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Fig.1 Preoperative enhanced computed tomography of case 1.
A: On admission, B: 14 days after admission. Saccular aortic aneurysm expanded rapidly. Diameter of the

aneurysm increased from 41 mm to 48 mm.

Fig. 2 Preoperative coronary angiograms of case 1.

A: Right coronary artery, B: Left coronary artery. White arrow shows the stenosis of

the left anterior descending artery.
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Fig.3 Postoperative three dimensional computed tomography
of case 1.

The bypass graft from left thoracic artery to left anterior
descending artery is widely patent.
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Fig. 4 Preoperative computed tomography of A
case 2.
A: On admission, B: 10 days after admission. B

Diameter of the aneurysm increased from 43 mm
to 49 mm, and irregularity of the aortic wall
was detected on 10 days after admission.
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Fig.5 Preoperative coronary angiogram of case 2.

A: Right coronary artery, B: Early phase of the left coronary
artery, C: Delayed phase of the left coronary artery. The left
anterior descending artery (blanked arrows) and the postero-
lateral branch of the circumflex artery (simple arrows) were
enhanced by collateral flow.
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Minimally invasive direct coronary artery bypass grafting using radial
artery for the patient with infectious aortic aneurysm and coronary
artery disease

Keitaro Nakagiri, Naoto Izawa, Katsuhiro Yamanaka, Kazuhiro Mizoguchi,
and Nobuhiko Mukohara

Department of Cardiovascular Surgery, Hyogo Brain and Heart Center at Himeji

Case 1; A 76-year-old man was admitted to our hospital because of infectious thoracoabdominal aortic aneurysm and
angina pectoris. His aortic aneurysm expanded rapidly and his angina was unstable. Minimally invasive direct coro-
nary artery bypass (MIDCAB) was selected as coronary intervention to avoid usage of anti-platelet drugs followed
percutaneous coronary intervention (PCI) and to minimized the surgical trauma. Through small left anterior thorac-
otomy, radial artery was placed between left thoracic artery (LITA) and left anterior descending artery (LAD) as
H-graft. One week after the first operation, replacement of the thoracoabdominal aorta with omentopexy was per-
formed. The patient was relieved of chest pain and was discharged uneventfully.

Case 2; A 69-year-old man with respiratory and renal failure was admitted because of the coronary artery disease
treated unsuccessfully with PCI. After admission, he had high fever and infectious abdominal aortic aneurysm was
identified. MIDCAB with radial artery as H-graft and abdominal aortic replacement was performed at the same time.
The patient recovered uneventfully and was transfer to referral hospital.

MIDCAB with radial artery as H-graft is one of the useful alternatives to minimize the surgical trauma in limited situ-
ation such as coronary disease with infectious aortic aneurysm.

KEY WORDS: off-pump coronary artery bypass, minimally invasive surgical procedure, aortic aneurysm, aneurysm
infected
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