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SIMULTANEOUS OPERATIONS IN CARDIAC SURGERY
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Summary: The combination of heart disease with a competing surgical pathology is becoming more common, which requires a specific approach to the order of their correction. Generalized clinical experience in simultaneous operations at both the heart and carotid arteries, and the heart with cancer surgical interventions. It is shown  a safety of simultaneous interventions: the first stage of carotid endarterectomy, carotid stenting in  case - for 7-12 days before surgical correction of heart disease, as well as operations cancer surgical second stage.
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Introduction: Heart disease is often associated with other pathology requiring surgical treatment. In coronary heart disease in 10-18% of patients  have a pathology of the extracranial arteries, while clinically significant carotid stenosis in 25-30% there is coronary artery disease [1]. Each year, increasing number of patients with heart defects, who along with critical flaws in the study reveal valves and stenotic lesions of the carotid and coronary arteries [2]. This dramatically increases the risk of myocardial infarction or acute cardiovascular failure, stroke in the case of execution of an isolated carotid endarterectomy, coronary artery bypass grafting (CABG) or valve replacement [2,3].
The treatment procedure for patients with competing pathology: severe coronary insufficiency, critical valvular disease and cancer – more frequent clinical problem [4]. Surgery for cancer with concomitant severe coronary heart disease, until recently, was considered unpromising and even dangerous in connection with the development of a real threat during surgery and in the immediate postoperative period of severe and often fatal complications. Therefore, as a rule, with cancer surgery or do not assign, or carried out in stages: the first stage performed CABG, the second - surgery for malignancy [4]. This tactic dramatically pushes terms of radical cancer surgery. Note that if a patient has suffered a serious operation, then it is difficult to decide on a second no less complex operation, and at the same time getting rid of the two diseases is perceived by patients as luck [4] and at the same time gives the medical, social and economic benefits [5].
Objective: to study the results of simultaneous operations and on this basis to determine the tactics and the sequence of surgical procedures.
Material and Methods: The study analyzed data for 24 patients who underwent simultaneous operations: the intervention of carotid and coronary artery bypass grafting – 17 (70.8%), coronary artery bypass graft and angioplasty of the carotid artery 3 (12.5%) and CABG Cancer Intervention – in 4 patients (16.7%). Men were 20 (83.3%), women – 4 (16.7%), mean age – 58,5 ± 3,2 years. The criteria for inclusion in the study believed the presence of clinically significant comorbidity requiring surgical correction: a combination of ischemic heart disease and / or defect of the aortic valve, with extracranial artery atherosclerotic lesions and / or cancer. Exclusion criteria were the presence of contraindications to perform surgery. Before surgery, all patients underwent a comprehensive examination: electrocardiography, chest X-ray, Doppler echocardiography, coronary angiography branches of the aortic arch, magnetic resonance imaging of the brain, duplex scanning of extracranial arteries, multislice computed tomography of the chest and abdominal cavity, clinical and biochemical examination.
Results and discussion: When combined lesions of the extracranial arteries occlusive-stenotic lesion of the coronary arteries was performed the first stage of correction of the cerebral blood flow. A total of 17 (70.8%) of simultaneous interventions were performed. Carotid operations performed on the background of drug controlled hypertension (increased by 20-30% from baseline in blood pressure). Temporary bypass of the carotid artery was not used. Before reconstruction monitors linear flow rate of the middle cerebral artery transcranial Doppler method to determine the tolerance of the brain to a temporary carotid clamping. After starting the flow performed intraoperative duplex scanning: estimated blood flow in anastomosis area and cerebral arteries. Eversion endarterectomy was performed in 16 (66.7%) patients, of which in combination with the two autovenous plastics. Resection of pathological tortuosity of the internal carotid artery – in the 1st case (4.2%).
After the intervention of the carotid artery, a team of cardiac surgeons  performed  operations on the heart. CABG performed in 14 (58.3%) patients, three (12.5%) - in conjunction with CABG prosthetic aortic valve. During perfusion pressure is maintained not less than 60 mm Hg, 32ºC hypothermia.
Heart surgery and radical surgery for cancer performed in 4 patients (16.7%). In all cases, concomitant with the first stage performed oncopathology heart surgery: in 2 patients (8.3%) aortic valve, one (4.2%) – CABG, and in one case (4.2%) – CABG with plastic atrial septal defect. After heart surgery, administration of protamine sulfate, drainage and suturing wounds sternothomy, oncology team performed Oncology phase of the operation: nephrectomy in 2 patients (8.3%), one (4.2%) – gemikolonektomy with primary anastomosis and in one case (4.2%) pangisterektomy.
The average time duration of simultaneous operations was 410,8 ± 12,4 minutes, aortic cross-clamping – 98,3 ± 5,7 minutes. In all cases, the solution is applied "Custodiol" at a dose of 25 ml / kg and the standard combined inhalation anesthesia (Sevoflurane, Propofol, Fentanyl). Preforms intraoperative autologous blood in a volume of 0.5-1.0 liters. Duration of mechanical ventilation after the transfer of the operating amounted to 3,7 ± 0,25 hours, in two cases, more than 24 hours, the duration of sympathomimetic support – 71,7 ± 3,4 hours (sol. dopamine, norepinephrine). The average time of stay in the intensive care unit – 92,3 ± 4,8 hours.
Three patients (12.5%) to heart surgery (for 5-12 days) carotid angioplasty was performed: internal carotid artery stenting in two patients and in one case - both internal carotid stenting artery. Abolition of aspirin and clopidogrel was performed 5-7 days before heart surgery, followed by transfer to the injectable low molecular weight heparins (Clexane) in therapeutic dosage for the prevention of thrombosis of the implanted stent. On the 4-5-th day of uncomplicated postoperative renewed reception at therapeutic doses: aspirin, clopidogrel, statins and anticoagulants (in the case of the valve prosthesis).
All operated patients were discharged in satisfactory condition, under the supervision of. The maximum observation period of up to 2 years. Good results in combined interventions noted by other authors [2,5], but to date there is no evidence-based concept of such a program, some authors propose landmark intervention depending on the severity of a disease [2]. At the same time, according to the literature, after the isolated operation on the carotid arteries of myocardial infarction occurs in 4% [1]. So when combined lesions of the carotid arteries and heart expedient are the  one-stage surgery – the first stage of operation is shown on the carotid arteries. If there are indications for stenting of the internal carotid arteries – a procedure carry out the surgical correction of heart disease.
Bibliography:
1. А.Н.Косенков, Р.А.Виноградов. / Инфаркт миокарда после каротидной эндартерэктомии. // Кардиология и сердечно-сосудистая хирургия. – 2015. - № 6. – с. 14-16.

2. А.В.Лысенко, Ю.В.Белов, А.В.Стоногин. / Одномоментная реконструкция брахицефальных артерий и коронарное шунтирование. // Хирургия. – 2015. - № 3. – с. 10-14.

3. Ю.В.Белов, В.В.Базылев. / Реваскуляризация миокарда у больных с окклюзией внутренней сонной артерии и стенозом контралатеральной артерии. // Хирургия. – 2003. - № 6. – с. 19.

4. В.И.Шумаков, Д.В.Шумаков, Р.М.Евтихов [и др.] / Симультанные операции на открытом сердце и органах брюшной полости. // Москва, Профиль, 2006. – 216 с.
5. М.И.Давыдов, С.С.Герасимов, И.М.Шестопалова [и др.] / Хирургическое лечение больных раком толстой кишки с конкурирующими сердечно-сосудистыми заболеваниями. // Хирургия. – 2008. - № 8. – с. 10-17. 
