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Eosinophilic Arteritis with Coronary Aneurysms and Stenoses
Paul B. Poommipanit, MD, Mark Lensky, MD, Jonathan Tobis, MD

A 43-year-old Chinese woman with eosinophilia and a swollen neck was found to have
extensive aneurysmal dilatation of both carotid arteries. Although there were no anginal
symptoms, cardiac investigation revealed an abnormal radionuclide perfusion study. Cardiac
catheterization showed large coronary aneurysms with complete occlusion of the left
circumflex (LCx) and right coronary arteries (RCA), and 90% stenosis of the mid-left anterior
descending (LAD) artery with an ejection fraction (EF) of 25%. Discussion of this unusual
form of eosinophilic arteritis and its treatment are presented.

Case Report. A 43-year-old Chinese woman, with a medical history of hypertension and
severe patchy alopecia for two years, complained of painless “fullness of the neck” that
developed six months prior to her hospitalization. A magnetic resonance imaging (MRI) study
revealed aneurysmal carotid arteries with mural thrombi (Figure 1). The patient was started
on anti-hypertensive medications as well as coumadin. A few days later, she developed
sudden onset of right arm and leg weakness and was found to have a left parietal-occipital
infarct by MRI. The patient’'s white count was elevated at 11,000 with 65% eosinophilia. She
was given high-dose steroids, and the eosinophilia resolved.

The patient did not report any anginal symptoms, but because of the carotid involvement as
well as symptoms of dyspnea on exertion and an elevated B-type naturetic peptide (BNP) of
1,140 pg/ml, an adenosine Myoview™ (Amersham Health, Waukesha, Wisconsin) study was
performed. This showed large areas of ischemia and infarction in the anterior and
inferolateral walls. Coronary angiography revealed diffuse aneurysmal dilatation of all three
coronary arteries, associated with complete occlusion of the left circumflex artery (LCx), right
coronary artery (RCA), and 90% stenosis of the mid-left anterior descending artery
(LAD)(Figures 2A and B).

The EF by ventriculography was 25% and demonstrated global hypokinesis. Right ventricle
biopsy obtained two weeks after the institution of steroid therapy revealed no evidence of
inflammatory infiltrate or eosinophilic myocarditis. A chromium cobalt 3.0 x 18 mm stent
(Vision, Guidant Corp., Indianapolis, Indiana) was positioned across the LAD stenosis and
was deployed at a pressure of 16 atm (Figure 3). Because the LAD represented the patient’s
sole remaining coronary circulation, the procedure was performed with intra-aortic balloon
pump (IABP) support. Neither the abdominal aorta nor the renal arteries were affected by the
aneurysms.

She was continued on high-dose corticosteroid therapy and subsequently received one dose
of IV cyclophosphamide. After discharge from the hospital, she returned to her usual daily
activities, with some residual weakness in the right arm and leg, but was clinically stable nine
months later.

Discussion

1. Vasculitis (Table 1). There are several vasculitides that affect large- and medium-
sized arteries which share features with this case. Takayasu’s arteritis affects the aorta
and its branches, which include the carotid and coronary arteries.! Our patient did not
have involvement of the aorta or the subclavian branches. Takayasu’s arteritis is also not
associated with eosinophilia.? Giant cell arteritis involves the large and medium vessels,



but most often involves the cranial branches of the aorta,® and is also not associated with
peripheral eosinophilia. Churg-Strauss arteritis, the vasculitis most commonly associated
with peripheral eosinophilia, affects medium- and small-sized vessels and normally is
associated with allergic rhinitis, sinusitis or asthma. There are case reports of Churg-
Strauss coronary arteritis, but none involving both the coronary and carotid arteries.* Our
patient did not have typical symptoms of asthma, rhinitis or sinusitis, although the
alopecia was felt to represent an auto-immune phenomenon. Polyarteritis nodosa involves
the medium and small muscular arteries and occasionally leads to coronary artery disease
and aneurysms,® but does not involve the carotid arteries and is not associated with
peripheral eosinophilia. The most notable vasculitis to affect the coronary arteries is
Kawasaki’s disease. Kawasaki’s disease, however, occurs predominantly in children,
presenting with fever lasting several days. It is commonly associated with “strawberry”
tongue, palmar erythema, rash, or cervical lymphadenopathy.®The vasculitic syndrome
affecting this patient may represent an eosinophilic variant of Takayasu’s arteritis versus
Churg Strauss arteritis with involvement of medium and large vessels, however it is
difficult to specify an exact category beyond an *“eosinophilic vasculitis.”

2. Coronary angioplasty in aneurysmally dilated and stenotic arteries. Our case
report describes successful stenting of a narrow lesion in the sole remaining coronary
vessel that was severely affected by aneurysmal dilatation and inflammation secondary to
eosinophilia. The case was also unusual because of the lack of symptoms of angina or
infarction at presentation to suggest any involvement of the coronary arteries. The
management was complicated by the absence of distal targets for possible bypass grafting
of the RCA or LCx, and the high risk associated with open heart surgery in this setting.
The coronary angioplasty was technically difficult due to the presence of extensive
aneurysmal dilatation of the LAD. The risk of the procedure was high because the LAD
was the sole remaining source of myocardial blood supply. There have been a number of
case reports documenting treatment of coronary artery aneurysms with stent implantation,
although7alternative therapies have been surgical excision or coronary artery bypass
grafting.

3. Vasculitis involving the coronary arteries. The mechanism behind the changes that
produce coronary artery stenosis in vasculitis involves immunologically mediated
inflammation with intimal thickening from the accumulation of fibrous tissue and
proliferation of smooth muscle cells.® There is also pathologic evidence that stimulated
eosinophils are directly toxic to myocardial cells and arterial wall

components.®1% Aneurysmal dilatation is associated with destruction of the media, as
observed in the intravascular ultrasound image (Figure 3). This report is unusual because
it describes a nonspecific eosinophilic vasculitis associated with severe coronary and
carotid artery aneurysm and stenosis formation in which a sole remaining LAD stenosis
was successfully treated with percutaneous revascularization.
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Table 1. Vasculitis vessels involved American College of Rheumatology (ACR) criteria for diagnosis "
Takayasu's arteritis Usually affects the aorta and its * Age of onset = 40
branches, which incdude the carotids » Claudication of the extremities
and the coromary ateries # Difference of at least 10 mmHG in SBP between the brachial arteries

® Pruiit cver ome or both subelavian arteries or abdominal acra
» Arreringraphic namowing/ocelusion of the acrta, its primary branches or the
large arteries in the proximal upper o1 lower exctenmities.

Giant cell arteritis Involves the |:1r\r,_l,c and medium vc'm'].i, L ,f\;_-\c =50 years at time of coset
{ Tempomd artentis) but most often invalves the cranial » Localized headache of new onset
branches of the acrta # Tenderness or decreased 'pu|sc' of the t\‘m'rn'r:ﬂ artery

» ESR. = 50 mm/h { Westergren)
# Piopsy revealing a necrotizing arteritis with a predominance of moncnuclear
cells or a granulomatous process with multinucleared giant cells.

Polyarteritis nodosa Typically involves the small and medium * Unexplained weight loss = 4 kg
sized arterities and occasionally leads to # Livedo Reticulars
coronary artery disease and aneury=ms # Myalgias, weakness or polyneuropathy

» New onset dinstolic blood pressume > 90 mmHg

# Elevated blood urea nitrogen (> 40 mmH_c:] or creatinine (= 1.5 |11q|'d]_)

» Evidence of hepatitis B infection

L] .‘\rtvric»_:mphic evidence of characteristic abnomalities

* Biopsy evidence of small or medium sized artery with polymorphonuclear cells
® Testicular pain or tenderness

\awasaki's arteritis Involves the lange, medium and small ® Fever lasting five or more days
Kawasali B Ty
arteries including the corona Ty arteries, # Pilarcral c:rljuncl:i\“.ﬂ injection
but usually occurs in children * Oyl mucous membrane changes, including strawkbeny

tongue, lip changes and injected pharynx

» Peripheral extremity changes including edema of the hands ard feet, erythema
af the palms or soles and periungual desquamation

» Polymorphous rash

® Cervical h‘lnp]'l-adcnurﬂl]w

Chru“-':;tr.mm arteritis Moast cﬂmnumh‘ associated with ® Asthma
c-minuphi|i:1 and involves the medium » Eceinophilia of = 10%
and =small sized arrerities * Mononeuropathy or palynieuroparhy

» Migratory or transient pulmonary opacities
» Paranasal sinus abnormalivy
- Biunw chowing the accumulation of cminup‘hﬂs

Wegner's granulomatous Involves the medium and small arterieis and # Masal or omal inflammation

typically involves the upper and lower aitways | @ Chest mdiograph showing nodules, fixed infilorates or cavities

as well as glomenilonephritis of the kidneys ® Abnormal urinary sediment

» Cranulomatous inflammation on biopey of an artery orperivasculararea

» Nommally associated with antineutrophil cytoplasmic antibodies (ANCA).
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