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Abstract
Objectives  Coronary artery aneurysm (CAA) is usually 
an asymptomatic and rare disease. There are limited 
epidemiological data for CAA in Asian populations and in 
the rest of the world.
Design  A retrospective case control study.
Setting  A population based, database study from Taiwan's 
National Health Insurance Research Database, between 
2005 and 2011.
Participants  CAA patients identified using International 
Classification of Diseases, ninth revision, clinical 
modification (ICD-9-CM) code 414.11 with CAA 
examinations.
Outcome measures  The incidence rate and mortality rate 
of CAA were calculated. We also matched patients with 
non-CAA patients according to age, gender and index year 
at a 1:10 ratio to explore the risk factors for CAA using 
conditional logistic regression.
Result  A total of 1397 CAA patients were identified 
between 2005 and 2011; 41.9% were paediatric patients 
and 58.1% were adults. The incidence rate and mortality 
rate of CAA in Taiwan were 0.87 and 0.05 per 105 person-
years, respectively. The adjusted odds ratios (aOR) for 
coronary atherosclerosis, hypertension, dyslipidaemia and 
diabetes were 7.97, 2.09, 2.48 and 1.51, respectively. Of 
note, aortic dissection (aOR 6.76), aortic aneurysm (aOR 
5.82) and systemic lupus erythematosus (aOR 4.09) were 
found to be significantly associated with CAA.
Conclusion  In Taiwan, CAA patients were distributed 
across both paediatric and adult populations. Apart from 
cardiovascular risk factors, aortic diseases and systemic 
lupus erythematosus need to be investigated further in 
CAA patients.

Introduction
Coronary artery aneurysm (CAA) is a rare 
finding in patients referred for coronary 
angiography. It is characterised by abnormal 
dilatation of the vessel lumen, defined as a 
lumen with a diameter >1.5-fold the diameter 
of the lumens of the normal vessels adjacent 
to it or the largest coronary vessel lumen.1 
Previous case series on angiography have 
reported a wide prevalence range, from 0.2% 
to 6.0%, across the world.1–4 In Taiwan, Wang 
et al reported 25 patients with CAA (0.25%) in 

a patient cohort of 10 120 patients.5 Further-
more, one case series indicated that there 
were 24 patients (2.6%) with aneurysmal dila-
tation among 924 acute myocardial infarction 
patients undergoing percutaneous coronary 
intervention from 1993 to 2001.6

Although CAA commonly coexists with 
atherosclerosis,1 7 various potential causes, 
such as congenital, inflammatory and 
connective tissue disorders, and other factors, 
have been noted in the literature.8 9 Among 
these risk factors, Kawasaki disease is well 
recognised as the main cause in children; it 
occurs predominantly in Asian countries.10 11 
The pathogenesis of CAA is postulated to be 
the degradation of the extracellular matrix 
of the media by matrix metalloproteinases 
and is considered to be similar to that of 
other aneurysms in larger vessels.12 13 Instead 
of presenting as a benign entity, CAA shows 
the clinical manifestations of coronary artery 
diseases, such as angina and acute coronary 
syndrome.14–16

Despite the fact that Kawasaki disease is a 
significant risk factor for the development 
of CAA, especially in children, information 
regarding CAA and its related risk factors in 
the adult population is limited in Asian coun-
tries. Accordingly, our aim was to investigate 
the epidemiology and risk factors for CAA in 
a Taiwanese population.
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Methods
Data sources
We obtained a specific dataset of all CAA patients from 
Taiwan’s National Health Insurance Research Database 
(NHIRD). All medical records comprising outpatient 
care, inpatient care, emergency care and prescriptions 
from 2005 to 2011 were used for analysis in the epidemi-
ological study.

For the case control study, we selected controls from the 
Longitudinal Health Insurance Database (LHID2005), 
which contained 1 million samples that were randomly 
selected from the NHIRD and were representative of 
23 million people in Taiwan.

The study was approved by the institutional review 
board of Kaohsiung Medical University Hospital (KMUH-
IRB-EXEMPT-20130199). NHIRD data were de-identified 
by scrambling the identification codes of both patients 
and medical facilities, and were released to the public 
for research purposes. Therefore, current NHIRD and 
hospital regulations and guidelines did not mandate 
informed consent in this retrospective case control 
study because of the anonymous nature of the database. 
All procedures performed were in accordance with the 
ethical standards of the institutional research committee 
and the directives of the Declaration of Helsinki.

Study population
To identify patients diagnosed with CAA, we used the 
International Classification of Diseases, ninth revision, 
clinical modification (ICD-9-CM) code 414.11. Patients 
who had two outpatient diagnoses or one inpatient diag-
nosis of CAA between 1 January 2005 and 31 December 
2011 were identified. The index date was defined as the 
date of first diagnosis of CAA. Patients who were diag-
nosed with CAA based on imaging studies, including 
coronary angiography, echocardiography, CT, MRI and 
cardiac catheterisation, within 90 days (3 months) before 
or after the index date were enrolled.

In the case control study, cases included adult subjects 
who were hospitalised with a diagnosis of CAA between 
1 January 2005 and 31 December 2011. Patients younger 
than 20 years and those who were diagnosed with CAA in 
the outpatient clinic were excluded. In the case group, 
the first hospitalisation date for CAA was assigned as the 
index date. For the control selection, 10 patients were 
randomly selected for each case by matching age, sex 
and index year of case diagnosis. The first admission date 
within the same year of CAA diagnosis was assigned as the 
index date for the control group.

Survival status
According to the validation by Cheng et al of inhospital 
mortality in the NHIRD,17 we defined death as ‘4’ or ‘A’ 
status record on discharge and ‘disenrollment’ insur-
ance status in the Registry for Beneficiaries. In contrast, 
patients admitted because of an emergency, but without 
follow-up data, were considered dead, which was also 
confirmed by checking the insurance status.

Covariates
In the epidemiological study, we analysed age and sex, 
characteristics of subjects with respect to geographical 
region, urbanisation and income group at baseline. 
Income group was defined by the individual average 
monthly income during a period of 1 year before the index 
date and classified as low (< NTD$20 000 or < US$625) 
or high (≥ NT$20 000 or ≥ US$625). In the case control 
study, covariates for analysis included demographics and 
related risk factors. On the basis of previous evidence, 
related risk factors included coronary atheroscle-
rosis,8 18 19 hypertension,18–21 dyslipidaemia,19–21 diabetes 
mellitus,19–22 cerebrovascular disease,8 peripheral vascular 
disease,8 varicose veins,18 23 aortic dissection,24aortic 
aneurysm (AA),24 25systemic lupus erythematosus (SLE),8 
rheumatoid arthritis8 and inflammatory bowel disease.8 
Furthermore, we defined atherosclerosis, hypertension 
and hyperlipidaemia as traditional cardiovascular risk 
factors.20 21 A period of 1 year before the index date was 
reserved for covariate evaluation in both groups.

Statistical analysis
Incidence rate, presented as number per 105 person years, 
was defined as the number of patients with a newly diag-
nosed CAA, divided by the total Taiwanese population in 
each year. Mortality rate, presented as number per 105 
person years, was defined as the number of patients who 
died divided by the total Taiwanese population in each 
year. For trend analysis, the Cochran–Armitage test was 
used to detect any significant change in incidence rate or 
mortality rate during the study period. The demographic 
data of the total population in Taiwan were obtained 
from the Statistics, Department of Household Registra-
tion, Ministry of the Interior.26 For descriptive statistics, 
continuous variables are presented as mean±SD; categor-
ical variables are presented as frequency and proportion 
(%).

The OR and 95% CI for CAA were estimated by condi-
tional logistic regression analysis for matched pair’s data 
and were adjusted for the study covariates. The results 
were expressed as three models adjusted for different 
variables: model 1, demographics and traditional cardio-
vascular risk factors; model 2, demographics and related 
risk factors, excluding traditional cardiovascular risk 
factors; and model 3, demographics and related risk 
factors. Spearman's correlation coefficient was used to 
detect collinearity among variables. Data processing and 
statistical analysis were performed with SAS V.9.4 (SAS 
Inc, Cary, North Carolina, USA).

Results
Epidemiological study population
From 2005 to 2011, there were 1493 patients who had at 
least two CAA diagnoses at an outpatient setting or one 
CAA diagnosis at an inpatient setting. After excluding 96 
subjects who did not have any record of related exam-
inations, a total of 1397 patients with a CAA diagnosis 
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Figure 1  Flow chart of the study population.

were enrolled in our study (Figure 1). Among the 1397 
patients, mean age was 37.76±31.45 years. There were 
586 paediatric patients (age <20 years), 430 adults (age 
≥20 to <65 years) and 381 elderly patients (age ≥65 years), 
accounting for 41.9%, 30.8% and 27.3% of the CAA 
population, respectively (Table  1). Figure  2 shows the 
detailed age distribution where the majority of paedi-
atric patients were <5 years of age; in particular, patients 
who were ≤1 year of age comprised 229 patients (23.2%). 
Furthermore, a male predilection (68.5%) was found, 
with a male to female ratio of 2.18. Most of the patients 
with CAA lived in northern Taiwan (39.1%), followed by 

central (37.1%), southern (22.0%) and eastern (1.9%) 
areas; as high as 72.9% of the patients resided in urban 
areas. A majority (73.7%) of patients were in the low 
income group, which could be attributed to the predom-
inance of young patients in this population.

Incidence rate and mortality rate
The incidence rate of CAA from 2005 to 2011 in Taiwan 
was 0.87 per 105 person years. About 200 patients were 
diagnosed with CAA every year. As shown in Figure  3, 
there was no significant difference in incidence rate from 
2005 to 2011 in the trend test (p=0.2653).
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Table 1  Baseline characteristics of the coronary artery 
aneurysm population

Variable (n=1397) No (%)

Age (years) (mean±SD) 37.76±31.45

Age group (years)

 � <20 586 (41.9)

 �  20–64 430 (30.8)

 � ≥65 381 (27.3)

Gender

 �  Men 957 (68.5)

 � Women 440 (31.5)

Area

 �  North 546 (39.1)

 �  Central 518 (37.1)

 �  South 307 (22.0)

 �  East 26 (1.9)

Urbanisation

 �  Urbanised 1019 (72.9)

 �  Rural 378 (27.1)

Income group*

 �  Low 1030 (73.7)

 �  High 367 (26.3)

*Income group was defined by the individual average monthly 
income during a 1 year period before the index date, and classified 
as low (<NTD$20 000) and high (≥ NT$20 000).

Figure 2  Age distribution of the coronary artery aneurysm (CAA) population.

The mortality rate of the CAA population was 0.05 per 
105 person years. It increased slightly from 0.03 per 105 
person years in 2005 to 0.07 per 105 person years in 2011 
(p=0.0018; Figure 3). A total of 80 cases (17 adults and 63 

elderly patients) died during the study period. No paedi-
atric patient died; therefore, it may have attenuated the 
overall mortality. Specifically, the mortality rate in 811 
adults was 9.9% (80 cases) at a mean follow-up period of 
43.3±25.8 months.

Case control study population
The selection process of subjects for the case and control 
groups is shown in Figure 1. Of 1397 patients identified 
in the previous epidemiological study, we enrolled 719 
adult patients with a hospitalised diagnosis of CAA as the 
case group. After matching for age, sex and index year, 
there were 7190 subjects in the control group, yielding 
an overall population of 7909 subjects in the case control 
study.

Overall, the age and sex distributions were well 
balanced between the case and control groups (Table 2). 
The mean age of the case group was 62.57±13.91 years 
and 67.9% were men, which was similar to the control 
group. There was no significant difference in the urbani-
sation level and income group. Most of the patients lived 
in an urban area and were in the low income group.

Risk factors associated with CAA
In conditional logistic regression analysis, the associa-
tion between traditional cardiovascular risk factors and 
the presence of CAA was higher than in the general 
population (Table 2). The adjusted odds ratio (aOR) for 
coronary atherosclerosis (aOR 7.97; 95% CI 6.46 to 9.84), 
hypertension (aOR 2.09; 95% CI 1.73 to 2.53) and dyslipi-
daemia (aOR 2.48; 95% CI 2.06 to 2.99) were greater than 
twofold in model 1. By multivariate analysis in model 2, 
we found that diabetes mellitus (aOR 1.51; 95% CI 1.26 to 
1.81), aortic dissection (aOR 6.76; 95% CI 1.89 to 24.14), 
AA (aOR 5.82; 95% CI: 2.02 to 16.83) and systemic lupus 
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Figure 3  (A) Incidence rate of the coronary artery aneurysm 
(CAA) population during 2005–2011. (B) Mortality rate of the 
CAA population during 2005–2011.

erythematosus (aOR 4.09; 95% CI 1.32 to 12.62) were 
significantly associated with the presence of CAA. In 
model 3, traditional cardiovascular risk factors and AA 
were significantly associated with the presence of CAA. 
For the discrepancy, we found a moderate collinearity 
between diabetes mellitus and traditional cardiovascular 
risk factors (see online supplementary file 1).

Other vascular diseases, such as cerebrovascular 
disease, peripheral vascular disease and varicosities, were 
not statistically significant risk factors for CAA. Similarly, 
rheumatoid arthritis and inflammatory bowel disease 
failed to show significant differences between the two 
groups.

Discussion
The incidence rate of CAA from 2005 to 2011 in Taiwan 
was 0.87 per 105 person years, with approximately 200 
new cases every year. There was no increasing trend in 
the incidence rate of CAA during this period. In the 
USA, there were two studies on angiography, reporting 
a CAA prevalence of 0.2% (20/8422) between July 1975 
and May 1979, and 4.9% (978/20087) from July 1981 to 

February 1987.1 2 A report from Greece for coronary angi-
ography showed a CAA prevalence of 2.7% (287/10524) 
from 1995 to 2003.3 Another case series conducted from 
2011 to 2013 in Saudi Arabia found that 1115 patients 
with invasive coronary angiogram had 67 (6%) coronary 
artery ectasia cases.4 Furthermore, in China, coronary 
artery ectasia were identified in 131 of 1400 older adults 
(prevalence 9.4%) when diagnosed by CT coronary angi-
ography.27 Two case series in Taiwan in 10 120 and 924 
patients accounted for a prevalence of 0.2% (25 cases) 
and 2.6% (24 cases), respectively.5 6 Compared with other 
studies, with derived data from angiography case series, 
this study retrieved the CAA population from the NHIRD. 
Therefore, the lower incidence rate found in our study 
may be the fact that CAA is usually asymptomatic until 
the size becomes large enough to induce complications; 
only patients with ischaemic symptoms and admitted for 
further examinations will be diagnosed.

The mortality rate of the CAA population was 0.05 
per 105 person years, and all cases of death occurred in 
patients >20 years. For 811 adults, an overall mortality of 
9.9% (80 cases) was noted in our study. The mortality of 
patients with CAA varies widely among different studies. 
The 5 year mortality rate reached as high as 29% based on 
a case series in the USA.19 Similarly, the Coronary Artery 
Surgery Study1 found that patients with CAA and a coexis-
tent coronary stenosis had a 26% mortality rate at 5 years. 
In contrast, other countries had a lower mortality rate, 
ranging from 1.4% to 10.7%.28–30 This discrepancy may 
be owing to a more severe obstructive coronary artery 
disease and longer follow-up time in the prior two studies. 
On the other hand, a small case series comprising 24 
patients with CAA in Taiwan6 reported a mortality rate of 
9.1%, which was similar to the results of our study, despite 
a younger population and shorter follow-up time.

In contrast with previous angiography case series in 
adults, the present study had access to information on 
both paediatric and adult patients with CAA. The mean 
age of the paediatric population was 3.16±3.66 years. 
Up to 95.7% of children were diagnosed with Kawa-
saki disease. Similar to other epidemiological reports in 
Taiwan,11 31 32 our results showed that most patients with 
Kawasaki disease were <5 years of age; infants ≤1 year of 
age comprised the majority of this population. Kawasaki 
disease is a systemic vasculitis that commonly involves the 
coronary arteries and is considered the main cause of 
non-atherosclerotic CAA in young children.18 33

In the present study, traditional cardiovascular risk 
factors were independently associated with CAA. Coro-
nary atherosclerosis is a well established risk factor for 
CAA in the literature.1 8 18 A small series containing 24 
CAA patients in Taiwan reported over 60% patients with 
multi-vessel disease.6 There are various aetiologies of CAA 
being extensively discussed, among which atherosclerosis 
remains the most common factor and accounts for 50% 
of acquired CAA in adults.18 33 It has been hypothesised 
that atherosclerosis is linked to aneurysm formation 
through a process of inflammation, extending into the 
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tunica media, which eventually causes degeneration of 
the cystic medial.18

Some studies have reported that hypertension was more 
common in patients with CAA,20 34 whereas no significant 
difference was found in other series.19 21 Only one study 
showed a lower frequency of hypertension in patients 
with CAA.6 Nichols et al18 indicated that hypertension 
was related to aortic and cerebral artery aneurysms; 
therefore, an association between hypertension and CAA 
might be expected. In addition, Markis et al35 suggested 
that hypertension may play a role in the development of 
CAA, perhaps through accelerating the process of media 
destruction. Evidence indicates dyslipidaemia is a major 
contributor to atherosclerosis, which is characterised 
by the deposition of lipids and fibrous elements in the 
arteries and further formation of the atheroma.36 In view 
of atherosclerosis, it may be reasonable that our study 
showed a positive association between dyslipidaemia and 
the presence of CAA.

It is noteworthy that an inverse association between 
diabetes and the presence of CAA had been reported in 
several studies.19 20 22 A previous meta-analysis37 indicated 
diabetes as a protective factor for the occurrence of CAA, 
with a pooled OR of 0.65 (95% CI 0.54 to 0.77). For a 
positive association, it was reported that hyperglycaemia 
can trigger arterial inflammation and increase the risk of 
atherosclerosis,36 which is a risk factor for CAA. Nonethe-
less, a debate on whether CAA is a variant of atherosclerosis 
still exists.38 Conversely, some authors proposed that the 
protective effect of diabetes may be from negative arterial 
remodelling39 and increased matrix volume37 of the coro-
nary arteries. As a whole, the association between diabetes 
and CAA is currently not well defined.

In our study, the results showed that there were positive 
associations between aortic dissection, AA and SLE, and 
the presence of CAA. It had been speculated that CAA 
and AA share a similar histology and pathogenic process, 
which is generalised impairment of the wall of the entire 
arterial system.40 The matrix metalloproteinases, a group 
of enzymes that degrade various components of the extra-
cellular matrix in the arterial wall, have been found to 
be elevated both in patients with CAA and those with 
AA.41 42 With respect to SLE, an increasing number of 
case reports have indicated its relationship with CAA in 
recent years.43–46 In addition, SLE was found to be associ-
ated with AA.47 48 It was suggested that CAA resulted from 
severe coronary inflammation through the deposition of 
immune globulin and complement.49 50 SLE was thought 
to induce accelerated atherosclerosis, which is a risk factor 
for aneurysms.51 Although there were reports suggesting 
a relationship between SLE and the development of CAA, 
the exact pathogenesis remains poorly understood.

To the best of our knowledge, this was the first popu-
lation based study investigating the epidemiology and 
risk factors for CAA in Taiwan. Using a specific NHIRD 
dataset on all patients with CAA, we were able to provide 
an explicit age distribution, including both paediatric and 
adult populations. However, there were some limitations 

in the current study. First, we were unable to estimate 
the prevalence because not all patients in the epidemi-
ological study were available for follow-up. Second, our 
data were obtained from a claim based database, which 
did not include information on aneurysm features, such 
as size, shape, location, number of aneurysms, degree of 
stenosis and lifestyle. In addition, we could not differen-
tiate between aneurysm and ectasia in this study. Third, 
the control group selected from the general population 
may have had less opportunity to undergo examinations 
to detect atherosclerosis and AA. For this reason, the 
control group may have had fewer related events than the 
case group.

In conclusion, CAA patients were distributed in both 
the paediatric and adult populations in Taiwan. Kawasaki 
disease was predominant in children with CAA. Aside 
from the cardiovascular diseases, factors such as aortic 
disease and SLE may predispose adults to develop CAA. 
The results of this study are limited by the lack of avail-
able data on process and effectiveness of management, 
and medical therapy of CAA. Future studies are recom-
mended to evaluate the pharmacoepidemiology of CAA.

Acknowledgements  This study was based in part on data from the NHIRD 
provided by the Bureau of the NHI, Department of Health, and managed by National 
Health Research Institutes. The authors acknowledge the assistance of the Bureau 
of the NHI and National Health Research Institutes. This work was supported by the 
Ministry of Science and Technology (MOST 104–2320-B-037–035) and Kaohsiung 
Medical University Hospital (KMUH105-M512).

Contributors  C-TF, Y-BH,and C-YC designed the data collection instruments, 
conceptualised and designed the study, drafted the initial manuscript and approved 
the final manuscript as submitted. C-CK, C-TF, Y-PF and CYC carried out the initial 
analyses and critically reviewed the manuscript. All authors approved the final 
manuscript as submitted.

Funding  This work was supported by grants from the Ministry of Science and 
Technology(MOST 104-2320-B-037-035) and Kaohsiung Medical University 
Hospital (KMUH105-M512).

Competing interests  None declared.

Ethics approval  This study was approved by the institutional review board of 
Kaohsiung Medical University Hospital.

Provenance and peer review  Not commissioned; externally peer reviewed.

Data sharing statement  No additional data are available.

Open Access  This is an Open Access article distributed in accordance with the 
terms of the Creative Commons Attribution (CC BY 4.0) license, which permits 
others to distribute, remix, adapt and build upon this work, for commercial use, 
provided the original work is properly cited. See: http://​creativecommons.​org/​
licenses/​by/​4.​0/

© Article author(s) (or their employer(s) unless otherwise stated in the text of the 
article) 2017. All rights reserved. No commercial use is permitted unless otherwise 
expressly granted.

References
	 1.	 Swaye PS, Fisher LD, Litwin P, et al. Aneurysmal coronary artery 

disease. Circulation 1983;67:134–8.
	 2.	 Tunick PA, Slater J, Kronzon I, et al. Discrete atherosclerotic 

coronary artery aneurysms: a study of 20 patients. J Am Coll Cardiol 
1990;15:279–82.

	 3.	 Giannoglou GD, Antoniadis AP, Chatzizisis YS, et al. Prevalence of 
ectasia in human coronary arteries in patients in northern Greece 
referred for coronary angiography. Am J Cardiol 2006;98:314–8.

	 4.	 Almansori MA, Elsayed HA. Coronary artery ectasia - A sample from 
Saudi Arabia. J Saudi Heart Assoc 2015;27:160–3.

http://creativecommons.org/licenses/by/4.0/
http://creativecommons.org/licenses/by/4.0/
http://dx.doi.org/10.1161/01.CIR.67.1.134
http://dx.doi.org/10.1016/S0735-1097(10)80049-X
http://dx.doi.org/10.1016/j.amjcard.2006.02.034
http://dx.doi.org/10.1016/j.jsha.2015.03.005


8 Fang C-T, et al. BMJ Open 2017;7:e014424. doi:10.1136/bmjopen-2016-014424

Open Access�

	 5.	 Wang KY, Ting CT, St John Sutton M, et al. Coronary artery 
aneurysms: a 25-patient study. Catheter Cardiovasc Interv 
1999;48:31–8.

	 6.	 Yip HK, Chen MC, Wu CJ, Cj W, et al. Clinical features and outcome 
of coronary artery aneurysm in patients with acute myocardial 
infarction undergoing a primary percutaneous coronary intervention. 
Cardiology 2002;98:132–40.

	 7.	 Swanton RH, Thomas ML, Coltart DJ, et al. Coronary artery 
ectasia--a variant of occlusive coronary arteriosclerosis. Br Heart J 
1978;40:393–400.

	 8.	 Cohen P, O'Gara PT. Coronary artery aneurysms: a review of the 
natural history, pathophysiology, and management. Cardiol Rev 
2008;16:301–4.

	 9.	 Díaz-Zamudio M, Bacilio-Pérez U, Herrera-Zarza MC, et al. Coronary 
artery aneurysms and ectasia: role of coronary CT angiography. 
Radiographics 2009;29:1939–54.

	10.	 Uehara R, Belay ED. Epidemiology of Kawasaki disease in Asia, 
Europe, and the United States. J Epidemiol 2012;22:79–85.

	11.	 Lin MC, Lai MS, Jan SL, et al. Epidemiologic features of Kawasaki 
disease in acute stages in Taiwan, 1997-2010: effect of different case 
definitions in claims data analysis. J Chin Med Assoc 2015;78:121–6.

	12.	 Manginas A, Cokkinos DV. Coronary artery ectasias: imaging, 
functional assessment and clinical implications. Eur Heart J 
2006;27:1026–31.

	13.	 Antoniadis AP, Chatzizisis YS, Giannoglou GD. Pathogenetic 
mechanisms of coronary ectasia. Int J Cardiol 2008;130:335–43.

	14.	 Rath S, Har-Zahav Y, Battler A, et al. Fate of nonobstructive 
aneurysmatic coronary artery disease: angiographic and clinical 
follow-up report. Am Heart J 1985;109:785–91.

	15.	 Krüger D, Stierle U, Herrmann G, et al. Exercise-induced myocardial 
ischemia in isolated coronary artery ectasias and aneurysms ("dilated 
coronopathy"). J Am Coll Cardiol 1999;34:1461–70.

	16.	 Sayin T, Döven O, Berkalp B, et al. Exercise-induced myocardial 
ischemia in patients with coronary artery ectasia without obstructive 
coronary artery disease. Int J Cardiol 2001;78:143–9.

	17.	 Cheng CL, Chien HC, Lee CH, et al. Validity of in-hospital mortality 
data among patients with acute myocardial infarction or stroke in 
National Health Insurance Research Database in Taiwan. Int J Cardiol 
2015;201:96–101.

	18.	 Nichols L, Lagana S, Parwani A. Coronary artery aneurysm: a 
review and hypothesis regarding etiology. Arch Pathol Lab Med 
2008;132:823–8.

	19.	 Baman TS, Cole JH, Devireddy CM, et al. Risk factors and 
outcomes in patients with coronary artery aneurysms. Am J Cardiol 
2004;93:1549–51.

	20.	 Saglam M, Karakaya O, Barutcu I, et al. Identifying cardiovascular 
risk factors in a patient population with coronary artery ectasia. 
Angiology 2007;58:698–703.

	21.	 Amirzadegan AR, Davoodi G, Soleimani A, et al. Association between 
traditional risk factors and coronary artery ectasia: a study on 10057 
angiographic procedures among iranian Population. J Tehran Heart 
Cent 2014;9:27–32.

	22.	 Androulakis AE, Andrikopoulos GK, Kartalis AN, et al. Relation 
of coronary artery ectasia to diabetes mellitus. Am J Cardiol 
2004;93:1165–7.

	23.	 Androulakis AE, Katsaros AA, Kartalis AN, et al. Varicose veins are 
common in patients with coronary artery ectasia. Just a coincidence 
or a systemic deficit of the vascular wall? Eur J Vasc Endovasc Surg 
2004;27:519–24.

	24.	 Aqel RA, Zoghbi GJ, Iskandrian A. Spontaneous coronary 
artery dissection, aneurysms, and pseudoaneurysms: a review. 
Echocardiography 2004;21:175–82.

	25.	 Lamblin N, Gautier C, Le Tourneau T, et al. Prospective aortic 
screening in men with coronary aneurysms. J Am Coll Cardiol 
2006;47:1227–9.

	26.	 Department of Household Registration. Ministry of the Interior. 
Midyear population by sex and 5-year age group. http://www.​ris.​gov.​
tw/​web/​ris3-​english/​history (accessed 10 Apr 2016).

	27.	 Yang JJ, Yang X, Chen ZY, et al. Prevalence of coronary artery 
ectasia in older adults and the relationship with epicardial fat volume 

by cardiac computed tomography angiography. J Geriatr Cardiol 
2013;10:10–15.

	28.	 Pinar Bermúdez E, López Palop R, Lozano Martínez-Luengas I, 
et al. Coronary ectasia: prevalence, and clinical and angiographic 
characteristics. Rev Esp Cardiol 2003;56:473–9.

	29.	 Sultana R, Sultana N, Ishaq M, et al. The prevalence and clinical 
profile of angiographic coronary ectasia. J Pak Med Assoc 
2011;61:372–5.

	30.	 Boles U, Zhao Y, Rakhit R, et al. Patterns of coronary artery ectasia 
and short-term outcome in acute myocardial infarction. Scand 
Cardiovasc J 2014;48:161–6.

	31.	 Chang LY, Chang IS, Lu CY, Cy L, et al. Epidemiologic features of 
Kawasaki disease in Taiwan, 1996-2002. Pediatrics 2004;114:e67
8–e682.

	32.	 Huang WC, Huang LM, Chang IS, et al. Epidemiologic features of 
Kawasaki disease in Taiwan, 2003-2006. Pediatrics 2009;123:e40
1–e405.

	33.	 Pahlavan PS, Niroomand F. Coronary artery aneurysm: a review. Clin 
Cardiol 2006;29:439–43.

	34.	 Gunes Y, Boztosun B, Yildiz A, et al. Clinical profile and outcome of 
coronary artery ectasia. Heart 2006;92:1159–60.

	35.	 Markis JE, Joffe CD, Cohn PF, et al. Clinical significance of coronary 
arterial ectasia. Am J Cardiol 1976;37:217–22.

	36.	 Libby P. Inflammation in atherosclerosis. Nature 2002;420:868–74.
	37.	 Huang QJ, Liu J, Chen MH, et al. Relation of diabetes to coronary 

artery ectasia: a meta-analysis study. Anadolu Kardiyol Derg 
2014;14:322–7.

	38.	 Yetkin E, Waltenberger J. Novel insights into an old controversy: is 
coronary artery ectasia a variant of coronary atherosclerosis? Clin 
Res Cardiol 2007;96:331–9.

	39.	 Dogan A, Arslan A, Yucel H, et al. Gamma glutamyltransferase, 
inflammation and cardiovascular risk factors in isolated coronary 
artery ectasia. Rev Port Cardiol 2016;35:33–9.

	40.	 Stajduhar KC, Laird JR, Rogan KM, et al. Coronary arterial ectasia: 
increased prevalence in patients with abdominal aortic aneurysm as 
compared to occlusive atherosclerotic peripheral vascular disease. 
Am Heart J 1993;125:86–92.

	41.	 Carrell TW, Burnand KG, Wells GM, et al. Stromelysin-1 (matrix 
metalloproteinase-3) and tissue inhibitor of metalloproteinase-3 are 
overexpressed in the wall of abdominal aortic aneurysms. Circulation 
2002;105:477–82.

	42.	 Tengiz I, Ercan E, Aliyev E, et al. Elevated levels of matrix 
metalloprotein-3 in patients with coronary aneurysm: a case control 
study. Curr Control Trials Cardiovasc Med 2004;5:10.

	43.	 Yoshikai M, Hamada M, Takarabe K. Coronary artery aneurysm 
with systemic lupus erythematosus. Jpn J Thorac Cardiovasc Surg 
2004;52:379–82.

	44.	 Suzuki H, Fujigaki Y, Mori M, et al. Giant coronary aneurysm 
in a patient with systemic lupus erythematosus. Intern Med 
2009;48:1407–12.

	45.	 Posadzy-Małaczyńska A, Woźnicka-Leśkiewicz L, Juszkat R, et 
al. Right coronary artery aneurysm with fistula into the coronary 
sinus in patient with systemic lupus erythematosus. Kardiol Pol 
2013;71:1329.

	46.	 Monigari N, Poondru RR, Shetty RK, et al. Giant coronary 
aneurysm presenting as acute coronary syndrome in a patient with 
systemic lupus erythematosus. Case Rep Child Meml Hosp Chic 
2014;2014:bcr2014204009.

	47.	 Wang SH, Chang YS, Liu CJ, et al. Incidence and risk analysis of 
aortic aneurysm and aortic dissection among patients with systemic 
lupus erythematosus: a nationwide population-based study in 
Taiwan. Lupus 2014;23:665–71.

	48.	 Guy A, Tiosano S, Comaneshter D, et al. Aortic aneurysm association 
with SLE - a case-control study. Lupus 2016;25:959–63.

	49.	 Miner JJ, Kim AH. Cardiac manifestations of systemic lupus 
erythematosus. Rheum Dis Clin North Am 2014;40:51–60.

	50.	 Famularo G, Vallone A, Compagnucci M, et al. Tiny bubbles: 
coronary aneurysms and lupus. Am J Med 2014;127:933–5.

	51.	 Stojan G, Petri M. Atherosclerosis in systemic lupus erythematosus. 
J Cardiovasc Pharmacol 2013;62:255–62.

http://dx.doi.org/10.1002/(SICI)1522-726X(199909)48:1<31::AID-CCD7>3.0.CO;2-P
http://dx.doi.org/10.1159/000066322
http://dx.doi.org/10.1136/hrt.40.4.393
http://dx.doi.org/10.1097/CRD.0b013e3181852659
http://dx.doi.org/10.1148/rg.297095048
http://dx.doi.org/10.2188/jea.JE20110131
http://dx.doi.org/10.1016/j.jcma.2014.03.009
http://dx.doi.org/10.1093/eurheartj/ehi725
http://dx.doi.org/10.1016/j.ijcard.2008.05.071
http://dx.doi.org/10.1016/0002-8703(85)90639-8
http://dx.doi.org/10.1016/S0735-1097(99)00375-7
http://dx.doi.org/10.1016/S0167-5273(01)00365-5
http://dx.doi.org/10.1016/j.ijcard.2015.07.075
http://dx.doi.org/10.1043/1543-2165(2008)132[823:CAAARA]2.0.CO;2
http://dx.doi.org/10.1016/j.amjcard.2004.03.011
http://dx.doi.org/10.1177/0003319707309119
http://dx.doi.org/10.1016/j.amjcard.2004.01.049
http://dx.doi.org/10.1016/j.ejvs.2004.02.023
http://dx.doi.org/10.1111/j.0742-2822.2004.03050.x
http://dx.doi.org/10.1016/j.jacc.2005.12.032
http://www.ris.gov.tw/web/ris3-english/history
http://www.ris.gov.tw/web/ris3-english/history
http://dx.doi.org/10.3969/j.issn.1671-5411.2013.01.003
http://dx.doi.org/10.3109/14017431.2014.902495
http://dx.doi.org/10.3109/14017431.2014.902495
http://dx.doi.org/10.1542/peds.2004-0726
http://dx.doi.org/10.1542/peds.2008-2187
http://dx.doi.org/10.1002/clc.4960291005
http://dx.doi.org/10.1002/clc.4960291005
http://dx.doi.org/10.1136/hrt.2005.069633
http://dx.doi.org/10.1016/0002-9149(76)90315-5
http://dx.doi.org/10.1038/nature01323
http://dx.doi.org/10.5152/akd.2014.5327
http://dx.doi.org/10.1007/s00392-007-0521-0
http://dx.doi.org/10.1007/s00392-007-0521-0
http://dx.doi.org/10.1016/j.repc.2015.05.009
http://dx.doi.org/10.1016/0002-8703(93)90060-M
http://dx.doi.org/10.1161/hc0402.102621
http://dx.doi.org/10.1186/1468-6708-5-10
http://dx.doi.org/10.1007/s11748-004-0015-1
http://dx.doi.org/10.2169/internalmedicine.48.2079
http://dx.doi.org/10.5603/KP.2013.0341
http://dx.doi.org/10.1136/bcr-2014-204009
http://dx.doi.org/10.1177/0961203314523868
http://dx.doi.org/10.1177/0961203316628999
http://dx.doi.org/10.1016/j.rdc.2013.10.003
http://dx.doi.org/10.1016/j.amjmed.2014.06.005
http://dx.doi.org/10.1097/FJC.0b013e31829dd857

