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Coarctation of the aorta is a congenital defect that affects 
5-8% of live births, with different degrees of severity. 
It may remain unnoticed throughout childhood or, in 
contrast, progress to heart failure and cardiogenic shock.1-3 
The most common location for coarctation of the aorta is 
near the ductal remnant and left subclavian artery.4

The main clinical signs of coarctation of the aorta are 
heart murmur, diminished pulses in lower extremities, 
arterial hypertension, left ventricular hypertrophy. It is 
commonly associated with a bicuspid aortic valve. In 
adults, in addition to hypertension with increased systemic 
vascular resistance, retinal arteriolar abnormality and 
lower extremity claudication may also occur.5

The first surgical treatment for coarctation of the 
aorta was proposed by Craford in 1945 at Mayo Clinic.6 
The surgery remains the gold standard treatment, 
with good results. In 1982, an endovascular treatment 
was proposed in an experimental study, the balloon 
angioplasty.7 Since then, several reports have shown 
positive results of this less invasive technique, including 
in children. A long-term follow-up is mandatory, due 
to potential complications after open surgeries and 
angioplasties, such as recurrent coarctation, aneurysm 
or pseudoaneurysm and valve dysfunction.5,8 In a 
multicenter study, Erben et al.5 reported the cases of 
93 adult patients undergoing endovascular treatment. 
Thirty-two patients were newly diagnosed, 61 were 
endovascular reintervention (50 recurrent coarctation and 
11 aneurysmal degeneration). Endovascular treatment 
was mostly performed using balloon-expandable and 
stent grafts. Freedom from reintervention at 5 years was 

85%.5 Between 1946 and 2005, 819 patients with isolated 
coarctation of the aorta underwent surgical repair at 
the Mayo Clinic.9 End-to-end anastomosis (n = 632) was 
performed in most cases, followed by other techniques 
including patch angioplasty and interposition grafting. 
Long-term survival was decreased, and many patients 
required reoperation, especially when the primary 
operative repair was performed in patients younger 
than 20 years old. Children younger than 9 years of age 
at repair had lower complications.9 

In Brazil, Coimbra et al.10 reported the results of 
angioplasty in 10 children aged 51.1 ± 30.8 years 
weighing less than 25 kg, eight of them with recurrent 
coarctation and two with native coarctation. Angioplasty 
was performed using stents or balloons.10 In the study 
by Chamié et al.,11 covered stent implantation was 
performed in 14 patients (adults and children), 10 
with native coarctation and four as a second device. 
Patients were followed for 51.7 ± 29.8 months, without 
complications or deaths.11 

In a study conducted in Australia involving 140 
children with coarctation of aorta, 112 underwent 
surgical or endovascular repair as follows: end-to-
end anastomosis (n = 43), subclavian flap aortoplasty 
(n = 28), percutaneous repair (n = 6) and interposition 
tube grafts (n = 4). During a follow-up of 20 years, 
patients with end-to-end repair had lower rates of 
recoarctation or aneurysms.12 In a Canadian study, 
Rodes-Cabau et al.13 compared surgical repair versus 
transcatheter treatment in 80 patients of different 
ages, including children under one year of age. 
Fifty patients underwent percutaneous angioplasty, 
with stent implantation in 19 of them. The other 30 
patients underwent surgical repair. Angioplasty 
reduced morbidity and hospitalization length but was 
associated with a higher rate of reintervention and 
aneurysm occurrence.13 
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The American Heart Association statement 
recommends that percutaneous transcatheter 
interventions should be performed, whenever possible, 
for treatment of congenital repair, including coarctation 
and recoarctation, regardless of age.14 

The study by Barreto et al.,15 published in this issue, 
describes the outcome of 72 patients with coarctation 
of aorta, who underwent end-to-end anastomosis in a 
single center, during a 20-year follow-up. Surgery was 
performed at different ages (0.1-27 years). In a mean 
follow-up of 5.8 years, the most common complications 
were arterial hypertension (39.2%) and recoarctation 
(28.6%).15 These results were similar to previous studies 
on surgical repair of coarctation of the aorta. 

In conclusion, pediatricians should carefully examine 
newborns and infants for the presence of decreased pulse 
in lower extremities and systolic heart murmurs, which 
are the main signs of malformation at this age, for an 
early diagnosis of coarctation of aorta. In adolescents and 
adults, treatment for this condition may lead to higher 
morbidity and recoarctation rates. Studies have shown 
that a lifetime follow-up of patients with coarctation 
of the aorta undergoing open surgical treatment or 
percutaneous intervention is strongly recommended 
to treat potential complications. In general, although 
percutaneous procedure is associated with lower 
morbidity and lower hospitalization length, it may lead 
to more complications.
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