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Introduction 
 
Coronary Artery Aneurysms (CAA) are an abnormal dilatation 
of the coronary arteries of unknown etiology. CAA is defined 
as a localized dilation of more than 1.5 times the diameter of an 
adjacent artery. Most of the CAAs’s are incidentally discovered 
on angiography. Symptomatic patients can present with un-
stable angina, myocardial infarction, arrhythmias or sudden 
cardiac death.1 

 
Case Description 
 
A 29-year-old female with no significant past medical history, 
presented to the emergency room with chest pain. The chest 
pain was acute, radiating to bilateral arms. She had associated 
heart burn, nausea and worsening shortness of breath. She had 
vomited on her way to the ER. The EKG on admission showed 
ST depression in the inferior leads, and ST elevation in the 
anterior leads. Troponins were greater than 6,000. Acute coro- 
 

 
 
nary angiogram revealed severe coronary arteries aneurysms 
with the left anterior descending coronary artery completely 
occluded with collaterals, and right coronary artery with 90% 
stenosis. She underwent urgent two vessel Coronary Artery 
Bypass Grafting did well post operatively. After discharge she 
presented to rheumatology for further management of presumed 
Kawasaki Disease.      
 
Discussion 
 
CAA’s can be classified into three major groups based on the 
pathology findings, atherosclerotic, inflammatory and non-
inflammatory. The most common cause of CAA’s in adults is 
atherosclerosis, being responsible for almost half the cases.2 
Kawasaki disease (KD) is the major cause of CAA’s in children 
and is the second most common cause of inflammatory CAAs 
in adults.3 Table 1 presents a more detailed list of etiologies.  
 

 
Causes of CAA’s 

 
 
 
 

 
 



  
 
Kawasaki Disease (KD) 
 
KD is one of the most common vasculitides of childhood that 
rarely occurs in adults.4 It is typically a self-limited condition, 
with fever and features of acute inflammation lasting for an 
average of 2 weeks without therapy.5 However, the complica-
tion of CAA can lead to significant morbidity and mortality.  
 
The diagnosis of KD requires the presence of fever lasting at 
least 5 days without any other explanation combined with at 
least 4 of the 5 following criteria: bilateral bulbar conjunctival 
injection, oral mucus membrane changes, peripheral extremity 
changes, polymorphous rash, and cervical lymphadenopathy (at 
least 1 lymph node >1.5 cm in diameter). Infection must be 
ruled out.6 Of note, these findings are often not present at the 
same time. The cardiac findings are not part of the diagnostic 
criteria of KD but are important to support the diagnosis. 
Cardiac manifestations during the first week to 10 days of 
illness may include tachycardia out of proportion to the degree 
of fever with gallop on exam. Pericardial effusion is reported in 
up to 30% cases.2 Approximately 30 % of children with KD 
have coronary artery dilatation at diagnosis, with frank CAA’s 
usually not seen until after day ten of illness.7 Infants are at a 
higher risk for CAA’s partly because of a delay in diagnosis and 
treatment.  
 
Adults more frequently present with cervical adenopathy, 
hepatitis, and arthralgia. In contrast to children, adults are less 
frequently affected by meningitis, thrombocytosis, and CAA’s 
(5% vs. 18-25%).8 Another review reported 26% of patients had 
CA vasculitis, 19 % had CAAs, and 9% had a myocardial 
infarction.9  
 
Patients with KD, should have EKG and echocardiogram. 
Repeat echocardiograms are usually performed at one to two 
weeks and again four to six weeks after discharge. Patients 
without CAAs in the first month after onset of KD and without 
recurrent symptoms do not need further cardiac testing. 
Coronary computed tomography (CT) and MRA are useful 
options, with multimodal imaging often required to accurately 
evaluate and manage CAAs. Patients with coronary aneurysms 
undergo stress testing with myocardial perfusion imaging on a 
regular basis to evaluate for inducible ischemia.  
 
Treatment with IVIG within the first ten days of illness reduces 
the risk of CAA’s fivefold compared to patients not treated with 
IVIG.10 It is important to diagnose KD as soon as possible to 
reduce the risk of CAA’s.5 The standard initial treatment for KD 
includes use of IVIG with aspirin. Steroids are recommended 
for high-risk patients. Statins, due to their pleitropic anti-
inflammatory effects are used in most KD- induced CAA’s.11  
 
Conclusion 
 
CAA’s secondary to delayed diagnosis Kawasaki Disease are 
infrequent. Diagnosis can be challenging due to non-specific 
diagnostic criteria and lack of specific testing. Timely identi-
fication is important for effective treatment. 

REFERENCES 
 
1. Cohen P, O'Gara PT. Coronary artery aneurysms: a 

review of the natural history, pathophysiology, and 
management. Cardiol Rev. 2008 Nov-Dec;16(6):301-4. 
doi: 10.1097/CRD.0b013e3181852659. PMID: 18923233. 

2. Abou Sherif S, Ozden Tok O, Taşköylü Ö, Goktekin O, 
Kilic ID. Coronary Artery Aneurysms: A Review of the 
Epidemiology, Pathophysiology, Diagnosis, and 
Treatment. Front Cardiovasc Med. 2017 May 5;4:24. doi: 
10.3389/fcvm.2017.00024. PMID: 28529940; PMCID: 
PMC5418231. 

3. Denby KJ, Clark DE, Markham LW. Management of 
Kawasaki disease in adults. Heart. 2017 Nov;103(22): 
1760-1769. doi: 10.1136/heartjnl-2017-311774. Epub 
2017 Jul 27. PMID: 28751537. 

4. Burns JC, Glodé MP. Kawasaki syndrome. Lancet. 2004 
Aug 7-13;364(9433):533-44. doi: 10.1016/S0140-
6736(04)16814-1. PMID: 15302199. 

5. Newburger JW, Takahashi M, Gerber MA, Gewitz 
MH, Tani LY, Burns JC, Shulman ST, Bolger AF, 
Ferrieri P, Baltimore RS, Wilson WR, Baddour LM, 
Levison ME, Pallasch TJ, Falace DA, Taubert KA; 
Committee on Rheumatic Fever, Endocarditis, and 
Kawasaki Disease, Council on Cardiovascular Disease 
in the Young, American Heart Association. Diagnosis, 
treatment, and long-term management of Kawasaki 
disease: a statement for health professionals from the 
Committee on Rheumatic Fever, Endocarditis, and 
Kawasaki Disease, Council on Cardiovascular Disease in 
the Young, American Heart Association. Pediatrics. 2004 
Dec;114(6):1708-33. doi: 10.1542/peds.2004-2182. 
Erratum in: Pediatrics. 2005 Apr;115(4):1118. PMID: 
15574639. 

6. Ayusawa M, Sonobe T, Uemura S, Ogawa S, Nakamura 
Y, Kiyosawa N, Ishii M, Harada K; Kawasaki Disease 
Research Committee. Revision of diagnostic guidelines 
for Kawasaki disease (the 5th revised edition). Pediatr Int. 
2005 Apr;47(2):232-4. doi: 10.1111/j.1442-
200x.2005.02033.x. PMID: 15771703. 

7. Dominguez SR, Anderson MS, El-Adawy M, Glodé 
MP. Preventing coronary artery abnormalities: a need for 
earlier diagnosis and treatment of Kawasaki disease. 
Pediatr Infect Dis J. 2012 Dec;31(12):1217-20. doi: 
10.1097/INF.0b013e318266bcf9. PMID: 22760536. 

8. Wolff AE, Hansen KE, Zakowski L. Acute Kawasaki 
disease: not just for kids. J Gen Intern Med. 2007 
May;22(5):681-4. doi: 10.1007/s11606-006-0100-5. 
PMID: 17443379; PMCID: PMC1852903. 

9. Fraison JB, Sève P, Dauphin C, Mahr A, Gomard-
Mennesson E, Varron L, Pugnet G, Landron C, Roblot 
P, Oziol E, Chalhoub G, Galempoix JM, Humbert S, 
Humbert P, Sbidian E, Grange F, Bayrou O, Cathebras 
P, Morlat P, Epaulard O, Pavese P, Huong du LT, 
Zoulim A, Stankovic K, Bachelez H, Smail A, 
Bachmeyer C, Granel B, Serratrice J, Brinchault G, 
Mekinian A, Costedoat-Chalumeau N, Bourgarit-
Durand A, Puéchal X, Guillevin L, Piram M, Koné-



  
 

Paut I, Fain O; CRI and the French Vasculitis Study 
Group. Kawasaki disease in adults: Observations in 
France and literature review. Autoimmun Rev. 2016 
Mar;15(3):242-9. doi: 10.1016/j.autrev.2015.11.010. Epub 
2015 Nov 26. PMID: 26631821. 

10. Furusho K, Kamiya T, Nakano H, Kiyosawa N, 
Shinomiya K, Hayashidera T, Tamura T, Hirose O, 
Manabe Y, Yokoyama T, et al. High-dose intravenous 
gammaglobulin for Kawasaki disease. Lancet. 1984 Nov 
10;2(8411):1055-8. doi: 10.1016/s0140-6736(84)91504-6. 
PMID: 6209513. 

11. McCrindle BW, Rowley AH, Newburger JW, Burns 
JC, Bolger AF, Gewitz M, Baker AL, Jackson MA, 
Takahashi M, Shah PB, Kobayashi T, Wu MH, Saji TT, 
Pahl E; American Heart Association Rheumatic Fever, 
Endocarditis, and Kawasaki Disease Committee of the 
Council on Cardiovascular Disease in the Young; 
Council on Cardiovascular and Stroke Nursing; 
Council on Cardiovascular Surgery and Anesthesia; 
and Council on Epidemiology and Prevention. 
Diagnosis, Treatment, and Long-Term Management of 
Kawasaki Disease: A Scientific Statement for Health 
Professionals From the American Heart Association. 
Circulation. 2017 Apr 25;135(17):e927-e999. doi: 
10.1161/CIR.0000000000000484. Epub 2017 Mar 29. 
Erratum in: Circulation. 2019 Jul 30;140(5):e181-e184. 
PMID: 28356445. 

 
 




