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Abstract
Background: To evaluate the medium and late term outcomes of coronary artery bypass grafting
with pull-through coronary endarterectomy using a saphenous vein patch for bypass distal anastomosis site. Methods: Retrospective review of all coronary artery bypass graft (CABG) procedures
performed from January 1, 2000 through June 30, 2013 with and without concomitant coronary
endarterectomy (CE), was carried out at the Veterans Affairs Medical Center in Washington DC.
Patients who underwent concomitant valve operations were excluded. Primary outcome was
overall survival, with analyses performed examining CE as well as the use of cardiopulmonary bypass. Secondary outcomes included 30-day mortality and post-operative MI. Results: 1255 CABG
operations were performed, 10 of which included CE. All CE procedures were performed with saphenous vein patch. 7 involved left anterior descending artery (LAD) CE with left internal mammary artery (LIMA) conduits. The remaining 3 were diagonal branch artery (D1) CE with saphenous vein bypass conduits. 1-year survival was 70%. 5-year survival was 43% out of 7 patients.
Conclusions: Pull-through CE with saphenous vein patch is a safe alternative technique for patients with diffuse coronary artery disease. Perioperative events and intermediate outcomes are
favorable, although long-term survival is less than patients without CE.
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1. Introduction
Coronary endarterectomy (CE) is primarily used as an adjunct to coronary artery bypass grafting (CABG) in pa*
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tients with diffuse coronary atherosclerotic disease to create an adequate site for distal anastomosis. Decreased
survival after CE has prevented its routine use [1]; however, cases of diffuse arterial disease require CE to create
a patent vessel for distal anastomosis and flow. More recent studies have demonstrated improvement of survival
and patency with advancements in technique and post-operative medical therapy [2]. Several techniques have
emerged as feasible and safe options, though the question remains as to which, if any, can improve survival patency and postoperative complications. This review is aimed at presenting our experience using a vein patch at
the endarterectomy site as a landing site for distal bypass conduit anastomosis.

2. Methods
Retrospective review of all coronary artery bypass graft (CABG) procedures performed from January 1, 2000
through June 30, 2013 was carried out at the Veterans Affairs Medical Center in Washington DC. Data was
prospectively captured and registered in the national VA databases system (CISCP/VASQUIP), and this review
was approved by the Washington DC VAMC IRB. Patients who underwent concomitant valve operations were
excluded. All coronary endarterectomy (CE) procedures were performed by a single surgeon. Primary outcome
was overall survival, comparing CABG alone versus CABG with coronary endarterectomy (CE). Secondary outcomes evaluated were 30-day mortality andpost-operative MI. Univariate analysis of pre-operative and intraoperative characteristics was performed using t-test for continuous variables and chi-squared analysis for proportions. Kaplan-Meier analysis was used to compare off-pump CABG with CE to off-pump CABG alone.
Coronary endarterectomy (CE) was employed in patients with diffuse atherosclerotic disease lacking an adequate site for bypass conduit distal anastomosis seen on pre-operative angiography or intra-operative assessment,
and principally focused on the left anterior descending (LAD) artery. The identified coronary artery was stabilized with a Medtronic Octopus Evolution system (Medtronic, Inc., Minneapolis, MN) on the beating heart.
Proximal and distal vessel control was obtained with a silastic vessel loop placed under the coronary artery (noncircumferential). Arteriorotmy was performed with a micro blade to ensure luminal entry. Retraction was gently
placed on the vessel loops to limit coronary flow. Endarterectomy ball and spatula probes were used to free plaques proximally and distally and then the full plaques extracted (Figure 1) by pull-through technique in both directions. Multiple or skip arteriotomies were not used. A sapheneous vein (SV) patch was sewn over the endarterectomy site using 7-0 prolene. The LIMA graft was sewn end-to-side on the SV patch with 7-0 prolene, fine
needle point. The anastomosis was de-aired, vessel loops released, and the anastomosis flow was confirmed with
intra-operative duplex VeriQ system (MediStim, Inc., Plymouth, MN) was used to verify adequate transit time
flow measurement, doppler velocity measurements and real-time sonography within the bypass conduits in all
cases. When a LIMA was not used the technique was similar for an SV conduit. All CE patients were started on
dual antiplatelet therapy consisting of a 650 mg aspirin suppository within two hours to arrival to the ICU, aspirin 81 mg with clopidegrel 75 mg per day on postoperative day 1, and maintained for one year or life-long [3].

Figure 1. Endarterectomy plaque specimen from diffusely atherosclerotic LAD coronary artery, measuring 8 cm.
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3. Results

During the 12.5-year period, 1255 CABG operations were performed at our institution, excluding those with
concomitant valve operations. 798 (64%) of cases were off-pump coronary bypasses (OPCAB). 10 cases included CE, and 8 of these were OPCAB. Pre-operative characteristics including age, sex, body surface area,
common comorbidities and functional status were not significantly different (Table 1). Pre-operative cardiac
catheterization measurements of pulmonary artery systolic pressures (PASP) and aortic systolic pressures
(AOSP) were also similar. Average number of coronary bypass grafts were 2.5 ± 0.7 in the CE group and 2.2 ±
0.8 in the non-CE group (P = 0.23).
Among the 10 patients receiving CE, 7 cases used a left internal mammary artery (LIMA) conduit to left anterior descending artery endarterectomy site with saphenous vein patch. The other 3 cases utilized a saphenous
vein bypass conduit to first diagonal branch artery endarterectomy site with a separate vein segment used for the
patch (Table 2). 1-year survival rate was 70%. 5-year survival was 43% out of 7 patients. Four patients are still
living at a follow up of 8.3, 3.7, 3.5, 2.1 years.
Rate of post-operative MI, stroke, kidney injury and cardiac arrest were zero in the CE group, though the difference did not reach statistical significance in comparison to non-CE patients (Table 3). One CE patient died
within 30 days from complications of bowel ischemia, which was a significantly higher rate than non-CE CABG
(P = 0.03).
Kaplan-Meier survival analysis found mean survival of all CE patients is 5.3 years compared with 8.9 years
for non-CE CABG patients. Mean survival of OPCAB with CE is 4.4 years and 8.1 years for OPCAB patients
without CE (Figure 2). Log rank analysis demonstrated significance for each comparison (P = 0.02 and 0.008,
respectively).
Table 1. Pre-operative and operative characteristics.
Variable

CE (n = 10)

Without CE (n = 1245)

P-value

Age

64.5 ± 7.9

64.6 ± 9.5

0.97 (NS)

BSA

2.1 ± 0.2

2.0 ± 0.2

0.26 (NS)

Weight (lbs.)

208 ± 34.2

195.6 ± 40.4

0.28 (NS)

COPD

20% (2)

45% (561)

0.11 (NS)

Diabetes

50% (5)

40% (494)

0.46 (NS)

Hypertension

100% (10)

90% (1120)

0.50 (NS)

>7 days preop

50% (5)

43.5% (541)

0.42

≤7 days preop

20% (2)

9.8% (122)

(NS)

Current smoking

30% (3)

31.2% (388)

0.94 (NS)

NYHA class III or IV

30% (3)

46.7% (582)

0.44 (NS)

CCS class III or IV

60% (6)

76.4% (951)

0.23 (NS)

Functional dependence

10% (1)

18.4% (229)

0.50 (NS)

Prior heart surgery

0

1.9% (24)

0.66 (NS)

PASP

40.2 ± 11.8

35.9 ± 11.4

0.52 (NS)

AOSP

137.5 ± 25.7

136.6 ± 25.5

0.92 (NS)

ASA > 3

90% (9)

74% (926)

0.26 (NS)

Number of bypass grafts

2.5 ± 0.7

2.2 ± 0.8

0.23 (NS)

Off-pump CABG

80% (8)

63.5% (790)

0.28 (NS)

Emergency

0

1.5% (19)

0.69 (NS)

Prior MI
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Table 2. CE cohort characteristics.
Variable

CE (n = 10)

Off-pump

80%

CE vessel
LAD

70%

Diagonal branch

30%

Graft to CE vessel
Left IMA

70%

Greater saphenous vein

30%

30 day mortality

10%

1-year survival

70%

5-year survival

43% (3 of 7)

Table 3. Complication rates.
Variable

CE (n = 10)

Without CE (n = 1245)

P-value

MI

0

0.6% (7)

0.81 (NS)

Renal failure

0

0.6% (7)

0.81 (NS)

Mediastinitis

0

0.7% (9)

0.79 (NS)

Cardiac arrest

0

2.0% (25)

0.65 (NS)

Re-operation for hemorrhage

0

1.8% (22)

0.67 (NS)

Re-intubation within 30 days

10% (1)

2.3% (29)

0.24 (NS)

Tracheostomy requirement

0

0.6% (7)

0.81 (NS)

Stroke

0

0.4% (5)

0.84 (NS)

30 day mortality

10% (1)

1.4% (18)

0.03*

*

Indicates statistical significance. NS = not significant.

Figure 2. Kaplan-Meier survival analysis comparing
OPCAB with and without CE.
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4. Comment

Innovations in CE technique have improved coronary revascularization outcomes [2]. Despite current reports of
greater 30-day mortality and post-operative MI after CABG with CE compared to CABG only [4], many decisions surrounding operative and postoperative management have been found to impact outcomes. A major focus
of surgical improvement is the enhanced local thrombogenicity incited by exposed collagen after extensive disruption of the tunica intima. Efforts made to address this issue include augmentation of arterial diameter with
conduit on-lay patch, free vein patch reconstruction at distal anastomosis site, use of a closed “pull-through”
endarterectomy technique, and post-operative antiplatelet and anticoagulation regimens.
Relying chiefly on retrospective studies, a few trends have been identified regarding CE technique. A comparison of long arteriotomy with open CE and anastomosis to onlay vein or arterial patch technique versus
closed pull-through CE with anastomosis of conduit directly to coronary arteriotomy found improved graft patency in the former [5]. This raises the question of whether patency improved due to the CE technique or the
patch reconstruction. Others have reported higher rates of 30-day mortality, post-operative MI and ventricular
arrhythmias after anastomosis directly to the arteriotomy compared with either onlay or free patch at the distal
anastomosis [6] [7], which supports the likelihood that the reconstruction impacts outcomes.
Although valid concerns have been raised regarding the possibility that pull-through technique may not adequately endarterectomize branch vessel ostia [8], we address this so-called “snow-plow effect” in two ways.
First, intra-operative duplex ultrasound verifies appropriate blood flow and velocity. Furthermore, when any
concern for incomplete endarterectomy arises due to poor plaque tapering or obstruction preventing passage of
the vessel probe, the arteriotomy is extended.
Arterial conduits to endarterectomized targets, including internal mammary and radial arteries, have been reported to provide significantly greater 7-year survival and patency than vein conduits [9]. In addition to various
methods of CE vessel reconstruction and grafting, endarterectomy has been successfully applied to OPCAB
cases with similar rates of morbidity and mortality [10]-[12]. The pull through CE technique may benefit efficiency in OPCAB cases without compromising patency or survival if a vein patch is included.
The predominant target vessel in our cohort was the LAD. Although there has been some disagreement in the
literature, most recent studies have found that CE of LAD arteries have comparable if not better outcomes than
RCA or circumflex procedures [1] [7]. This may be due to the improved revascularization of the LAD territory
having a greater impact on cardiac output via the left ventricle.
The use of vein patch at the distal anastomosis provides adequate coverage of the arteriotomy when the
availability of bypass conduit and length are constraints. In addition, vein patch reconstruction of LAD compared to LIMA onlay has been found to have equal or lower operative mortality and perioperative MI, as well as
comparable actuarial survival rates at 5 and 10 years [2].
Reports of early post-operative mortality range from 2.7% - 11% [6] [13]. Evidence indicates LAD endarterectomy patients have lower 30-day mortality than RCA or circumflex CE [1]. Furthermore, better survival can
be achieved when the number of CE vessels is limited to one vessel [11] [14]. Our cohort falls into this range
with 30-day mortality at 10%.
Advancements in medical and endosvascular management of CAD have shifted the population of patients
undergoing surgical revascularization to one of more severe disease. 5-year survival rates have been reported to
range from 71% - 92% [15]. Limited data has been published regarding longer term outcomes. Actuarial data for
10-year survival has been reported at 74% - 78% [15] [16]. In a systematic review of CE with OPCAB, survival
outcomes were not significantly different from those using CPB [17].
Several studies have found those patients with diffuse disease to have greater rates of previous MI, chronic
kidney disease and decreased LV function [16] [18]. Though ours did not identify different rates of comorbidities, clearly patients undergoing CE have worse localized atherosclerosis that those who do not require it, and
therefore the validity of direct comparison is limited. Although survival was worse in our CE group, three survived 8 years or more, and three others are still living without recurrence of MI. Moreover, post-operative complications were few, with one re-intubation for respiratory distress and one 30-day mortality related to bowel
ischemia.
Our goal was complete revascularization, especially to the LAD territory. Thus the negative impact of survival in the CE group, although small in sample size, could be related to the diffuse nature of the coronary artery
disease and extent of disease pattern. It is recognized that poor targets and diffuse CAD at the time of revascularization are known to impact long-term survival [19].
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5. Conclusion

This review is limited by small sample size. Also, although immediate operative graft assessment was performed,
the impact of graft patency at one year or beyond was not assessed angiographically. Nonetheless, surviving patients were symptom free with no recurrent events. Our method of CE reconstruction using vein patch for conduit anastomosis is a safe and effective alternative to current methods of CE, especially facilitating revascularization to the LAD territory providing satisfactory perioperative and intermediate outcomes in our veteran population.
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