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Incomplete giant aneurysm exclusion due to PK-Papyrus 
stent shortening

Exclusión incompleta de aneurisma gigante por acortamiento de stent 
PK-Papyrus
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Seventy-four-year-old male patient admitted with non-ST-elevation acute myocardial infarction. The coronary angiography performed 
revealed the presence of right coronary artery stenosis with a giant coronary artery aneurysm (CAA) and high thrombus burden (figure 1A). 
Dual antiplatelet and anticoagulation therapies were recommended for its exclusion in a staged procedure. After confirmation of thrombus 
reduction (figure 1B), predilatation was attempted and both the length of the CAA (40 mm) and the landing zone were measured on the 
intravascular ultrasound (IVUS) (figure  1C). From proximal to distal, two 5  mm x  26  mm-PK-Papyrus covered coronary stents (PCS) 
(Biotronik, Switzerland) were deployed. The overlapping stent zone was confirmed using the StentBoost imaging modality (Philips Medical 
Systems, Nederland) (figure 1D) and the stent was deployed under fluoroscopic guidance in the absence of any respiratory movements. 
The subsequent angiography performed revealed an incomplete CAA exclusion (figure 1E) despite postdilatation with a 5.5 mm noncom-
pliant balloon (NCB). The IVUS confirmed the existence of a gap between both stents due to stent shortening (E2, figure 1E and video 1 
of the supplementary data). Another 5 mm × 15 mm PCS was deployed followed by postdilatation with a 5.5 mm NCB. Both the angiography 
and the IVUS confirmed the complete CAA exclusion (figure  1F and video  2 of the supplementary data). Patient has given his verbal 
consent for publication of this case report.
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The management of CAAs is still controversial. PCSs designed to treat coronary perforations have also been used to treat CAA exclusions. 
We described how the significant shortening of these devices, especially when using larger diameters, can cause incomplete CAA exclusion 
(or perforation). Also, that intracoronary imaging modalities are essential for optimization purposes. As far as we know, this is the first 
description ever of a Papyrus stent shortening combining angiography, IVUS, and StentBoost.
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