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Commentary: Out with the flow
Kristen Errico, MD, and Dawn S. Hui, MD

CENTRAL MESSAGE

Although giant coronary artery
aneurysms are rare, complica-
tions can be life-threatening. In
cases of anatomic complexity,
treatment demands an innova-
tive approach to eliminate
endotension.
Kristen Errico, MD, and Dawn S. Hui, MD

Coronary aneurysms are rare and often present a chal-
lenging management dilemma due to their low prevalence,
poorly understood etiology, and lack of consensus on man-
agement given the paucity of data. Vo and colleagues1

present an even rarer clinical conundrum: Giant coronary
artery aneurysms (GCAAs). For this entity, the complica-
tions of thrombosis/embolization, rupture, compression,
and fistula formation can lead to insidious sequale such as
myocardial ischemia and heart failure, or more acute pre-
sentations such as tamponade. As such, it becomes clear
that treatment is warranted.1,2

The goals of intervention are to eliminate aneurysm
filling as well as prevent distal embolic events. Along
with medical and percutaneous treatment options, surgery
may include aneurysm ligation, resection, marsupialization,
with interposition graft, and/or coronary artery bypass
grafting.2-4 When planning the surgical approach, one
must consider both the inflow and outflow of the involved
vessel. In the report by Vo and colleagues,1 the additional
condition of proximal left anterior descending artery
(LAD) stenosis is an important factor. Their operative
approach—patch occlusion of the left main ostium and
distal ligation of the LAD aneurysm—eliminates the distal
embolization pathway and removes native inflow from the
left main coronary, but leaves potential for retrograde
flow from the circumflex system. In this particular case,
the native flow-limiting proximal LAD stenosis is a key fac-
tor in restricting continued flow into the aneurysm from the
sequentialed arterial bypass of the circumflex system.
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Whether complete exclusion of flow and elimination of
endotension are necessary can be debated. Rupture of coro-
nary artery aneurysms appears to be mostly described in the
setting of acute Kawasaki disease, rather than in older
adults.5 Conversly, in GCCA, both late rupture and mechan-
ical complications such as fistulae have been described.6,7

At 5.5 3 4.8 cm, one could argue that complete exclusion
of aneurysmal flow may be important to prevent these me-
chanical complications. Given the authors’ choice to pro-
ceed with all arterial grafting, one could infer that the
patient’s life expectancy is significant. As such, there is
likely time for incompletely excluded aneurysms to present
future problems. This is supported by the computed tomog-
raphy angiography obtained at 3 months postoperatively
demonstrating subtotal thrombosis; a late follow-up scan
demonstrating complete thrombosis would have been
more reassuring as to the risk of continued aneurysm growth
and potential sequelae. Finally, the third factor in this case is
the patient’s age. All-arterial grafting will likely provide a
definitive treatment in this elderly patient, but in younger
patients, future coronary access must be a consideration.

Management of GCAA is not straightforward and we
commend the authors for taking a tailored approach to avoid
surgical risk. However, there are other approaches that more
definitively treat aneurysm. Open exploration, removal of
thrombus, and aneurysm exclusion either by resection6 or
by suture ligation of both inflow and outflow,7 have been
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described with good results despite the perceived surgical
risk. For aneurysms located in challenging locations, a hybrid
approach has been described involving stent deployment
across the aneurysm, proximal ligation of any inflow, and
distal coronary bypass.8 These alternative approaches,
providing complete aneurysm exclusion, may protect against
complications and are essential in GCAA management.
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