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Abstract

In this case report we described the results in a patient whose left anterior descending coronary artery (LAD) was totally
occluded. We revascularized the patient with diffuse atherosclerosis in LAD only by performing endarterectomy without CABG.
We think that this method may be an alternative technique to conventional revascularization in LAD diffuse atherosclerosis
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ABSTRACTIn this case report we described the results in a patient whose left anterior descending coronary
artery (LAD) was totally occluded. We revascularized the patient with diffuse atherosclerosis in LAD only
by performing endarterectomy without CABG. We think that this method may be an alternative technique
to conventional revascularization in LAD diffuse atherosclerosis.
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INTRODUCTION

Coronary bypass grafting is well known surgical treatment method allowing to restore the coronary blood
flow. Inadequate revascularization is the most important predictor factor for long-term outcomes in coronary
bypass surgery (1). The LAD revascularization is the most important one in coronary vascularization. Co-
ronary endarterectomy was first described by Bailey et al. in 1950 (2). Coronary endarterectomy was been
performed on all presence of diffusely diseased coronary arteries that are not suised for distal grafting (3).
Due to the deterioration of endothelial integrity after coronary endarterectomy, thrombus may develop in
the early period and therefore, surgeons avoid endarterectomy. Acceptable clinical and angiographic results
have been published (4).

CASE

1



P
os

te
d

on
A

ut
ho

re
a

13
M

ay
20

20
|C

C
-B

Y
4.

0
|h

tt
ps

:/
/d

oi
.o

rg
/1

0.
22

54
1/

au
.1

58
93

86
17

.7
09

21
22

0
|T

hi
s

a
pr

ep
ri

nt
an

d
ha

s
no

t
be

en
pe

er
re

vi
ew

ed
.

D
at

a
m

ay
be

pr
el

im
in

ar
y.

A 58-year-old male patient with LAD diffuse patient had hyperlipidemia and hypertension. Preoperative
angiography showed that he had triple-vessel disease with diffusely diseased LAD (Fig 1). In echocardiography
(EKO), EF was detected as 60 and PAP 25 mmHg and 2 degrees of tricuspid insufficiency.

In this case report, we will present our LAD endarterectomy. Surgical technique: We performed standard
general anesthesia, cardiopulmonary bypass procedure and moderate hypothermia after cold cardioplegic
capture. Approximately 10 cm long endarterectomy was performed on LAD. It was for a dissector to develop
in the plane between the media and atheroma. Mild traction was applied to separate the atherosclerotic plaque
with the branches of the coronary artery, the distal and proximal part of the LAD. We were sure no plaque
of LAD distal options. Then we applied the same procedure to the proximal part of the LAD. We observed
that the proximal atherosclerotic plaque was removed completely. We also observed the rotation of bolus
cardioplegia through retrograde cardioplegia. We used saphenous vein for LAD reconstruction (Figure 2).
With the traditional cardiopulmonary bypass surgery, individual bypass was applied to the obtuse marginal
artery (OM1) and the diagonal artery (D) using saphenous vein graft. LAD proximal antegrade flow and
lumen mouth opening were satisfactory in LAD proximal.

We intended to use proximal part of the saphenous vein for proximal aortic anastomoses. After completion
of bypasses and patch plasty procedure cross clamping was released allow the heart before beginning to
beat. The patient was warmed up. After defibrillating the heart two times, normal sinusal rhythm restored.
Immediately before beginning the proximal anastomosis and mean arterial pressure was 60 mmHg on pump.
Also we observed the pulsation of the LAD saphenous vein. Then we measured the saphenous vein pressure.
This pressure was equal to aortic pressure. We made proximal anastomosis for right coronary artery. After
these procedures we terminated to bypass but we didn’t made the proximal anastomosis for LAD. We allowed
the heart to beat. İt was observed that heart was contracting normally with a mean pressure 70 mmHg.
Before protamine administration we compared the pressures between LAD saphenous vein and aorta. All
of them we measured equal. Then we applied the bulldog clamp to saphenous vein just above the patch.
After protamine administration we did not observe any problem on heart beating with clamp we continue
the bleeding control the heart was functionally well. Thus we decided to tie down the saphenous vein. We
made only patch plasty like a carotid endarterectomy.

Total cardiopulmonary bypass time was 100 minute and an aortic cross-clamp time of 57 minute.

The patient stayed in intensive care for 3 days. He was uneventful postoperative course. The patient was
discharged on the seventh postoperative day.

It is recommended that the combination of postoperative antiplatelet and warfarin after coronary endarterec-
tomy should be given for several months (3). As thrombogenicity increases due to endothelial damage after
coronary endarterectomy, we start routine anticoagulants and antiplatelets unless there is significant hemor-
rhage in the early postoperative hours. Postoperative follow up 12 years. This patient followed up coronary
angiography was made 10 years after the operation (Fig 3). According to 10 years angiography result LAD
patch plasty was working relatively good. Patient did not have any complaints. We made coronary angiog-
raphy 12 years after the operation and observed that our patch plasty was occluded but patient have still
class II symptoms. He is normal in daily activity now with and EF value 40%.

DISCUSSION

This coronary endarterectomy procedure is a challenging procedure (7, 8) because it increases the perioper-
ative mortality, especially in LAD. For this reason, most surgeons perform endarterectomy if there are no
other options for LAD (5).

Acceptable results of the coronary endarterectomy procedure have been reported in recent literature (6).

Despite the the advers effects of coronary endarterectomy this procedure must be kept in mind in the occluted
arteries. There are two techiques in coronary endarterectomy. In closed technique, shorter arteriotomy
is performed and the plaque is removed with traction. When performing endarterectomy with a closed

2



P
os

te
d

on
A

ut
ho

re
a

13
M

ay
20

20
|C

C
-B

Y
4.

0
|h

tt
ps

:/
/d

oi
.o

rg
/1

0.
22

54
1/

au
.1

58
93

86
17

.7
09

21
22

0
|T

hi
s

a
pr

ep
ri

nt
an

d
ha

s
no

t
be

en
pe

er
re

vi
ew

ed
.

D
at

a
m

ay
be

pr
el

im
in

ar
y.

technique, the plaque may break and the diagonal and septal branches branching from the LAD may not
open, and there is also a risk of disruption in the proximal and distal of the LAD.

Open technique requires long incision extending into the proximal and distal part of the artery. This
technique allows to lift off the plaque under vision. The incidence of intimal flap formation is low. The risk
of residuel obstruction, dissection, distal myocardial ischemia is low. The open technique allows the entire
atherosclerotic plaque to be removed in full block. Open coronary endarterectomy technique: It should
include the branch and the branch of the LAD, it involves all your removal including the most proximal and
distal of the lesion in the LAD.

This technique is not only a time consuming procedure but also carries the risk of proximal obstruction due
to the unnoticed flash and the catastrophic result.

This patient tolerated this technique and no problem. Although we found this technique useful, it can not
be put into daily practice especially in LAD endarterectomy.

CONCLUSION

This technique must be considered as an adjunct to coronary artery bypass grafting-coronary endarterectomy
and has a significant role in achieving optimal revascularization.
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