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Concurrent coronary and carotid artery surgery: an open debate: reply

Philippe Kolh, Raymond Lim&t

&Cardiothoracic Surgery Departmerttniversity Hospital of LiegeB 35 Sart Tilman4000 LiegeBelgium

We read with interest the letter from Bar@t al on our work ‘Concurrent coronary artery surgdagtors
influencing perioperative outcome and long-ternultss® We thank Bariliet al for their comments that need
our reply.

First, we share their doubts regarding the predimpact of asymptomatic carotid artery stenosis on
cerebrovascular events occuring during coronagnaitthypass grafting (CABG). This question couldyobé
answered by randomizing patients with concurreghitant coronary and carotid artery lesions tthedi
combined CABG and carotid endarterectomy (CEA) oBGAalone, with post-operative stroke rate being the
primary endpoint. However, a very large number atignts would be required for such a study. Indaethe
recent ACST triaf, a total of 3120 patients with asymptomatic cardgisions were randomized to immediate
CEA or indefinite deferral of any CEA to demonstrateeduction of 5-year stroke risk from ~12 to ~Bfthe
immediate CEA group.

Therefore, to reach statistical significance, a oamded study comparing CABG and CEA with CABG alone
would necessarily be multicentric (126 clinicaksitfrom 30 countries participated in the ACST trialith the
inevitable differences concerning, for example,uke of a carotid shunt or the closure of the @haoteriotomy
with or without a patch.

Our policy has a more modest goal, which is to @as® both surgical procedures during one anagathdeen,

in patients requiring CABG surgery, the carotididasmeets the criteria accepted for surgical inilica We
certainly are unsure that this policy significandigcreases the incidence of post-operative sttakaeur centre,
the incidence of post-operative cerebrovasculantsvis higher after combined CEA-CABG when compared
with CEA alone, and the incidence of post-operathy@cardial infarction is higher after combinedgany than
after CABG alone. This observation supports theamothat carotid artery lesions are a harbingerevese
atherosclerosis.

Secondly, we disagree with Bardt al.that our model was unable to accurately predicsadtio for operative
results. It is true that confidence intervals wémege, but odds ratios were high (odds ratio fortiao
calcifications was 6.3 for operative mortality aBc® for stroke). Our results are in concordance with the
observation of Johet al® that aortic calcifications were the leading rigktbr for stroke, with an odds ratio of
3.0, in CABG patients.

Thirdly, arterial cannulation was usually performiadthe ascending or transverse aorta, at a siteoahal
palpation, especially in the early part of the eriWhen the aorta was very hostile, arterial clation was
performed in the femoral artery or in the axillamgery. In the series reporté@ moderately dilated ascending
aorta (>3.5cm) was left in place. When the ascandirta was more severely dilated (>5 cm), it vegdaced
with a prosthesis, but those patients were notided in this study.

Finally, we agree that patients with coronary aacbtid symptomatic lesions should be treated wathcarrent
surgical procedures.
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