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We report on the diagnosis, the course
and outcomes of surgical management of a
coronary artery an eurysm (CAA).

Introduction
Saccular coronary artery aneurysms
(CAA) are relatively rare findings, occurring in 0.08 to 0.6% of coronary angiograms. As a group CAA (either saccular
or fusiform) occur most frequently in the
right coronary artery (RCA). Most CAA
are of atherosclerotic origin and are
asymptomatic, showing up during angiography performed for other reasons.
Symptomatic CAA may present as angina, myocardial infarction, or sudden death, particularly when very large. Though
not typical, CAA can be a cause of death
when thrombosis or rupture occurs, which
tends to be of greater concern with giant
CAA [1-3].
Case Report
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A 73-year-old man was admitted to
the hospital after two saccular coronary
aneurysms (10 x 7 cm and 4.3 x 4.2 cm)
of the RCA were diagnosed on multi-slice computed tomography (CT). The patient's medical history includes long-term
hypertension, abdominal aortic aneurysm
after heart infarct in 2007, and VDD pacemaker implantation in 2005. The aneurysms were initially identified on angiography in 1998. The patient presented
intermittently with signs of angina pectoris and weakness for about 10 years. Repeat angiography in 2007 revealed the
LAD and circumflex were without critical stenosis. The RCA was closed distally with presence of the two saccular, atherosclerotic aneurysms affecting long stretches of the RCA and posterior descending artery (PDA) (see Figure 1). Collateral circulation was well developed.

W pracy opisano diagnostykê oraz wynik
leczenia operacyjnego pacjenta z olbrzymim,
podwójnym têtniakiem prawej têtnicy wieñcowej (CAA).

Ejection fraction (EF) of 40% was documented in the preoperative echocardiography.
The resection procedure was carried
out in extracorporeal circulation with general hypothermia 28 degrees C and crystalline cardioplegia administration. Both
aneurysms were resected intraoperatively and the RCA was completely closed.
Due to total occlusion of the distal segments of the PDA, vessel grafts were not
performed.
The perioperative period was complicated by severe low cardiac output with
an episode of cardiac arrest a few hours
post procedure. During postoperative treatment, the patient required an aggressive pharmacologic regimen (high doses of
dobutamine, epinephrine and norepinephrine) and intra-aortic balloon pump
(IABP) support for 14 days. The patient
was discharged from the hospital 28 days
post procedure. On follow-up (after three
weeks later), his cardiac disease was classified as New York Heart Association
(NYHA) Class II; his EF was 30%.
Comment
CAA may be managed medically with
antiplatelet/antithrombotic therapy, percutaneously with special stent placement,
or surgically with either aneurysm ligation and distal bypass, isolated CABG,
aneurysm plication, saphenous vein patch
repair, or aneurysmectomy (resection) [1].
At present, the majority of published research is on surgical repair, with medical
management supported by anecdotal evidence, and PTFE stenting being a newer
treatment option that appears to be more
suited to CAA < 10 mm in diameter [2].
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Figure 1
(A) Huge aneurysms of RCA as shown on angio CT. (B) Intraoperative view. (arrows indicate aneurysms).

Selection of treatment is based on etiology, associated symptoms, severity of
existing CAD, and complications caused
by the aneurysm, which may include slow
flow within the aneurysm leading to
thrombus formation with vessel occlusion, thromboembolism, and myocardial
infarction. Other potential complications
include formation of AV fistula, vasospasm, and, rarely, acute rupture requiring
prompt surgical intervention [1,2,4,5]. Indeed, research to date shows that most
CAA do not rupture and underlying CAD,
rather than the CAA, appears to be the
causative factor leading to MI in patients
with CAA [1]. In cases of giant CAA,
however, published literature indicates
that surgical repair is the treatment of
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choice, most often surgical resection with
CABG or coronary artery reconstruction
[2,3].

become more frequent and evidence-based management strategies for the various types of CAA will be needed.

In our case, surgical resection was
successfully performed on two CAA associated with distal closure of the RCA,
though CABG was not performed due to
total occlusion of the distal segments of
the PDA. Our patient recovered from surgery and was discharged in good condition, though the peri- and postoperative
periods were fraught with cardiac complications requiring aggressive pharmacologic and mechanical intervention.
With the increasing availability and
utilization of high-resolution CT and MRI
scan, diagnosis of CAA will no doubt
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