
CABG

case 1

Evidence-Based Medicine
Guidelines depend on studies, 
with the most reliable being 
double-blinded prospective 
studies and the least reliable 
being case reports.

Cage is recommended for

Patients with IHD (Ischemic Heart Disease) 
and multi-vessel (3) CAD (Coronary Artery 
Disease) with severe left ventricle 
dysfunction (<35%).

Patients with IHD and left main stenosis PCI IS REASONABLE
IF PCI CAN PROVIDE EQUIVALENT 
REVASCULARIZATION  

Cage is reasonable

Patients with IHD and multi-vessel CAD 
with mild to moderate systolic dysfunction 
(35%–50%)

Patients with IHD and normal ejection 
fraction with significant stenosis in 3 major 
coronary arteries with or without proximal 
LAD involvement and he is suitable for 
surgery PCI to improve survival is uncertain

Revascularization  is uncertain to

Patients with IHD, normal ejection fraction, 
and proximal LAD involvement, who are 
suitable for surgery PCI to improve survival 
is uncertain 

Revascularization is not recommended for

Patients with IHD and 1- or 2-vessel CAD 
with normal left ventricle function, not 
involving the proximal LAD

Heart team discussion

Diabetes

Complex lesion (bifurcation of arteries) 
usually recommended 

Heart team members

Surgeons

Interventional cardiologist

Imaging expert

Anesthetist

Ideal situations for Heart Team 
consideration include patients with 
complex
coronary disease, Patients with comorbid 
conditions that could impact the success 
of revascularization strategies

Case 2
75 years old man

Smoking 20  pack years

BMI = 35

Unstable angina

Diabetic HbA1c = 11, hypertensive , suffer 
from hyperlipidemia  

Use vein Vein Graft : After 10 years, 70% of 
the graft remains patent

Operation Steps

Draping and Sterilization

Incision of Skin and Fascia (Subcutaneous 
Tissue

Control of Bleeding (patients are usually on 
anticoagulants

Median Sternotomy using a saw

Division of Thymus

Open of the thick pericardium

At the same time there is surgeon harvest 
internal thoracic artery 

At this time another surgeon harvest 
saphenous veins 

 Surgeons often prefer using two veins and 
LIMA.

In moat case Lima use even in patients with 
short life expectancy with other 2 veins but 
in generally people with short life 
expectancy we use for them vein graft 

Case 3
45 years old man

Complex lesion with distal left main 
stenosis  

Past sugery  Surgery for Varicose Veins

Hyperlipidemia

Normal echo

Drug history: plavix , statin  ,ASPIRIN

Arterial Grafts (provide long-term survival: 
20-30 years

Conduits (vessels graft )

Choosing depend in

General low ( Comparable diameter to the 
coronary artery)

Location

Long saphenous veins is superfacial

It is long and it does not have many 
branches and saphenous harvesting does 
not have high mortality rate ( just surgical 
site infection ) 

Endoscopic with 3 holes harvesting or 
open technique 

Not short saphenous veinsIt is exhausted operation

Short Saphenous Vein harvesting is 
challenging because it requires patients to 
alternate between lying on their back and 
stomach

Types

Artery

LIMA

RIMA

RA

 Arm Arteries: Ulnar, Radial, and 
Interosseous Arteries (using the radial 
artery does not typically cause ischemia)

Gastric epiploic arteryIt is used by elderly surgeons

Inferior epigastic arteryDifficult to harvest

Vein

Great saphenous veins
 Failure Rate: 10-15% before hospital 
discharge ( thrombosis inside veins )  

SSV

Arm veins

Who is the best

Artery
LIMA and RIMA together then  LIMA THEN 
RIMA THEN RADIAL then saphenous vein 

It is has longer survival time but more 
complicated than veins so vein used in 
patients with short life expectancy , 
smoking , obesity , copd 

Arteries have longer survival rates but 
higher surgical site infection rates (20-30%) 
compared to veins (1-2%).

65 ear old man

Referred from cardiology clinic

C/o stable angina pectorals
Next step : diagnosie if he has coronary 
artery disease by using coronary angiogram 

ECG / cardiac enzyme / clinical picture to 
determine the subcategory of coronary 
disease ( coronary syndrome / angina)  

What we will do

Does patient need revasculraization
Usually cardiologist determine but as 
surgeons we conclude this 

Need pericutaneous intervention (stent) Done by cardiologest

Suitable (fitness) for surgery

Planing for surgery

Then we can make different tests like  ecg

First step History

dm type 2 Take metformin (oral hypo glycemic agent) Cause lactic acidosis
Which is a bad indicator for perfusion after 
surgery 

Arterial hypertension

ARB

Beta blocker Cause Brady cardia after surgery BP=CO x HR

Missing tachycardia ( vital sign (easy to 
shock))  

Hypotensive

Hyperlipidemia Take statin

Smoking pack 20 years

Taking aspirin and clopidigrel (plavix) Platelet inhibitors Poses bleeding

Stopping antiplatelets pre-surgery reduces 
bleeding risk:
	 •	 Aspirin: Stop 5–7 days before 
surgery.
	 •	 Clopidogrel: Stop 3–4 days before 
surgery.

Second step
Eco

Lv function

Rv function

Valves

Pulmonary arterial pressure

Suitable for surgery

Third step
General condition

Frail

There arenot specific parameters 
( something you can feel it or watching it in 
your patients ) ( ex : walking for 6 meters) 

Smoking

Fourth step : Pre operation 
evaluation 

Respiratory

Neurological

Renal

Vascular bed

Peripheral

Renal

Cerebral

Remote infection

Diabetes control

We can use graft in many 
combinations (called by bass to 
bass the occlusion ) 

LIMA with
LAD

Circumflex artery

RIMA
With Circumflex

Free graft bind to aorta

Using RIMA IN RIGHT SIDE AND LIMA IN 
LEFT SIDE 

Radial arteryUsed as free graft bind to aorta

Mohammed alzreiqt

How to read this mind mab ?
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