heart
[9,10], fistula formation [16], thrombosis, embolism and rupture.

It can be detected by computed tomography, echocardiography, magnetic resonance imaging
but coronary angiography remains the gold standard for it which provides information about its
size, shape, location and any other associated anomaly. It may be seen as a cardiac tumor,
pericardial tumor, and mediastinal mass [4,5,7,8,13].

Its treatment depends upon the symptomatology. Usually, in case of the symptomatic giant
arterial aneurysm, surgical treatment is the best option. But in asymptomatic cases, medical
management is a better choice (antiplatelet agents, anticoagulation). Prognosis of the coronary
arterial aneurysm is controversial, but overall five-year survival is reported in 71% of cases
[17,18].

Conclusions
The reported case highlights that the giant coronary artery aneurysm may not have any signs
and symptoms. It should be considered in differentials of any condition mimicking symptoms
like those of angina, myocardial infarction, congestive heart failure, etc. and requires proper
imaging studies for further evaluation. Management should be planned accordingly.

Additional Information
Disclosures
Human subjects: Consent was obtained by all participants in this study. Conflicts of interest:
In compliance with the ICMJE uniform disclosure form, all authors declare the following:
Payment/services info: All authors have declared that no financial support was received from
any organization for the submitted work. Financial relationships: All authors have declared
that they have no financial relationships at present or within the previous three years with any
organizations that might have an interest in the submitted work. Intellectual property info: I
am working on it, yet not finalized but I will have one soon. Other relationships: All authors
have declared that there are no other relationships or activities that could appear to have
influenced the submitted work.

Acknowledgements
I acknowledge that Dr. Usman Khan, a cardiologist, who worked in Rochester General Hospital,
NY, provided this unique case and figures.

References
1. Kawasaki T, Kasaki F, Okawa S, Shigematsu I, Yanagawa H: A new infantile acute febrile

mucocutaneous lymph node syndrome (MLNS) prevailing in Japan. Pediatrics. 1974, 54:271-
276.

2. Tunick PA, Slatter J, Kronzon I, Glassman E: Discrete atherosclerotic coronary artery
aneurysms: a study of 20 patients. J Am Coll Cardiol. 1990, 15:279-282.

2018 Saghir et al. Cureus 10(11): e3609. DOI 10.7759/cureus.3609 6 of 7

http://pediatrics.aappublications.org/content/54/3/271.short
https://www.ncbi.nlm.nih.gov/pubmed/2299068


3. Nobegra TP, Klodas E, Breen JF, Liggett SP, Higano ST, Reeder GS: Giant coronary artery
aneurysms and myocardial infarction in a patient with systemic lupus erythematosus. Cathet
Cardiovasc Diagn. 1996, 39:75-79. 10.1002/(SICI)1097-0304(199609)39:1<75::AID-
CCD16>3.0.CO;2-N

4. Channon KM, Wadsworth S, Bashir Y: Giant coronary aneurysm presenting as a mediastinal
mass. Am J Cardiol. 1998, 82:1307-1308. 10.1016/S0002-9149(98)00626-2

5. Konen E, Feinberg MS, Morag B, Guetta V, Shinfield A, Smolinsky A, Rozenman J: Giant right
coronary artery: CT angiographic and echocardiographic findings. AJR Am J Roentgenol. 2001,
177:689-691. 10.2214/ajr.177.3.1770689

6. Hao WR, Chen FC, Kao PF, Hsieh MH, Chen YJ, Chan P: Adult giant coronary artery aneurysm-
a case report and literature review. Acta Cardiol Sin. 2004, 20:187-190.

7. Benerjee P, Houghton T, Walters M, Kaye GC: Giant right coronary artery aneurysm
presenting as a mediastinal mass. Heart. 2004, 90:50. 10.1136/hrt.2002.002519

8. Grandmougin D, Croisille P, Robin C, Pacoch M, Barrel X: Giant coronary artery aneurysm
mimicking a compressive cardiac tumor: imaging features and operative strategy. Cardiovasc
Pathol. 2005, 14:272-275. 10.1016/j.carpath.2005.04.001

9. McGlinchey PG, Maynard SJ, Graham AN, Roberts MJD, Khan MM: Giant aneurysm of right
coronary artery compressing the right heart. Circulation. 2005, 112:66-67.

10. Augustin N, Wessely R, Porner M, Schomig A, Lange R: Giant coronary artery obstructing the
right heart. Lancet. 2006, 368:386. 10.1016/S0140-6736(06)69112-5

11. Kumar G, Karon BL, Edwards WD, Puga FJ, Klarich KW: Giant coronary artery aneurysm
causing superior vena cava syndrome and congestive heart failure. Am J Cardiol. 2006, 98:986-
988. 10.1016/j.amjcard.2006.04.047

12. Jindal RK, George R, Singh B: Giant coronary artery following drug-eluting stent implantation
presenting as fever of unknown origin. J Invasive Cardiol. 2007, 19:313-314.

13. Alomar-Melero E, Martin YD, Janelle GM, Peng YG: An unusual giant right coronary artery
aneurysm resembles an intracardiac mass. Anesth Analg. 2008, 107:1161-1162.
10.1213/ane.0b013e318181f74f

14. Manghat NE, Hughes GJM, Cox ID, Roobottom CA: Giant coronary artery aneurysm secondary
to Kawasaki disease: diagnosis in an adult by multi-detector row CT coronary angiography. Br
J Radiol. 2006, 79:133-136. 10.1259/bjr/16077689

15. Kanaan S, Baker C, Starnes V: Resection of giant coronary artery aneurysm in a Takayasu’s
arteritis patient. Ann Thorac Surg. 2008, 85:1795-1796. 10.1016/j.athoracsur.2007.10.053

16. Li D, Wu Q, Sun L, et al.: Surgical treatment of giant coronary artery aneurysm. J Thorac
Cardiovasc Surg. 2005, 130:817-821. 10.1016/j.jtcvs.2005.04.004

17. Nichols L, Lagana S, Parwani A: Coronary artery aneurysm: a review and hypothesis regarding
etiology. Arch Pathol Lab Med. 2008, 132:823-828. 10.1043/1543-
2165(2008)132[823:CAAARA]2.0.CO;2

18. Pahlawan PS, Niroomand F: Coronary artery aneurysm: a review . Clin Cardiol. 2006, 29:439-
443.

2018 Saghir et al. Cureus 10(11): e3609. DOI 10.7759/cureus.3609 7 of 7

https://dx.doi.org/10.1002/(SICI)1097-0304(199609)39:1<75::AID-CCD16>3.0.CO;2-N
https://dx.doi.org/10.1002/(SICI)1097-0304(199609)39:1<75::AID-CCD16>3.0.CO;2-N
https://dx.doi.org/10.1016/S0002-9149(98)00626-2
https://dx.doi.org/10.1016/S0002-9149(98)00626-2
https://dx.doi.org/10.2214/ajr.177.3.1770689
https://dx.doi.org/10.2214/ajr.177.3.1770689
http://www.airitilibrary.com/Publication/alDetailedMesh?docid=10116842-200409-20-3-187-190-a
https://dx.doi.org/10.1136/hrt.2002.002519
https://dx.doi.org/10.1136/hrt.2002.002519
https://dx.doi.org/10.1016/j.carpath.2005.04.001
https://dx.doi.org/10.1016/j.carpath.2005.04.001
https://www.ahajournals.org/doi/abs/10.1161/circulationaha.104.496224
https://dx.doi.org/10.1016/S0140-6736(06)69112-5
https://dx.doi.org/10.1016/S0140-6736(06)69112-5
https://dx.doi.org/10.1016/j.amjcard.2006.04.047
https://dx.doi.org/10.1016/j.amjcard.2006.04.047
https://www.ncbi.nlm.nih.gov/pubmed/17620677
https://dx.doi.org/10.1213/ane.0b013e318181f74f
https://dx.doi.org/10.1213/ane.0b013e318181f74f
https://dx.doi.org/10.1259/bjr/16077689
https://dx.doi.org/10.1259/bjr/16077689
https://dx.doi.org/10.1016/j.athoracsur.2007.10.053
https://dx.doi.org/10.1016/j.athoracsur.2007.10.053
https://dx.doi.org/10.1016/j.jtcvs.2005.04.004
https://dx.doi.org/10.1016/j.jtcvs.2005.04.004
https://dx.doi.org/10.1043/1543-2165(2008)132[823:CAAARA]2.0.CO;2
https://dx.doi.org/10.1043/1543-2165(2008)132[823:CAAARA]2.0.CO;2
https://www.ncbi.nlm.nih.gov/pubmed/17063947

	Giant Right Coronary Artery Aneurysm: A Case Report
	Abstract
	Introduction
	Case Presentation
	FIGURE 1: X-ray showing the abnormal contour (black arrow) of the right heart border and evidence of recent pneumonic infiltrates.
	FIGURE 2: Computed tomography (CAT) scan showing the giant right coronary artery (RCA) aneurysm (red arrows) with partial central thrombosis (asterisk) and intimal calcification (green arrowhead).
	FIGURE 3: The echocardiogram showing the giant aneurysm (asterisk) arising from the right coronary artery and compressing the right atrium (RA).
	FIGURE 4: Cardiac catheterization showing native right coronary artery (RCA) aneurysm (yellow dashed line).

	Discussion
	Conclusions
	Additional Information
	Disclosures
	Acknowledgements

	References


