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ORTHOTOPIC CARDIAC TRANSPLANTATION AFTER MINIMALLY INVASIVE DIRECT CORONARY
ARTERY BYPASS
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Coronary artery bypass (CAB) without the use of car- 20%. Attempted PTCA of the anastomosis was unsuccessful.
diopulmonary bypass (CPB) has been performed since the Further clinical deterioration prompted transfer to our facility
earliest days of coronary surgery. Recently, interest in off- with admission for intravenous inotropic support. Cardiac
pump bypass has increased rapidly as a way to perform CAB catheterization at that admission showed a cardiac index of
at less cost and morbidity. Most current publications on min- 1.29 L/min per square meter, a pulmonary artery pressure of
imally invasive direct coronary artery bypass (MIDCAB) deal 65/37 mm Hg, a pulmonary capillary wedge pressure of 32
with surgical technique, feasibility, and early results. The mm Hg, and a central venous pressure of 19 mm Hg.
recent review of MIDCAB grafting by Calafiore and associ- Deteriorating clinical status, as well as rising hepatic enzyme
ates provides an excellent summary of this subject, as well as levels and decreasing renal function, prompted consideration
addressing concerns with the procedure. The evolution of this for cardiac transplantation. On March 1, 1997, orthotopic car-
procedure has also seen the emergence of complications asscdiac transplantation from a 35-year-old male donor was suc-
ciated with MIDCAB that may represent an under-reporting cessfully accomplished. The postoperative course was
of problems?3We report the case of a patient requiring ortho- uneventful, and the patient is doing well at home without
topic cardiac transplantation after MIDCAB. symptoms at this time.

Clinical summary. A 68-year-old man was admitted on Discussion.The surgical treatment of ischemic heart dis-
March 4, 1997, with shortness of breath and extreme fatigue ease has a long and interesting history. The initial direct
with minimal exertion consistent with severe congestive heart approaches to coronary artery obstruction were done without
failure. Five years before this admission he was evaluated for the use of CPB:2 However, without CPB for hemodynamic
angina and found to have an isolated 90% stenosis of the leftsupport, the extent and accuracy of the coronary surgery often
anterior descending (LAD) coronary artery and an ejection suffered. Subsequently, median sternotomy, CPB, and
fraction of 45%. Successful percutaneous transluminal coro- myocardial protection became the cornerstones of modern
nary angioplasty (PTCA) was accomplished with relief of coronary artery surgery, allowing an excellent operating envi-
angina. Two years later recurrent angina and LAD stenosis ronment and access to all coronary arteries. Recently a rapid
developed and he again responded to successful PTCA. Sixrecurrence of interest in off-pump CAB as a form of mini-
months before admission, angina again developed. The mally invasive CAB has arisénThis world-wide phenome-
patient was found to have a long stenosis of the LAD as an non follows the explosion of laparoscopic techniques in gen-
isolated lesion and an ejection fraction of 35%. MIDCAB eral surgery in an attempt to extend minimally invasive
with a left internal thoracic artery graft to the LAD was per- technique into thoracic surgery. The majority of the recent lit-
formed at another institution and he was discharged without erature on beating-heart CAB has been focused on surgical
angina. Three weeks after discharge, angina developed Yettechniques, feasibility, and early resutsGrowing experi-
again, with the additional symptoms of shortness of breath ence with this technique led to its application in patients with
with moderate exertion. Cardiac catheterization revealed a decreased left ventricular functién-jowever, Comp|icati0ns
severe stenosis of the left internal thoracic artery graft at its with the beating-heart anastomosis have been repateti
anastomosis to the LAD, as well as an ejection fraction of seen in cases performed by experts at MIDCAB conferences.

In our clinical setting, we have seen referrals for PTCA and
redo CAB after anastomotic failure in patients undergoing
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pleteness of revascularization, and long-term outcome remain 5. Buffolo E, Andrade JCS, Branco JWR, et al. Coronary artery
to be proved. In the meantime, complications of this proce- bypass grafting without cardiopulmonary bypass. Ann Thorac
dure should be studied to allow adequate assessment of the Surg 1996;61:63-6.
risk involved. 6. Calafiore AM, Di Giammarco G, Teodori G, et al. Left anterior
descending coronary artery grafting via a left anterior small tho-
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