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Brief Report

Left main coronary artery aneurysm: an uncommon aetiology
for myocardial infarction in the young

Naveen Garg, Nagaraja Moorthy
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Abstract Left main coronary artery aneurysms are very infrequent (0.1%) and the majority is related to
atherosclerotic obstructive lesions. We describe a young male having no conventional coronary risk factors
presenting with acute inferior wall myocardial infarction. Coronary angiography revealed a prominent
aneurysm of the left main coronary artery with selective extension towards the proximal left circumflex artery
without associated coronary lesions.

Keywords: Acute coronary syndrome; embolism; thrombosis

Received: 19 March 2010; Accepted: 18 June 2010; First published online: 23 July 2010

C
ORONARY ARTERY ANEURYSMS ARE VERY RARE,
with prevalence rates that vary from 0.25%
in Asian populations1 to 2.6% in White

populations.2 Aneurysms of the left main coronary
artery are even rarer. In a study by Topaz et al3

involving a series of 22,000 coronary angiograms,
they were found in only twenty-two patients (an
occurrence rate of 0.1%.These dilated sections of the
coronary artery are not benign entities because they
are subject to spasm, thrombosis, and spontaneous
dissection and can be a potential cause of myocardial
infarction.

Case report

A 19-year-old school-going male presented to a
primary-care physician with prolonged chest pain of
3-hour duration associated with severe perspiration.
He had neither conventional risk factors nor a
family history of premature coronary artery disease
or sudden cardiac death. His electrocardiography
showed normal sinus rhythm with ST elevation in
inferior leads with possible culprit vessel localisation

to the left circumflex artery. Cardiac biomarkers were
significantly elevated. In view of lack of facility for
primary percutaneous coronary intervention, he was
successfully thrombolysed with intravenous strepto-
kinase (15,00,000 units). Following thrombolysis, he
had relief from chest pain and electrocardiogram
showed ST segment resolution. Later, he was referred
to our tertiary cardiac care unit for further evaluation
and management.

At admission to the coronary care unit, he was
haemodynamically stable and the electrocardiogram
showed features of evolved inferior wall myocardial
infarction. Transthoracic echocardiography showed
basal and mid-inferior and -posterior segmental
hypokinesia with left ventricular ejection fraction of
45%. He was non-diabetic and his haematological and
biochemical parameters, including serum lipid profile,
were within normal range. Investigations for hyper-
coagulable state and connective tissue markers yielded
negative results. Later, coronary angiography revealed
an aneurysmally dilated left main coronary artery
(Fig 1, videos 1–2) with selective extension of the
aneurysm towards the proximal left circumflex
coronary artery. The left anterior descending artery
ostium was not involved in the aneurysm. The left
circumflex artery was dominant. Except for the
presence of the left main coronary artery aneurysm,
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the rest of the coronary system was normal. Left
ventricular angiography showed hypokinetic dia-
phragmatic and inferior segments with mildly reduced
ejection fraction. The patient was managed conserva-
tively with aspirin, clopidogrel, and anti-coagulants.

Discussion

The incidence of coronary artery aneurysms has been
reported to be 0.2–4.9% of patients undergoing
coronary angiography. Aneurysms of the left main
coronary artery are even more rare; in a study by Topaz
et al3 involving a series of 22,000 coronary angiograms,
they were found in only 22 patients (an occurrence rate
of 0.1%). Over 50% of the left main coronary artery
aneurysms are atherosclerotic in origin. Other aetiolo-
gies include congenital malformations, Kawasaki
disease, Marfan and Ehlers-Danlos syndromes, Takaya-
su’s arteritis, syphilitic or infectious arteritis, thoracic
trauma, and fibromuscular dysplasia. Isolated left main
coronary artery aneurysm without arteriosclerotic
lesions is, therefore, rare, and clinical management of
these patients is not well established because of the lack
of cases documented in the literature.

As with other aneurysms, it appears that thrombo-
sis or embolisation, or both, with vessel occlusion4

and rupture of the aneurysm with sudden cardiac
tamponade5 are the two most serious, although rare,
consequences and can occur in isolated cases of
coronary aneurysm without associated cardiac lesions.

Aneurysms are clinically manifested with acute
myocardial infarction accounting for 30–50% of
cases.1,6 The rest either cause myocardial ischaemia
or, more often, constitute an occasional finding in
coronary angiography. It is reasonable to assume

that thrombosis, facilitated by turbulence and local
slow flow, can occur within an aneurysm and lead to
vessel occlusion, as in our patient the left main
coronary artery aneurysm involving the ostial left
circumflex artery might have led to inferior wall
myocardial infarction.

Although the management of coronary artery
aneurysm is not well established as yet owing to the
rarity and unpredictable natural history, these dilated
sections of the coronary artery are not benign entities
because they are subject to spasm, thrombosis, and
spontaneous dissection and can be a potential cause of
myocardial infarction. In the selected cases of left main
coronary artery aneurysm, adequate medical manage-
ment including anti-platelets and/or anti-coagulation
may confer optimal management without surgery
with a careful periodic follow-up. If pharmacological
treatment fails, then a surgical approach is proposed
or an intra-coronary stent implanted. The surgical
approach involves the plastic correction of the
coronary vessel aneurysm using part of a vein7 or of
an artery8 or stent implantation9 or covered stent,
plastic correction ligation with bypass graft.

Conclusion

Aneurysm of the left main coronary artery is an
uncommon clinical entity and may complicate with
acute myocardial infarction. Left main coronary
artery aneurysm should be considered when a young
patient without conventional risk factors presents
with acute myocardial infarction.
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Figure 1.
Conventional coronary angiography images showing aneurysm of the left main coronary artery with its selective extension into the proximal
left circumflex coronary artery with otherwise normal coronary tree. Please note the normal left anterior descending coronary artery without its
involvement in the aneurysm.
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