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Case 3
A patient aged 39 male, was diagnosed as a case of coarcta-
tion aorta along with mitral regurgitation of severe degree. 
After adequate preparation patient was subjected to open 
heart surgery when Mitral valve replacement and 14 fr 
Dacron conduit was anastomosed between ascending to 
descending aorta in the same sitting.

Case 4 
Our last patient was 47 year old gentleman diagnosed as a 
case of Coarctation Aorta and aortic root dilatation with 
coronary involvement. Colour Doppler Echo and CT Scan 
of Heart and great vessels revealed exact size and extent of 
lesion. After necessary preparation pt underwent open heart 
surgery and Bentals procedure along with conduit repair of 
Coarctation aorta was done.

Surgical Technique 
Surgery was performed via median sternotomy. CPB was 
established by ascending and bicaval cannulation .Systemic 
deep hypothermia was was used by antegrade and 
retrograde cardioplegia to maintain myocardial protection. 
Concomitant cardiac repair was done while achieving hypo-
thermia .Then heart was retracted superiorly and posterior 
pericardium was incised to expose descing Aorta to .Then 
Dacron Graft of different sizes were anastomosed in end to 
side fashion. The graft was clamped to see any leakage of 
cardioplegia or not. Proximal anastomosis was done by 
using side bitting clamp. MVR and Bentals operations done 
in same sitting. LIMA and vein grafting was done after 
releasing cross clamp. Haemodynamic stability was 
achieved by adding adrenaline and nor adrenaline.

Discussion
There were no early deaths in our series. Our maximum 
Cross clamp time was 384 minutes in case of Bentals and 
184 min in case of IAA and AVR. We lost one case with 
Mitral regurgitation within 6 months. Rest of the patients 
was doing well with acceptable pressure gradients.

Coarctation aorta is a complex disease which is rare in late 
adulthood. However mainstay of this surgery is to maintain 

haemodynamic stability of patient due to coronary steal and 
severe hypoperfusion following relief of coarctation and 
peripheral vasodilatation5.

Some authors like Mulay et al. (1997)7 suggested single 
stage repair of intracardiac repair followed by coarctation 
aorta repair six weeks later. Pethig et al. (1996)5 reported 
that single stage repair may cause sudden decrease in 
systemic vascular resistance during weaning causing sudden 
severe haemodynamic instability. May be in our series we 
lost a patient of coarctation aorta with severe MR, because 
of the same sitting operative procedure.

Conclusion
Single stage surgery for intracardiac procedure along with 
coarctation aorta is safe, cost effective and reproducible.
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Introduction
Coarctation of the aorta is a common cardiovascular 
congenital abnormality. In 1945 Crafoord reported its first 
surgical treatment, performed a resection of the abnormal 
aortic segment and end-to-end anastomosis and until the 
present various other techniques have been described1. But 
it remains a surgical challenge and have a high risk of 
postoperative mortality and morbidity2,3. Specially if associ-
ated with other cardiac pathologies its more complex also3-6. 
Staged operative procedures also more complex and 
although it’s infrequently done but its rout of approach is 
more challenging. Here we showed our experiences at  
NHFH&RI.

Case Series
Case 1: 
Twenty years old male patient was admitted with 
complaints of cough and cold for one month. In addition to 
all other routine investigations colour Doppler Echocardio-
gram was done which revealed coarctation aorta with 
moderate severe aortic regurgitation with bicuspid aortic 

valve with mild aortic stenosis. Left ventricle was mildly 
dilated with concentric hypertrophy with mild systolic 
dysfunction. PASP was 30 mm of Hg. Coronary angiogra-
phy revealed normal coronaries. 

After adequate preparation patient underwent open heart 
surgery. Involved segment of Aorta was identified and 
resected on arrested heart in usual fashion. Distal anastomo-
sis of 14 fr Dacron conduit was done via posterior percar-
diotomy by using 5/0 prolene. Then AVR was done by using 
25 mm SJM Aortic valve. Patient was weaned and proximal 
anastomosis of the conduit with ascending aorta was done 
under partial side biting clamp cover. Post operative recov-
ery was uneventful and discharged in time. Echo revealed 
normally functioning conduit with PPG 9 mm Hg only.

Case 2:  
Forty nine year old [male/female]patient presented with 
Central chest pain for 7 years. Apart from other routine tests 
Colour Doppler Echo showed EF 60% and Coronary Angio-
gram done which revealed Coarctation Aorta with LM 80%, 
LAD 90%, LCX 90%, RCA 90%. After adequate prepara-
tion, Ascending to Descending Artery bypass by using 14 fr 
Dacron conduit along with CABG were done in usual 
manner. 
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aorta repair six weeks later. Pethig et al. (1996)5 reported 
that single stage repair may cause sudden decrease in 
systemic vascular resistance during weaning causing sudden 
severe haemodynamic instability. May be in our series we 
lost a patient of coarctation aorta with severe MR, because 
of the same sitting operative procedure.
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