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Abstract
Coexisting coronary artery disease is a significant risk factor of untoward outcomes after surgical and endovascular aortic 
repair. This article reviewed the data, consensus, and remaining controversy about the diagnosis and management of coex-
isting coronary artery disease in the patients who require intervention for aortic aneurysm and dissection. It can be sum-
marized as follows: (1) the current guidelines generally recommend the same diagnostic algorithm, including indications 
of coronary artery angiography, as one for non-surgical patients; (2) they also recommend the same indications of coronary 
revascularization; and (3) there are minor, but important, remaining issues regarding the details of management and surgi-
cal techniques most of which are still at the discretion of individual surgeons and institutions. Because it is not likely to get 
large-scale investigational data about these issues, the collection of individual experiences should be promoted in future 
scientific meetings to build up the consensus.
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Introduction

Surgical and endovascular repair of aortic aneurysm and aor-
tic dissection still carry a significant risk of morbidity and 
mortality [1, 2]. Coexisting coronary artery disease (CAD) 
is one of the important risk factors of untoward outcomes 
after aortic interventions and its prevalence is increasing in 
parallel with the increasing number of interventions and age 
of the patient. The purpose of this article is to summarize 
the data, consensus, and remaining controversy about the 
diagnosis and management of combined CAD and aortic 
diseases.

Prevalence of CAD and impact 
of perioperative myocardial infarction

The prevalence of CAD differs according to the etiology and 
location of the aortic aneurysm. CAD is common in patients 
having an abdominal aortic aneurysm (AAA), descending 
thoracic aneurysm (DTA), or thoracoabdominal aortic aneu-
rysm (TAAA). The reported prevalences range from 31 to 
90% [3–5] and 25 to 51%, respectively [6]. Considering that 
degenerative or atherosclerotic aneurysm is the prevailing 
etiology in those locations, such a high prevalence is not sur-
prising because CAD shares the common risk factors with 
AAA and DTA/TAAA. On the contrary, an aneurysm of the 
ascending aorta or aortic arch is less frequently associated 
with CAD and the prevalence was reported as below 20%. 
The lower incidence is explained by the different pathologi-
cal backgrounds, as medial degeneration is the most impor-
tant cause of aneurysms in this location [7]. Furthermore, 
even a protective effect of ascending aortic aneurysm against 
CAD and myocardial infarction (MI) has been suggested 
[8]. While aortic dissection is also less frequently associated 
with CAD with the prevalence ranging from 12.7 to 42.9% 
[7, 9], type B aortic dissection shows a higher prevalence of 
CAD and aortic atherosclerosis than that of type A aortic 
dissection [10, 11].
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In large series of AAA and DTA/TAAA repairs, the inci-
dence of perioperative myocardial infarction (PMI) has been 
reported as 3% [12, 13]. The incidence of PMI in surgical 
repair of the ascending aorta or aortic arch does not seem to 
differ [14]. Once PMI occurs, it has a significant negative 
impact on both early and late survival [15].

Management of coexisting CAD in elective 
aortic surgery

Preoperative evaluation for CAD

The current guidelines categorize aortic surgery into high-
risk surgery for cardiac complications [16–18]. Consider-
ing the high prevalence of CAD and the negative impact 
of PMI, it is important to detect and appropriately manage 
the significant CAD. Coronary artery angiography (CAG) is 
the gold standard for the diagnosis of CAD, and it is a com-
mon practice to perform preoperative CAG for aged patients 
who undergo elective aortic surgery via median sternotomy, 
although the age criteria vary from 50 to 60 years old among 
centers. However, for surgical or endovascular repair of 
descending aorta, preoperative CAG is not recommended 
routinely but only according to the results of first-line non-
invasive testing.

In the European Society of Cardiology (ESC) and the 
European Society of Anaesthesiology (ESA) guidelines, 
non-invasive testing including echocardiography, dipyrida-
mole myocardial perfusion imaging, stress echocardiogra-
phy, and cardiac magnetic resonance imaging are recom-
mended first in the presence of two or more cardiac risk 
factors and poor functional capacity [16]. The American 
guideline is stricter and recommends exercise or pharmaco-
logic stress testing only if they will impact the physician’s 
decision or perioperative care [17]. The Japanese guideline 
is not different in this context [18].

The availability and preference of non-invasive diagnostic 
tools vary among centers. Lacking in the previous studies 
and current guidelines is the safety of the examinations pro-
voking myocardial stress such as dobutamine stress echo-
cardiography, especially in patients who have symptomatic 
aneurysms or signs of impending rupture. Therefore, the 
details of the diagnostic algorithm must be tailored consid-
ering the institutional circumstances and individual patient 
factors.

The current guidelines do not consider that the indica-
tions of CAG are different between the patients who undergo 
aortic surgery and the general patients who do not have 
aortic diseases (non-surgical patients). CAG is not recom-
mended unless they have a recent MI, unstable chest pain, 
or myocardial ischemia proven by non-invasive testing. The 
patient with stable chest pain is also not recommended to 

undergo CAG [16]. This recommendation is based on the 
randomized controlled trials which demonstrated no benefit 
of routine coronary artery revascularization before elective 
vascular surgery in terms of PMI and death [19, 20].

Coronary computed tomography (CT) angiography 
has emerged as a non-invasive alternative to conventional 
CAG for screening of CAD in general patients and even 
for preoperative evaluation before cardiac and aortic sur-
gery. Although no recommendation is found in the current 
guidelines, evidence on the usefulness and validity of coro-
nary CT angiography is increasing. In patients with stable 
angina, coronary CT angiography showed an excellent role 
as a gatekeeper before invasive CAG and as a potential alter-
native to functional stress testing [21–24]. We think that 
concomitant evaluation of the coronary arteries with an 
appropriate protocol is beneficial if the patient is to undergo 
a high-resolution CT scan for aortic imaging. In the authors’ 
practice, preoperative CAG is omitted if significant CAD 
can be ruled out by coronary CT angiography. Even in the 
absence of coronary CT angiography, we also tend to omit 
preoperative CAG if the coronary arteries are completely 
free from calcified plaques, which would be visible in the 
high-resolution CT scan.

Preemptive or concomitant coronary artery 
revascularization

Most previous studies investigated the patients with AAA. 
Recent randomized controlled trials showed no benefit of 
routine coronary revascularization in stable patients with 
coexisting CAD and AAA [19, 20]. All guidelines recom-
mend that the indication for preoperative coronary artery 
revascularization in high-risk surgery is similar to the 
patients in the non-surgical setting, especially for stable 
or asymptomatic patients [16–18]. In patients with recent 
MI, the safety of delaying elective aortic surgery should be 
discussed by the expert team, while prophylactic coronary 
artery revascularization is recommended in selected cases. 
In some studies, prophylactic percutaneous coronary inter-
vention (PCI) or coronary artery bypass grafting (CABG) 
did not improve the long-term outcomes, compared to the 
medical treatment, even though it was performed only in 
the patients with angina, ischemia proven by stress testing, 
reduced ejection fraction, or multi-vessel coronary stenosis 
[25].

Selection of intervention type

Once the decision has been made to perform coronary 
revascularization before aortic surgery, there are still a few 
issues to be addressed: (1) the type of intervention (PCI vs. 
CABG); (2) appropriate interval between the coronary revas-
cularization and aortic surgery; (3) selection of coronary 
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stents or bypass conduit; (4) safety of discontinuing anti-
platelet medications, especially after PCI using drug-eluting 
stent (DES); and (5) risk of bleeding in aortic surgery per-
formed in patients continuing antiplatelet medications.

As for the selection of intervention type, it would be 
reasonable to assume that the long-term cardiac outcomes 
would not be much different from that of the general patient 
population who do not undergo aortic surgery. There is also 
the same room for controversy which exists in the non-
surgical settings. The Bypass Angioplasty Revasculariza-
tion Investigation (BARI) trial demonstrated no significant 
difference in mortality, nonfatal MI, and length of hospital 
stay between CABG or PCI performed before noncardiac 
surgery [26]. In a study from Veterans Affairs Cooperative 
trial, CABG showed a significantly lower rate of PMI com-
pared to PCI in elective vascular surgery cases. This result 
was attributed to more complete coronary revascularization 
achieved by CABG [27].

The other issues remain more controversial because of 
the paucity of data. Girardi et al. reported the results of 
PCI before elective open repair of DTA and TAAA. In 44 
patients who underwent aortic surgery at 4 to 6 weeks after 
PCI using bare metal stents, no incidence of aortic rupture 
was reported during the interval. Stent thrombosis or MI 
did not occur after the aortic surgery, either [28]. A small 
series reported by Rajbanshi et al. also showed the safety of 
deferring DTA/TAAA repair for a median of 37.2 days after 
preoperative coronary revascularization, most of which were 
CABG [29]. The above data is far from being sufficient in 
answering the questions raised in real-world practice. As it 
is not likely to get large-scale data regarding these issues, 
collection of personal and institutional experiences and 
establishing some kind of expert consensus would be more 
practical for guiding less experienced colleagues.

Concomitant CABG and aortic surgery

CABG can be performed concomitantly with ascending aor-
tic and aortic arch replacement. Concomitant CABG with 
elective total arch replacement, which carries the highest 
risk among the proximal aortic surgery, recorded accept-
able mortality in the range of 3.6% and 7.6% in the previous 
studies [30–32]. The slightly higher mortality was attributed 
to the higher prevalence of comorbidity than to the CABG 
itself.

Because coronary arteries can be approached by the left 
thoracotomy, concomitant CABG and DTA/TAAA repair is 
a feasible option. However, there have been no large-scale 
studies that investigated the safety and risk of this strategy. A 
few reports can be found regarding concomitant CABG and 
AAA repair. When selectively performed in fit patients with 
few morbidities, the outcome seems to be acceptable [33].

The most common scenario of combined CABG would 
be one performed with ascending aorta and/or arch replace-
ment, in which myocardial protection becomes an important 
issue. In this scenario, the basic principles and the individ-
ual surgeon’s preferred strategy of myocardial preservation 
would not be much different from that for isolated CABG 
procedures. However, while adequate myocardial protection 
must be ensured, attention should also be paid to minimize 
the duration of myocardial ischemia and cardiopulmonary 
bypass. Because moderate or deep hypothermia is adopted in 
most cases of proximal aortic repair, making the best use of 
cooling and rewarming time for coronary artery graft anas-
tomoses can enhance the procedural efficiency and reduce 
myocardial ischemic time. In this context, a combination of 
the different technical options such as performing anastomo-
sis in the beating heart, cold fibrillating but perfused heart, 
or in cardioplegic arrest comes in handy especially when 
multi-vessel grafting is needed.

In Fig. 1, we summarized our decision-making algorithm 
for diagnosis and management of asymptomatic CAD in the 
patients scheduled for elective aortic intervention. In our 
institution, we apply the same indication and type of coro-
nary revascularization regardless of the presence of an aortic 
aneurysm. The coexistence of CAD does not much affect 
the choice of the type of aortic intervention among open 
repair vs. endovascular repair. For DTA/TAAA repair, we 
often perform concomitant CABG even when PCI is deemed 
feasible. Besides the long-term benefit, CABG can eliminate 
the issues related to perioperative antiplatelet medications. 
In such cases, selective revascularization of the left anterior 
descending artery (LAD) with the pedicled left internal tho-
racic artery (LITA) is preferred to complete revasculariza-
tion to minimize the additional complexity and excessive 
prolongation of the surgical procedure. In the patients with 
combined AAA and severe CAD, in whom staged interven-
tion carries a significant risk of either coronary or aortic 
events during the interim period, we select PCI shortly fol-
lowed by open AAA repair without discontinuing antiplate-
let agents or minimally invasive CABG (LITA-LAD) shortly 
followed by open AAA repair.

Management of patients with previous coronary 
revascularization

Status post PCI

The major issue regarding the perioperative management of 
the patients who underwent prior PCI is the antiplatelet med-
ications. As the current guidelines recommend the continu-
ation of dual antiplatelet agents (DAPT) at least 12 months 
after DES implantation to prevent stent thrombosis [34], it is 
not uncommon to see a candidate of aortic surgery who is on 
long-term DAPT medication. On the other hand, antiplatelet 
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medications increase the risk of surgical bleeding and have 
to be stopped, if it is tolerable. Therefore, it is recommended 
to optimally delay major elective noncardiac surgeries for 
12 months, or at least 6 months in case of relatively urgent 
surgical procedures [17, 35]. In this context, the use of bare-
metal stents may be advantageous for PCI in patients with 
known aortic aneurysms, because the antiplatelet medication 
is less critical than after DES implantation. When the safety 
of delaying the aortic intervention is in doubt, endovascular 
aneurysm repair (EVAR) may be the first choice, even in 
the patient with marginal anatomical feasibility [36]. There 
is a study which reported that a shorter (8 weeks) waiting 
interval before discontinuing DAPT for AAA repair did not 
increase the risk of cardiac events [37]. Such a challenge to 
the current guidelines may have to be scrutinized by more 
studies on a larger scale.

Status post CABG

Only a few studies specifically investigated the impact of 
previous CABG on the outcomes of open aortic surgery. In 
the recent publication from Mayo Clinic, patients with previ-
ous CABG accounted for 7% of those who underwent aortic 
arch surgery. They reported a 20% and 13% incidence of low 

cardiac output syndrome and operative mortality, respec-
tively [38]. This data suggest that aortic surgery after prior 
CABG can be performed with an acceptable risk of mortal-
ity in experienced centers.

There are some technical issues. First, the importance of 
safe re-sternotomy cannot be emphasized too much. In this 
regard, 3D-reconstructed coronary CT angiography may be 
advantageous over conventional CAG, and even mandatory, 
because it visualizes the relationship between the bypass 
grafts and adjacent structures and thereby helps to avoid 
graft injury. Second, retrograde cardioplegia may be an 
essential component of myocardial protection during proxi-
mal aortic repair [38, 39]. Third, it is recommended that the 
patent LITA pedicle graft should be isolated and clamped. 
However, in our experience, leaving LITA open in a hypo-
thermic state did not result in a negative outcome. In case 
the back bleeding from the left coronary ostium obscured the 
operative field, occlusion with a balloon catheter solved the 
problem. Fourth, the management of patent aortocoronary 
grafts remains at the individual surgeon’s discretion. The 
degree of saphenous vein degeneration and patient charac-
teristics have to be considered to determine to reattach the 
graft onto the prosthetic aortic graft or to replace it with a 
new conduit. Fifth, adequate measures are required during 
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Fig. 1   Decision-making on the management of asymptomatic coro-
nary artery diseases in the patient requiring elective aortic interven-
tion (Seoul National University Bundang Hospital). AAA abdominal 
aortic aneurysm, Asc ascending aorta, BMS Bare-metal stent, CABG 
coronary artery bypass grafting, CAD coronary artery disease, CAG 
coronary angiography, CT computed tomography, DAP dual anti-

platelet therapy, DES drug-eluting stent, DTA descending thoracic 
aneurysm, EKG electrocardiography, EVAR endovascular aneurysm 
repair, MI myocardial infarction, PCI percutaneous coronary inter-
vention, TAAA thoracoabdominal aortic aneurysm, TEVAR thoracic 
endovascular aortic repair
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proximal descending aortic surgery, which necessitates tem-
porary occlusion of the left subclavian artery inflow to a 
patent LITA to LAD graft, while the heart is beating. In our 
experience, selective perfusion of the left subclavian artery 
is a simple and easy solution.

Considerations in acute type A aortic 
dissection

Generally, CAG is omitted in the patients who undergo 
emergency surgery for acute type A aortic dissection 
(ATAAD). Previous retrospective comparative studies did 
not demonstrate the benefit of preoperative CAG, even in 
the patients with a history of previous MI. Without affect-
ing the incidence of CABG concomitantly performed with 
the aortic repair, preoperative CAG resulted in a significant 
delay of surgery [40–42].

Coronary malperfusion occurs in 6.1 to 14.5% of ATAAD 
patients, and it is a risk factor of both early and late mortality 
when it results in PMI [43–47]. Although the majority of 
coronary malperfusion is reversible just by aortic replace-
ment and obliteration of the false lumen, some lesions 
require an additional procedure. Even with the absence of 
signs of myocardial ischemia, it is important to keep the pos-
sible need for coronary artery procedure in mind, if exten-
sive dissection of the aortic sinuses is visible in the CT scan. 
Among the various techniques such as direct repair (reat-
tachment) of the ostial dissection, patch repair of the proxi-
mal coronary artery, graft interposition, and bypass grafting 
to non-dissected segment, the selection can be made only 
after intraoperative assessment of the extent of dissection 
involving coronary artery [48]. If addressed with appropri-
ate techniques, coronary malperfusion may not increase the 
mortality rate unless it has already caused severe myocardial 
damage before surgery [49].

There is room for debate regarding ATAAD patients with 
overt signs of myocardial ischemia, especially severe shock 
or impending cardiac arrest. As with the debates over aorta-
first vs. branch-first strategy for severe malperfusion of other 
organs, the benefit of PCI before the aortic repair has been 
suggested by some centers [50]. Although such a coronary-
first strategy is not accepted as the standard practice, it may 
affect the management strategy of ATAAD patients, who 
have been wrongly diagnosed with acute coronary syndrome 
initially. Based on its safety and palliative effect shown by 
Uchida et al., [50] PCI can be performed once the patient 
with coronary malperfusion is already in the angiography 
suite.

In ATAAD patients with coronary or cerebral malper-
fusion, DAPT is frequently prescribed to patients due to 
misdiagnosis as an acute coronary syndrome or stroke. The 
proportion of misdiagnosis has been reported to be from 

10 to almost 50% [51, 52]. Patients who are on long-term 
antiplatelet or other antithrombotic medications for vari-
ous medical reasons are also increasing. These medications 
aggravate the already existing risk of bleeding caused by 
fibrinolytic system activation and platelet dysfunction which 
have been demonstrated in ATAAD [53, 54]. Such risk was 
evident in the reports by Chemtob [51] and Hansson [52], 
in which they demonstrated increased bleeding and transfu-
sion amount in the patients who took DAPT shortly before 
ATAAD repair. However, DAPT did not increase the opera-
tive mortality in the reports mentioned above and it does 
not justify delaying the aortic repair. To shorten the opera-
tion time and prevent the problems associated with massive 
transfusion, a few surgical measures have been introduced. 
In our experience, adopting the original concept of Cabrol 
shunt, covering the peri-graft space with a patch, and put-
ting a decompressing shunt between the closed space and 
the right atrium is an effective and efficient method [55–57].

Conclusion

Despite the potentially negative impact of CAD on the out-
comes of the intervention, the current guidelines regard-
ing the management of CAD coexisting with aortic dis-
eases are not much different from the recommendation 
for the general non-surgical settings. However, there are 
still minor but important and remaining issues regarding 
the details of patient management and surgical techniques. 
Because it is not likely to get large-scale investigational 
data about these issues, exchange and collection of indi-
vidual experiences should be promoted in future scientific 
meetings to build up the consensus.

Funding  None.

Data availability  Not applicable.

Code availability  Not applicable.

Declarations 

Informed consent  Informed consent was waived because this article 
was a review article and did not include the data from a specific group 
of patients.

Ethics approval  Not applicable being a review artcle.

Consent to participate  Not applicable.

Consent for publication  Not applicable.

Human and animal rights statement  Not applicable.

(April 2022) 38 (Suppl 1):S115–S121Indian Journal of Thoracic and Cardiovascular Surgery S119



	

Conflict of interest  The authors declare no competing interests.

References

	 1.	 Olsson C, Thelin S, Ståhle E, Ekbom A, Granath F. Thoracic 
aortic aneurysm and dissection: increasing prevalence and 
improved outcomes reported in a nationwide population-based 
study of more than 14,000 cases from 1987 to 2002. Circulation. 
2006;114:2611–2618. https://​doi.​org/​10.​1161/​circu​latio​naha.​106.​
630400.

	 2.	 Bossone E, Eagle KA. Epidemiology and management of aor-
tic disease: aortic aneurysms and acute aortic syndromes. 
Nat Rev Cardiol. 2021;18:331–348. https://​doi.​org/​10.​1038/​
s41569-​020-​00472-6.

	 3.	 Van Kuijk JP, Flu WJ, Dunckelgrun M, Bax JJ, Poldermans 
D. Coronary artery disease in patients with abdominal aor-
tic aneurysm: a review article. J Cardiovasc Surg (Torino). 
2009;50:93–107.

	 4.	 Elkalioubie A, Haulon S, Duhamel A, et al. Meta-analysis of 
abdominal aortic aneurysm in patients with coronary artery dis-
ease. Am J Cardiol. 2015;116:1451–6. https://​doi.​org/​10.​1016/j.​
amjca​rd.​2015.​07.​074.

	 5.	 Hołda MK, Iwaszczuk P, Wszołek K, et al. Coexistence and 
management of abdominal aortic aneurysm and coronary artery 
disease. Cardiol J. 2020;27:384–93. https://​doi.​org/​10.​5603/​CJ.​
a2018.​0101.

	 6.	 Kieffer E, Chiche L, Baron JF, Godet G, Koskas F, Bahnini 
A. Coronary and carotid artery disease in patients with degen-
erative aneurysm of the descending thoracic or thoracoab-
dominal aorta: prevalence and impact on operative mortal-
ity. Ann Vasc Surg. 2002;16:679–84. https://​doi.​org/​10.​1007/​
s10016-​001-​0315-1.

	 7.	 Islamoğlu F, Atay Y, Can L, et al. Diagnosis and treatment of 
concomitant aortic and coronary disease: a retrospective study 
and brief review. Tex Heart Inst J. 1999;26:182–8.

	 8.	 Chau K, Elefteriades JA. Ascending thoracic aortic aneurysms 
protect against myocardial infarctions. Int J Angiol. 2014;23:177–
82. https://​doi.​org/​10.​1055/s-​0034-​13822​88.

	 9.	 Creswell LL, Kouchoukos NT, Cox JL, Rosenbloom M. Coro-
nary artery disease in patients with type A aortic dissection. Ann 
Thorac Surg. 1995;59:585–90.

	10.	 Hashiyama N, Goda M, Uchida K, et al. Stanford type B aortic 
dissection is more frequently associated with coronary artery ath-
erosclerosis than type A. J Cardiothorac Surg. 2018;13:80. https://​
doi.​org/​10.​1186/​s13019-​018-​0765-y.

	11.	 Nakashima Y, Kurozumi T, Sueishi K, Tanaka K. Dissecting 
aneurysm: a clinicopathologic and histopathologic study of 111 
autopsied cases. Hum Pathol. 1990;21:291–6. https://​doi.​org/​10.​
1016/​0046-​8177(90)​90229-x.

	12.	 Juo YY, Mantha A, Ebrahimi R, Ziaeian B, Benharash P. Inci-
dence of myocardial infarction after high-risk vascular opera-
tions in adults. JAMA Surg. 2017;152:e173360. https://​doi.​org/​
10.​1001/​jamas​urg.​2017.​3360.

	13.	 Khan FM, Naik A, Hameed I, et al. Open repair of descending 
thoracic and thoracoabdominal aortic aneurysms: a meta-analysis. 
Ann Thorac Surg. 2020;110:1941–9.

	14.	 Stowe CL, Baertlein MA, Wierman MD, Rucker M, Ebra G. Sur-
gical management of ascending and aortic arch disease: refined 
techniques with improved results. Ann Thorac Surg. 1998;66:388–
95. https://​doi.​org/​10.​1016/​s0003-​4975(98)​00535-9.

	15.	 Beaulieu RJ, Sutzko DC, Albright J, Jeruzal E, Osborne NH, 
Henke PK. Association of high mortality with postopera-
tive myocardial infarction after major vascular surgery despite 

use of evidence-based therapies. JAMA Surg. 2020;155:131–
137. https://​doi.​org/​10.​1001/​jamas​urg.​2019.​4908.

	16.	 Kristensen SD, Knuuti J, Saraste A, et al. 2014 ESC/ESA Guide-
lines on non-cardiac surgery: cardiovascular assessment and man-
agement: the Joint Task Force on non-cardiac surgery: cardiovas-
cular assessment and management of the European Society of 
Cardiology (ESC) and the European Society of Anaesthesiology 
(ESA). Eur Heart J. 2014;35:2383–431. https://​doi.​org/​10.​1093/​
eurhe​artj/​ehu282.

	17.	 Fleisher LA, Fleischmann KE, Auerbach AD, et  al. 2014 
ACC/AHA guideline on perioperative cardiovascular evalua-
tion and management of patients undergoing noncardiac sur-
gery: a report of the American College of Cardiology/Ameri-
can Heart Association Task Force on Practice Guidelines. 
Circulation. 2014;130:2215–2245.

	18.	 Kyo S, Imanaka K, Masuda M, et al. Guidelines for perioperative 
cardiovascular evaluation and management for noncardiac surgery 
(JCS 2014)—digest version. Circ J. 2017;81:245–267. https://​doi.​
org/​10.​1253/​circj.​CJ-​66-​0135.

	19.	 McFalls EO, Ward HB, Moritz TE, et al. Coronary-artery revas-
cularization before elective major vascular surgery. N Engl J 
Med. 2004;351:2795–804. https://​doi.​org/​10.​1056/​NEJMo​a0419​
05.

	20.	 Schouten O, van Kuijk JP, Flu WJ, et al. Long-term outcome 
of prophylactic coronary revascularization in cardiac high-risk 
patients undergoing major vascular surgery (from the randomized 
DECREASE-V Pilot Study). Am J Cardiol. 2009;103:897–901.

	21.	 Dewey M, Rief M, Martus P, et al. Evaluation of computed tomog-
raphy in patients with atypical angina or chest pain clinically 
referred for invasive coronary angiography: randomised controlled 
trial. BMJ. 2016;355:i5441. https://​doi.​org/​10.​1136/​bmj.​i5441.

	22.	 Chang HJ, Lin FY, Gebow D, et al. Selective referral using CCTA 
versus direct referral for individuals referred to invasive coronary 
angiography for suspected CAD: a randomized, controlled, open-
label trial. JACC Cardiovasc Imaging. 2019;12:1303–12.

	23.	 Douglas PS, Hoffmann U, Patel MR, et al. Outcomes of anatomi-
cal versus functional testing for coronary artery disease. N Engl J 
Med. 2015;372:1291–300.

	24.	 Jørgensen ME, Andersson C, Nørgaard BL, et al. Functional 
testing or coronary computed tomography angiography in 
patients with stable coronary artery disease. J Am Coll Cardiol. 
2017;69:1761–70.

	25.	 Hosokawa Y, Takano H, Aoki A, et al. Management of coronary 
artery disease in patients undergoing elective abdominal aortic 
aneurysm open repair. Clin Cardiol. 2008;31:580–5. https://​doi.​
org/​10.​1002/​clc.​20335.

	26.	 Hassan SA, Hlatky MA, Boothroyd DB, et al. Outcomes of non-
cardiac surgery after coronary bypass surgery or coronary angio-
plasty in the Bypass Angioplasty Revascularization Investigation 
(BARI). Am J Med. 2001;110:260–6. https://​doi.​org/​10.​1016/​
s0002-​9343(00)​00717-8.

	27.	 Ward HB, Kelly RF, Thottapurathu L, et al. Coronary artery 
bypass grafting is superior to percutaneous coronary interven-
tion in prevention of perioperative myocardial infarctions during 
subsequent vascular surgery. Ann Thorac Surg. 2006;82:795–
800. https://​doi.​org/​10.​1016/j.​athor​acsur.​2006.​03.​074.

	28.	 Girardi LN, Rabotnikov Y, Avgerinos DV. Preoperative percuta-
neous coronary intervention in patients undergoing open thora-
coabdominal and descending thoracic aneurysm repair. J Thorac 
Cardiovasc Surg. 2014;147:163–8 https://​doi.​org/​10.​1016/j.​jtcvs.​
2013.​09.​008.

	29.	 Rajbanshi BG, Charilaou P, Ziganshin BA, Rajakaruna C, Mary-
ann T, Elefteriades JA. Management of coronary artery disease 
in patients with descending thoracic aortic aneurysms. J Card 
Surg. 2015;30:701–706. https://​doi.​org/​10.​1111/​jocs.​12596.

(April 2022) 38 (Suppl 1):S115–S121Indian Journal of Thoracic and Cardiovascular Surgery S120

https://doi.org/10.1161/circulationaha.106.630400
https://doi.org/10.1161/circulationaha.106.630400
https://doi.org/10.1038/s41569-020-00472-6
https://doi.org/10.1038/s41569-020-00472-6
https://doi.org/10.1016/j.amjcard.2015.07.074
https://doi.org/10.1016/j.amjcard.2015.07.074
https://doi.org/10.5603/CJ.a2018.0101
https://doi.org/10.5603/CJ.a2018.0101
https://doi.org/10.1007/s10016-001-0315-1
https://doi.org/10.1007/s10016-001-0315-1
https://doi.org/10.1055/s-0034-1382288
https://doi.org/10.1186/s13019-018-0765-y
https://doi.org/10.1186/s13019-018-0765-y
https://doi.org/10.1016/0046-8177(90)90229-x
https://doi.org/10.1016/0046-8177(90)90229-x
https://doi.org/10.1001/jamasurg.2017.3360
https://doi.org/10.1001/jamasurg.2017.3360
https://doi.org/10.1016/s0003-4975(98)00535-9
https://doi.org/10.1001/jamasurg.2019.4908
https://doi.org/10.1093/eurheartj/ehu282
https://doi.org/10.1093/eurheartj/ehu282
https://doi.org/10.1253/circj.CJ-66-0135
https://doi.org/10.1253/circj.CJ-66-0135
https://doi.org/10.1056/NEJMoa041905
https://doi.org/10.1056/NEJMoa041905
https://doi.org/10.1136/bmj.i5441
https://doi.org/10.1002/clc.20335
https://doi.org/10.1002/clc.20335
https://doi.org/10.1016/s0002-9343(00)00717-8
https://doi.org/10.1016/s0002-9343(00)00717-8
https://doi.org/10.1016/j.athoracsur.2006.03.074
https://doi.org/10.1016/j.jtcvs.2013.09.008
https://doi.org/10.1016/j.jtcvs.2013.09.008
https://doi.org/10.1111/jocs.12596


	30.	 Fukui T, Shimokawa T, Tabata M, Takanashi S. Outcomes of 
total aortic arch replacement with coronary artery bypass grafting. 
Interact Cardiovasc Thorac Surg. 2011;13:284–7. https://​doi.​org/​
10.​1510/​icvts.​2011.​275685.

	31.	 Okada K, Omura A, Kano H, et al. Short and midterm outcomes 
of elective total aortic arch replacement combined with coronary 
artery bypass grafting. Ann Thorac Surg. 2012;94:530–6. https://​
doi.​org/​10.​1016/j.​athor​acsur.​2012.​04.​034.

	32.	 Yamanaka K, Komiya T, Tsuneyoshi H, Shimamoto T. Outcomes 
of concomitant total aortic arch replacement with coronary artery 
bypass grafting. Ann Thorac Cardiovasc Surg. 2016;22:251–
7. https://​doi.​org/​10.​5761/​atcs.​oa.​16-​00056.

	33.	 Williams AM, Watson J, Mansour MA, Sugiyama GT. Combined 
coronary artery bypass grafting and abdominal aortic aneurysm 
repair: presentation of 3 cases and a review of the literature. Ann 
Vasc Surg. 2016;30:321–30. https://​doi.​org/​10.​1016/j.​avsg.​2015.​
06.​072.

	34.	 Levine GN, Bates ER, Bittl JA, et al. 2016 ACC/AHA guideline 
focused update on duration of dual antiplatelet therapy in patients 
with coronary artery disease: a report of the American College of 
Cardiology/American Heart Association Task Force on Clinical 
Practice Guidelines. J Thorac Cardiovasc Surg. 2016;152:1243–
75. https://​doi.​org/​10.​1016/j.​jtcvs.​2016.​07.​044.

	35.	 Valgimigli M, Bueno H, Byrne RA, et al. 2017 ESC focused 
update on dual antiplatelet therapy in coronary artery disease 
developed in collaboration with EACTS: the Task Force for dual 
antiplatelet therapy in coronary artery disease of the European 
Society of Cardiology (ESC) and of the European Association for 
Cardio-Thoracic Surgery (EACTS). Eur Heart J. 2018;39:213–60. 
https://​doi.​org/​10.​1093/​eurhe​artj/​ehx419.

	36.	 Chaikof EL, Dalman RL, Eskandari MK, et al. The Society for 
Vascular Surgery practice guidelines on the care of patients 
with an abdominal aortic aneurysm. J Vasc Surg. 2018;67:2–77.
e2. https://​doi.​org/​10.​1016/j.​jvs.​2017.​10.​044.

	37.	 Mannacio VA, Mannacio L, Monaco M, et al. Safety of aortic 
aneurysm repair 8 weeks after percutaneous coronary interven-
tion for coronary artery disease: a cohort study. Updates Surg. 
2020;72:1213–21.

	38.	 Quintana E, Bajona P, Schaff HV, et al. Open aortic arch recon-
struction after coronary artery bypass surgery: worth the effort? 
Semin Thorac Cardiovasc Surg. 2016;28:26–35. https://​doi.​org/​
10.​1053/j.​semtc​vs.​2015.​12.​006.

	39.	 Zhang P, Wang L, Zhai K, et al. Off-pump versus on-pump redo 
coronary artery bypass grafting: a systematic review and meta-
analysis. Perfusion. 2020. https://​doi.​org/​10.​1177/​02676​59120​
960310.

	40.	 Ramanath VS, Eagle KA, Nienaber CA, et al. The role of pre-
operative coronary angiography in the setting of type A acute 
aortic dissection: insights from the International Registry of Acute 
Aortic Dissection. Am Heart J. 2011;161:790–796.e1. https://​doi.​
org/​10.​1016/j.​ahj.​2011.​01.​010.

	41.	 Penn MS, Smedira N, Lytle B, Brener SJ. Does coronary angiog-
raphy before emergency aortic surgery affect in-hospital mortal-
ity? J Am Coll Cardiol. 2000;35:889–94. https://​doi.​org/​10.​1016/​
s0735-​1097(99)​00638-5.

	42.	 Motallebzadeh R, Batas D, Valencia O, et al. The role of coronary 
angiography in acute type A aortic dissection. Eur J Cardiothorac 
Surg. 2004;25:231–35. https://​doi.​org/​10.​1016/j.​ejcts.​2003.​11.​
014.

	43.	 Kawahito K, Adachi H, Murata S-i, Yamaguchi A, Ino T. Coro-
nary malperfusion due to type A aortic dissection: mechanism and 
surgical management. Ann Thorac Surg. 2003;76:1471–6. https://​
doi.​org/​10.​1016/​s0003-​4975(03)​00899-3.

	44.	 Eren E, Toker ME, Tunçer A, et al. Surgical management of 
coronary malperfusion due to type a aortic dissection. J Card 

Surg.2007;22:2–6. https://​doi.​org/​10.​1111/j.​1540-​8191.​2007.​
00331.x.

	45.	 Imoto K, Uchida K, Karube N, et al. Risk analysis and improve-
ment of strategies in patients who have acute type A aortic dis-
section with coronary artery dissection. Eur J Cardiothorac 
Surg. 2013;44:419–24. https://​doi.​org/​10.​1093/​ejcts/​ezt060.

	46.	 Czerny M, Schoenhoff F, Etz C, et  al. The impact of pre-
operative malperfusion on outcome in acute type A aortic dis-
section: results from the GERAADA registry. J Am Coll Car-
diol.2015;65:2628–2635. https://​doi.​org/​10.​1016/j.​jacc.​2015.​04.​
030.

	47.	 Waterford SD, Di Eusanio M, Ehrlich MP, et al. Postoperative 
myocardial infarction in acute type A aortic dissection: A report 
from the International Registry of Acute Aortic Dissection. J 
Thorac Cardiovasc Surg. 2017;153:521–527. https://​doi.​org/​10.​
1016/j.​jtcvs.​2016.​10.​064.

	48.	 Neri E, Toscano T, Papalia U, et al. Proximal aortic dissection 
with coronary malperfusion: presentation, management, and out-
come. J Thorac Cardiovasc Surg. 2001;121:552–60. https://​doi.​
org/​10.​1067/​mtc.​2001.​112534.

	49.	 Kreibich M, Bavaria JE, Branchetti E, et al. Management of 
patients with coronary artery malperfusion secondary to type A 
aortic dissection. Ann Thorac Surg. 2019;107:1174–1180. https://​
doi.​org/​10.​1016/j.​athor​acsur.​2018.​09.​065.

	50.	 Uchida K, Karube N, Minami T, et al. Treatment of coronary 
malperfusion in type A acute aortic dissection. Gen Thorac 
Cardiovasc Surg.2018;66:621–625. https://​doi.​org/​10.​1007/​
s11748-​018-​1014-y.

	51.	 Chemtob RA, Moeller-Soerensen H, Holmvang L, Olsen PS, Ravn 
HB. Outcome after surgery for acute aortic dissection: influence 
of preoperative antiplatelet therapy on prognosis. J Cardiothorac 
Vasc Anesth. 2017;31:569–574. https://​doi.​org/​10.​1053/j.​jvca.​
2016.​10.​007.

	52.	 Hansson EC, Geirsson A, Hjortdal V, et al. Preoperative dual anti-
platelet therapy increases bleeding and transfusions but not mor-
tality in acute aortic dissection type A repair. Eur J Cardiothorac 
Surg. 2019;56:182–188. https://​doi.​org/​10.​1093/​ejcts/​ezy469.

	53.	 Paparella D, Rotunno C, Guida P, et  al. Hemostasis altera-
tions in patients with acute aortic dissection. Ann Thorac 
Surg. 2011;91:1364–9. https://​doi.​org/​10.​1016/j.​athor​acsur.​2011.​
01.​058.

	54.	 Guan X, Li J, Gong M, Lan F, Zhang H. The hemostatic dis-
turbance in patients with acute aortic dissection: A prospective 
observational study. Medicine (Baltimore).  2016;95:e4710. 
https://​doi.​org/​10.​1097/​MD.​00000​00000​004710.

	55.	 Cabrol C, Pavie A, Gandjbakhch I, et  al. Complete replace-
ment of the ascending aorta with reimplantation of the coro-
nary arteries: new surgical approach. J Thorac Cardiovasc Surg. 
1981;81:309–15.

	56.	 Lin TW, Tsai MT, Wu HY. “Mantle-style” modification of 
Cabrol shunt for hemostasis after extended aortic recon-
struction in acute type A aortic dissection. Gen Thorac Car-
diovasc Surg.  2019;67:1001–1005. https://​doi.​org/​10.​1007/​
s11748-​019-​01151-1.

	57.	 Zhang H, Wu X, Fang G, Qiu Z, Chen LW. Is it justified to apply 
a modified Cabrol fistula in surgical repair of acute type A aortic 
dissection? J Thorac Cardiovasc Surg. 2019;158:1307–1314.e2. 
https://​doi.​org/​10.​1016/j.​jtcvs.​2018.​12.​082.

Publisher’s note  Springer Nature remains neutral with regard to 
jurisdictional claims in published maps and institutional affiliations.

(April 2022) 38 (Suppl 1):S115–S121Indian Journal of Thoracic and Cardiovascular Surgery S121

https://doi.org/10.1510/icvts.2011.275685
https://doi.org/10.1510/icvts.2011.275685
https://doi.org/10.1016/j.athoracsur.2012.04.034
https://doi.org/10.1016/j.athoracsur.2012.04.034
https://doi.org/10.5761/atcs.oa.16-00056
https://doi.org/10.1016/j.avsg.2015.06.072
https://doi.org/10.1016/j.avsg.2015.06.072
https://doi.org/10.1016/j.jtcvs.2016.07.044
https://doi.org/10.1093/eurheartj/ehx419
https://doi.org/10.1016/j.jvs.2017.10.044
https://doi.org/10.1053/j.semtcvs.2015.12.006
https://doi.org/10.1053/j.semtcvs.2015.12.006
https://doi.org/10.1177/0267659120960310
https://doi.org/10.1177/0267659120960310
https://doi.org/10.1016/j.ahj.2011.01.010
https://doi.org/10.1016/j.ahj.2011.01.010
https://doi.org/10.1016/s0735-1097(99)00638-5
https://doi.org/10.1016/s0735-1097(99)00638-5
https://doi.org/10.1016/j.ejcts.2003.11.014
https://doi.org/10.1016/j.ejcts.2003.11.014
https://doi.org/10.1016/s0003-4975(03)00899-3
https://doi.org/10.1016/s0003-4975(03)00899-3
https://doi.org/10.1111/j.1540-8191.2007.00331.x
https://doi.org/10.1111/j.1540-8191.2007.00331.x
https://doi.org/10.1093/ejcts/ezt060
https://doi.org/10.1016/j.jacc.2015.04.030
https://doi.org/10.1016/j.jacc.2015.04.030
https://doi.org/10.1016/j.jtcvs.2016.10.064
https://doi.org/10.1016/j.jtcvs.2016.10.064
https://doi.org/10.1067/mtc.2001.112534
https://doi.org/10.1067/mtc.2001.112534
https://doi.org/10.1016/j.athoracsur.2018.09.065
https://doi.org/10.1016/j.athoracsur.2018.09.065
https://doi.org/10.1007/s11748-018-1014-y
https://doi.org/10.1007/s11748-018-1014-y
https://doi.org/10.1053/j.jvca.2016.10.007
https://doi.org/10.1053/j.jvca.2016.10.007
https://doi.org/10.1093/ejcts/ezy469
https://doi.org/10.1016/j.athoracsur.2011.01.058
https://doi.org/10.1016/j.athoracsur.2011.01.058
https://doi.org/10.1097/MD.0000000000004710
https://doi.org/10.1007/s11748-019-01151-1
https://doi.org/10.1007/s11748-019-01151-1
https://doi.org/10.1016/j.jtcvs.2018.12.082

	Coronary artery disease in aortic aneurysm and dissection
	Abstract
	Introduction
	Prevalence of CAD and impact of perioperative myocardial infarction
	Management of coexisting CAD in elective aortic surgery
	Preoperative evaluation for CAD
	Preemptive or concomitant coronary artery revascularization
	Selection of intervention type
	Concomitant CABG and aortic surgery
	Management of patients with previous coronary revascularization
	Status post PCI
	Status post CABG


	Considerations in acute type A aortic dissection
	Conclusion
	References




