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INTRODUCTION
Coronary artery ectasia (CAE) is a rare yet clinically 
significant condition characterised by the dilation of 
coronary arteries by at least 1.5 times the diameter 
of adjacent normal segments. It may manifest 
in localised regions or diffusely across multiple 
coronary arteries (1). The prevalence of CAE varies 
greatly between geographic regions and ethnic 
groups, with higher rates seen in Mediterranean, 
Middle Eastern, and Asian populations. It is often 
found by accident during coronary angiography 
(2,3).

PATHOPHYSIOLOGY AND CHALLENGES
CAE predominantly affects males over 50 years 
old and is most commonly associated with 
atherosclerosis, accounting for over half of cases 
(4). However, a big part of the cases are caused 
by things other than atherosclerosis. These include 
birth defects, connective tissue disorders (like 
Marfan syndrome and Ehlers-Danlos syndrome), 
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vasculitis (like Kawasaki disease), and injuries (5). 
The right coronary artery (RCA) is most frequently 
affected, followed by the left anterior descending 
(LAD) and circumflex arteries (6).
Researchers have found that chronic inflammation, 
breakdown of the extracellular matrix, and loss of 
smooth muscle are some of the main factors that 
cause this (4). Recently, new studies have linked 
genetic predisposition and epigenetic changes to the 
development of CAE, suggesting possible areas for 
further research.
CLINICAL FEATURES AND EMERGING 
DIAGNOSTIC MODALITIES
While many CAE patients are asymptomatic, 
others present with chest discomfort or angina 
due to altered coronary blood flow, thrombosis, or 
embolism (7). Complications include myocardial 
infarction, aneurysmal changes, and, in severe 
cases, sudden cardiac death (8). Despite its clinical 
significance, CAE remains underdiagnosed, partly 
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due to a lack of standardised diagnostic criteria.
Recent advancements in imaging technologies, such 
as coronary computed tomography angiography 
(CCTA) and intravascular ultrasound (IVUS), 
provide more detailed assessments of coronary 
artery morphology and plaque characterisation (9). 
Also, creating new biomarkers to find inflammatory 
or thrombotic activity in CAE could help with early 
detection and figuring out who is at risk.

RESEARCH GAPS AND MANAGEMENT 
CHALLENGES
Management of CAE remains challenging due to the 
lack of consensus guidelines. Current approaches 
focus on mitigating cardiovascular risk factors and 
preventing complications, particularly thrombus 
formation. Patients with significant thrombotic 
burden commonly employ antiplatelet therapy, 
such as aspirin, with the addition of anticoagulation 
(10). However, the optimal combination, dosage, 
and duration of antithrombotic therapy remain areas 
of active debate.
In severe cases, surgical interventions like coronary 
stenting or bypass grafting are considered, but it’s 
unclear how effective they are in CAE-specific 
contexts (11). There is a pressing need for clinical 
trials to evaluate the effectiveness of tailored 
therapies for CAE patients, particularly those with 
coexisting CAD.

PROGNOSIS AND FUTURE DIRECTIONS
The long-term prognosis of CAE is highly variable, 
with outcomes ranging from asymptomatic 
stability to significant ischaemic heart disease and 
myocardial infarction (12). Emerging evidence 
suggests that integrating advanced imaging with 
predictive models could improve risk stratification 
and guide personal management strategies.
Future research should prioritise:
1.	 Genetic and Molecular Insights: Identifying 
genetic markers or molecular pathways associated 
with CAE to better understand its aetiology.
2.	 Standardised guidelines: developing 
evidence-based protocols for diagnosis and 
management to address the current variability in 
clinical practice.
3.	 Region-Specific Studies: Exploring 
geographic and ethnic disparities in prevalence to 
inform regionally tailored approaches.
4.	 Therapeutic Innovations: Investigating 
novel antithrombotic therapies, endovascular 
techniques, and regenerative strategies to address 
arterial wall damage.

CONCLUSION
CAE is an uncommon but clinically relevant 
condition within the spectrum of CAD, with 
significant implications for patient outcomes. 
Addressing the current gaps in understanding and 
management through innovative research and 
personalised care will be critical to improving 
the prognosis for CAE patients. As we advance, 
integrating emerging technologies and evidence-
based strategies promises to enhance diagnosis, risk 
stratification, and treatment outcomes.
Key messages:
•Definition and Epidemiology: Coronary Artery 
Ectasia (CAE) is a rare dilation of coronary arteries 
(≥1.5 times the normal size), found in 0.3%-5% 
of patients undergoing coronary angiography. 
Primarily detected in males over 50, with heightened 
prevalence among Mediterranean, Middle Eastern, 
and Asian populations.
•Aetiology: Atherosclerosis: The primary aetiology 
in over 50% of cases. Non-atherosclerotic 
aetiologies include congenital defects, connective 
tissue disorders (e.g., Marfan syndrome), vasculitis 
(e.g., Kawasaki disease), and trauma.
•Pathophysiology: Driven by chronic inflammation, 
degradation of the extracellular matrix, and 
loss of smooth muscle within the arterial wall. 
Complications include an increased risk of 
thrombosis, embolism, myocardial infarction, 
aneurysmal rupture, and sudden cardiac death.
•Evaluation: The definitive method is coronary 
angiography.Advanced modalities: CT Coronary 
Angiography (CCTA), Intravascular Ultrasound 
(IVUS), and Optical Coherence Tomography 
(OCT).Management: Focus on mitigating 
cardiovascular risk factors. Antiplatelet therapy, 
such as aspirin, and anticoagulation are used for the 
management of thrombotic risk. There are critical 
surgical interventions (such as stenting or bypass).
•Research Deficiencies: The necessity for uniform 
diagnostic and therapeutic protocols. There 
has been a lack of comprehensive studies and a 
restricted comprehension of genetic predispositions.
Future directions: genetic and molecular research, 
advanced imaging techniques, and localised studies 
for personalised treatments.

DECLARATIONS
Ethics Committee Aproval: Since this study 
utilized publicly available literature, approval  from 
the institutional review board was not obtained.
Financial  Disclosure:  The  author  declared  that  
this study has received no financial support.
Author Contributions: Author declare that he 
has all participated in the design, execution, and 
analysis of the paper, and that he has approved the 
final version.
Conflict of Interest Statement: The author have 

http://www.jeimp.com
http://www.jeimp.com


Avicenna Anatol J Med. 2024;2(2):42-4444

Aşkın Coronary Artery Ectasia

no conflicts of interest to declare.
Informed consent form: Not Available
Funding source:  No funding  was  received  fort  
the research.
Artificial Intelligence: Artificial intelligence is 
utilized in this paper.

REFERENCES
1.	 Yavcin O, Askin L, Seçen O, et al. Copeptin levels in patients with 

coronary artery ectasia. Interv Med Appl Sci. 2019;11(2):112-116. 
doi:10.1556/1646.11.2019.08

2.	 Aktürk E, Aşkın L, Nacar H, et al. Association of serum prolidase 
activity in patients with isolated coronary artery ectasia. Anatol J 
Cardiol. 2018;19(2):110-116. doi:10.14744/AnatolJCardiol.2017.8160.

3.	 Turk-Adawi K, Sarrafzadegan N, Fadhil I, et al. Cardiovascular 
disease in the Eastern Mediterranean region: epidemiology and risk 
factor burden. Nat Rev Cardiol. 2018;15(2):106-119. doi:10.1038/
nrcardio.2017.138

4.	 Sercelik A, Tanrıverdi O, Askin L, Turkmen S. Association of 
C-Reactive Protein to Albumin Ratio in Patients with Isolated Coronary 
Artery Ectasia. A Associação da Relação Proteína C-Reativa/Albumina 
em Pacientes com Ectasia da Artéria Coronária Isolada. Arq Bras 
Cardiol. 2021;116(1):48-54. doi:10.36660/abc.20190476

5.	 Johal A, Imburgio S, Pannu V, et al. A Rare and Unusual Cause of 
Ischemic Stroke to Be Aware of. J Med Cases. 2022;13(11):536-540. 
doi:10.14740/jmc4015

6.	 Esposito L, Di Maio M, Silverio A, et al. Treatment and Outcome 
of Patients With Coronary Artery Ectasia: Current Evidence and 
Novel Opportunities for an Old Dilemma. Front Cardiovasc Med. 
2022;8:805727. Published 2022 Feb 4. doi:10.3389/fcvm.2021.805727.

7.	 Boles U, Rakhit R, Shiu MF, Patel K, Henein M. Coronary artery ectasia 
as a culprit for acute myocardial infarction: review of pathophysiology 
and management. Anadolu Kardiyol Derg. 2013;13(7):695-701. 
doi:10.5152/akd.2013.2275

8.	 Devabhaktuni S, Mercedes A, Diep J, Ahsan C. Coronary Artery 
Ectasia-A Review of Current Literature. Curr Cardiol Rev. 
2016;12(4):318-323. doi:10.2174/1573403x12666160504100159

9.	 Dahhan A. Coronary artery ectasia in atherosclerotic coronary artery 
disease, inflammatory disorders, and sickle cell disease. Cardiovasc 
Ther. 2015;33(2):79-88. doi:10.1111/1755-5922.12106

10.	 Kawsara A, Núñez Gil IJ, Alqahtani F, Moreland J, Rihal CS, Alkhouli 
M. Management of Coronary Artery Aneurysms. JACC Cardiovasc 
Interv. 2018;11(13):1211-1223. doi:10.1016/j.jcin.2018.02.041

11.	 Patrono C, Morais J, Baigent C, et al. Antiplatelet Agents for the 
Treatment and Prevention of Coronary Atherothrombosis. J Am Coll 
Cardiol. 2017;70(14):1760-1776. doi:10.1016/j.jacc.2017.08.037

12.	 Díaz-Zamudio M, Bacilio-Pérez U, Herrera-Zarza MC, et al. Coronary 
artery aneurysms and ectasia: role of coronary CT angiography. 
Radiographics. 2009;29(7):1939-1954. doi:10.1148/rg.297095048

http://www.jeimp.com

