VOL. 31 No. 1—2, 1998

PAKISTAN HEART JOURNAL

Coronary Ectasia —
An Angiographic Survey

M A AZIM*
M M H NURI**
ASHUR KHAN***

Summary:

Coronary ectasia is defined as a localized dilatation of coronary artery 1.5 times or
more of the adjoining normal vessel (CASS). The report prevalence ranges from 1.5%
to 4.5% in various angiographic series. Exact aetiology of the condition is not known,
though a generalized cause (like protease - protease inhibitors imbalance) and local
factors have been proposed. It is observed more commonly in males, smokers, persons
with familial hypercholestrolemia and coronary artery disease. The entity is generally
considered benign, but atypical angina, coronary spasm and myocardial infarction may
occur. Treatment is generally dictated by associated coronary artery disease. We studied
1214 angiograms from 1996 series and found 23 cases (1.89%) of ectatic coronary
morphology. All were males with age 48.6+5.61 years. 26.1% were smokers, 34.8%
non-smokers and 39.1% had quit smoking; 13% were diabetics, 18% had family history
of THD, 35% were hypertensives and 8.7% had abnormal lipid profile. Vessels
involvement was: RCA 56.5%, LAD+RCA 17.4% while LCX and LAD accounted for
13% each. 74% of cases had some degree of stenosis in ectatic vessel and 92% of the
cases had stenotic lesions in other vessels. 50% of the ectatic segments were proximal,
25% had lesions in proximal and distal segments while 25% had involvement of proximal
and mid ségments. 50% of the lesions were localized, fusiform type, 8% were mixed and
42% had linear lesions.
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Introduction:

Coronary ectasia is a localized dilatation of one or
more coronary segments as compared to adjacent
normal vessels. CASS definition requires a dilatation
of at least 1.5 times normal to be labelled as ectasia'.
The condition is recognized on angiography usually
performed for evaluation of suspected coronary artery.
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The reported prevalence ranges between 1.5 - 4% of
angiograms. Though of unknown aetiology, certain
associations have been observed which include male
sex, smoking, coronary artery diseae, familial
hypercholestrolemia, and -1 anti trypsin excess. The
condition generally runs a benign course.

We are reporting the prevalence of coronary ectasia
and its various attributes in Pakistani population.

Materials & Methods:

We reviewed the reports of all angiograms
performed at our institute during the year 1996 (1214
in total), and identified the angiograms which had
mentioned presence of ectatic morphology. Angiography
films of the cases thus identified were obtained and
reviewed by us for confirmation of the findings and



PAKISTAN HEART JOURNAL

VOL. 31 No. 1—2, 1998

qualitative as well as quantitative assessment. The
results were tabulated and analyzed using SPSS on
personal computer. Chi-square method was used to test
significarice of observed values. A p value of 0.05 was
taken as significant and 0.01 or less as highly significant.

TABLE 1.
Risk factors for coronary ectasia
(Total angiograms 1214)
(n=23)

Parameters [Percentage (%0) P Value
Males 100% .001 (HS)
Smokers :

(Present+Past) 65.2% .06 (NS)

High Lipids 8.7% .001 (HS)

Ischemic

Heart Disease 92% .001 (HS)

Diabetes ;

Mellitus 13% .001 (HS)

Hypertension 35% .06 (NS)
Results:

A total of 1214 angiograms were included in the
study. A total of 25 cases were identified, two out of
which were discarded because of minor degree of
ectasia, not fulfilling the diagnostic criteria. 23 cases
were used for analysis. The prevalence of ectasia, thus,
was found to be 1.89%.

Our results show that all cases of ectasia were males
with age 48.6+5.61 (Mean+SD) years. Of them, 26.1%
were smokers, 34.8% non-smokers and 39.1% had quit
smoking. 13% were diabetics while 87% were non
diabetics. 82% had no family history of IHD while 18%
had it. 65% were normotensives and 35% hypertensives.
8.7% were known to have abnormal lipid profile.

Review of angiograms revealed frequent
involvement of RCA (56.5%). LAD+RCA involvement
occurred in 17.5% while LCX and LAD accounted for
13% each. RCA was the dominant coronary artery in
82% of cases, LCX in 13% and LAD in 5%. 74% of
cases had some degree of stenosis in ectatic vessel, either
proximally or distally, while 26% had no lesions in
affected vessels. 92% of the cases had stenotic lesions
in other vessels. 50% of the ectatic segments were found

in proximal parts only, 25% had lesions in proximal
and distal segments while 25% had involvement of
proximal and mid segments. 50% of the lesions wese
localized, fusiform type, 8% were mixed and 42% had
linear lesions. 56.5% had good LV function while 43.5%
had moderate LV function as judged by LV cine.

Treatment options were mostly based upon the
associated stenotic lesions. 39.1% were offered CABG
surgery, 34.7% medical treatment and 26.1% were
advised PTCA. The results are summarized in table
1-3.

Discussion:

Coronary artery ectasia, an interesting angiographic
finding, is a localized dilatation of coronary artery with
at least 1.5 times the diameter of non-involved vessel’.
It has been reported in various series with a prevalence
rate ranging from 1.4% to 6% of angiograms?*. In our
study, an observed incidence of 1.89% is in conformity
with other reported series.

Exact aetiology of the condition is not known; both
local as well as generalized factors have bees
implicated‘. The disease may be a separate entity i
itself due to underlying biochemical abnormality (-1
anti-trypsin excess)’, a manifestation of vasculitic
involvement of coronary arteries in a plethora of
vasculitidies®, a result of mechanical forces (post
stenotic dilatation) or a combination of these*
Unfortunately, almost all reported series were
retrospective analyses, and did not specifically rule om

TABLE 2.
Pattern of vessel involvement
(P =.008 HS)

Vessel Involvement Percentage
RCA 56.5%
RCA + LAD 17.5%
LAD 13%
LCX 13%

Key:
RCA  Right Coronary Artery
LAD  Left Anterior Descending Artery
LCX  LeftCircumflex Artery
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all these possibilities. A very strong association with
stenotic coronary artery disease has been observed by
all investigators. In our series, 74% of cases had stenosis
in related vessel while 92% had lesions in other, non-
related vessels. Males predominate in all series, and
smoking has emerged as a strong risk factor; though
not in our study (p=0.06). A high incidence of ectasia
is also seen in patients with familial hypercholestrolemia
(18% vs. 2%)"%. The interpretation of above results,
however, may be difficult as there are two potential

TABLE 3.

Morphological patterns of Coronary ectasia

Pattern of Involvement lPercentage
Fusiform 50%
Linear 42%
Mixed i 8%
Proximal Involvement Only 50%
Proximal & Distal Involvement 25%
Mid Segment & Proximal Involvement 25%
Proximal Stenosis Due to Atherosclerosis 74%
Stenosis in Non-Ectatic Vessels 92%

sources of selection bias, namely, 1) in all the reported
series angiography was primarily performed for
detection/quantitation of coronary artery disease and
2), all above mentioned risk factors predispose to
coronary artery disease per se. It would be interesting
to study the incidence of coronary ectasia in normal,
asymptomatic people without coronary artery disease.
It would also be preferable to exclude vasculitis-
associated ectasia, as this would represent an ectatic
'phenotype' rather than true ectasia. At present, it seems
plausible to assume that localized morphological variety
of coronary ectasia may occur in association with
stenotic lesions in predisposed individuals, while linear
variety may occur with quantitatively greater underlying
biochemical abnormality like protease-anti protease
imbalance.

An other intriguing aspect of the matter is uniformly
reported much higher incidence (46% to 75%) of
involvement of right coronary artery for which no
explanation has been offered. Could it be related to
higher incidence of RCA dominance? Possibly yes - as
in our total series of 1214, the incidence of RCA
dominance was 80%, almost the same as in patients

with ectasia (82%). And incidentally, RCA involvement,
alone or in combination also occurred in 74% of the
cases. This would mean that ectasia has something to
do with vessel dominance; greater flow, higher
hemodynamic stress or other unknown local factors may
be at play in concert with generalized underlying
predisposing abnormality. Significance of hemodynamic
factors is also underscored by the fact most of ectatic
lesions occur in proximal segments (75% in our series
as well as other series) where hemodynamic stress is
likely to be greater.

Coronary ectasia generally runs a benign course.
Lesions may remain static or increase in size, and new
lesions may appear during follow-up®. In contrast to
the belief, that ectatic segment is less likely to go into
spasm because less muscle, spasm has been well
documented'®". Ectatic segments pose another threat:
in-situ thrombosis without atheroma, possibly because
of eddy currents or altered flow. characteristics. This
may present as atypical chest pain and may respond to
anticoagulation'?.

Presence of ectasia does not seem to influence
management strategy, which is largely dictated by extent
and nature of co-existing coronary artery disease. There
can be a case for ligation distal to ectatic segments to
prevent thrombo-embolic phenomenon when CABG is
being performed, though its value has not beeh
documented.

Conclusion:

Coronary ectasia is not a rare entity in our patient
population. Various characteristics of the condition in
our population are generally similar to other
international series. Its recognition in a patient may
justify novel modifications to management decision
making.
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