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A Case of Intraoperative latrogenic Aortic Dissection during Off-Pump Coronary Artery
Bypass Grafting
Shingo Otaka*, Kazuhiro Tani*, Shota Nakagaki*, Masami Sotokawa*, Akira Murata*, and Tetsuyuki
Ueda* (Department of Cardiovascular Surgery, Toyama Prefectural Central Hospital*, Toyama, Japan)
A 70-year-old woman diagnosed with angina pectoris was scheduled to undergo off-pump coronary
artery bypass grafting (OPCAB) using the left internal thoracic artery and the saphenous vein (SVG).
We performed a proximal anastomosis of the SVG to the ascending aorta using a clampless proximal
anastomotic device. When this device was removed from the ascending aorta after completion of the
SVG proximal anastomosis, we noticed the extensive appearance of an ascending aortic adventitial
hematoma. Transesophageal echocardiography revealed a flap in the ascending aorta, which was diag-
nosed as an iatrogenic aortic dissection. The decision was made to immediately perform an additional
aortic replacement. There was an intimal tear consistent with the device insertion site, which was
identified as the site for the development of aortic dissection. After performing an ascending aortic
replacement, coronary artery bypass grafting was performed. Her postoperative course was unevent-
ful, and enhanced CT on postoperative day 12 showed aortic dissection up to the level of the abdominal
aorta, but the false lumen was completely thrombosed. Iatrogenic aortic dissection caused by proximal
anastomotic device during OPCAB is a very rare but serious complication, and early intraoperative
diagnosis and prompt additional surgical treatment were considered necessary to save the patient’s
life. Jpn. J. Cardiovasc. Surg. 52: 93-97 (2023)

Keywords: clampless proximal anastomotic device; iatrogenic aortic dissection; off-pump coro-

nary artery bypass grafting
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XA 7754 21K L 72 OPCAB i Fh ok B IR i i % %%
BRL7-DCTHE T 5.

fiE Bl

SEW 70 5%, Aok

TR I AERE .

BEAERE @ BEIUE, &3V A7 0 —JUIE.

MEATIE « WM - AR 25 L.

BUpRE « F7ERlo 2 BRR SN R 222 L., FED
FER, FTEMPOODIE & Bl &, Tl IS SR AR L
Ko7,
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B9, PRI S,
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Fig. 1
Preoperative enhanced chest computed tomography (axial
view) . No atherosclerotic changes were observed in the ascend-
ing aorta, and the diameter of the ascending aorta was in the
normal range.

MU b MR & 7 o 72, BeaEiiRE,  mHC R B IR ARk
DWTIRZEN D 5> 7278, REBOT T —F KO K
RT3 — T LA REIRIC flap 2 328, 20K B IR R
Ll L7z (Fig. 2a, b). KBIHRA T #4597 23 26 B
Rl U, AROBEEIARE M, b OREIRAE L T A T O
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B Pz A U, D3I A e U 72, PRI
MEATPERG RS THT - 7. KEIIRIN Z #1235 & Enclose 11
FRAEBAL O NIRIZ entry %588 72 (Fig. 2¢). SEbR#EIk
NG 280 hh 5 72728, RFEdiiio it L
7o, IRSAEIIRAER A T3l C AT R EIIR A& BT L, NS T x
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MHETR A8 T L, AT 4 880, (PRI ¢ A T i
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D 1 om (E ERRMTHENT L, 4leE 7 4 70 VHICTHES
L7z, W7 )b b Tz LTI &2 W& L
7z. LITA-LAD J 513 LAD#7 243 cm (ZEYIFH L, on-
lay patch ¥ & U 7-. BBIC A TIME ICW & fLa R L
SVG Xy & % 17 O A ffER U 72, A0 MR i
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e[ 223 4%, 045 0k IER 126 45, TEER 1S R R 37 45 ©
H o7z

Mt - ikl R E AfEA <RBR L 72, HEERER
FEcffite T HHEICHRE L, itk 2 H BICEHIGREL D —
ORI U 72, fii$% 12 H H o CT T, K
kL ~OL F TOREIRNFEEE RO 722, B3Rl
feftL T/ (Fig. 3). ik 26 HEICH 7 — T L i
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Fig. 2

Intraoperative findings. (a) Transesophageal echocardiography in the long-axis view
demonstrated an intimal flap (arrow) in the ascending aorta. (b) Epi-aortic echocardi-
ography demonstrated intimal flap (arrow) and the true lumen (TL) compressed by the
false lumen (FL) in the ascending aorta. (c) The primary tear was identified at the
Enclose II insertion site (white arrow). The asterisk denoted the proximal SVG anasto-

motic site.

Fig. 3
Postoperative enhanced computed tomography on postoperative
day 12 revealed that the aortic dissection progressed to the level
of the abdominal aorta, but the false lumen was completely
thrombosed and the bypass grafts were patent. (a) Axial view.
(b) Three-dimensional image.

Fig. 4
Postoperative coronary angiography showed LITA-LAD (a) and
SVG-RCA (b) were patent.
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