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Stenting of mid-LAD lesion
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VasoView Endoscopic Vessel Harvesting System

Making the Incision
The VasoView Uniport Plus
dissection cannula is inserted into

o 0 o by
the incision _a——

Initiating CO2 Insufflation
CO2 gas is insufflated into the
tunnel. Anterior, posterior and
tributary dissection begins

Cauterizing and
Dividing Tributaries
The tributaries are
retracted, cauterized and
divided -

Running the Vein

The vein cradle is
deployed, ensuring that
the vessel is free.
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Figure: deformed by severe calcific stenosis.
Only 2 cusp like structures can be identified, markedly thickened by nodular and granular calcific

aggregates




center) are elements of two preexisting cusps, now fused.
B. Congenital bicuspid valve. The characteristic raphe of the congenital bicuspid aortic valve appears a
lower portion of the figure.
C. Senile type. None of the commissures is fused, but there is a major intrinsic calcification of the three
cusps.

D. Unicuspid, unicommissural congenital aortic stenosis with secondary calcification.
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Diastole Systole
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Techniques for heart
transplantation

Heterotopic:
Orthotopic:

Heterotopic Mid-atrial Bicaval "
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Fig. 2 Photograph of the Liotta heart. Note the Wada-Cutter
hingeless valves.
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Artery Dlocked
by embalus

Carotid plague
with arteriogenic
embaoli

Aortic arch plague

Cardiogenic embali
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/ artery disease
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»Flowe=reducing
carotid stenosis

Afrial fibrillation
‘Valve disease
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Endarterectomy specimen
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Figure 1: A high resolution CE-MRA
of carotid stenosis that shows vascular
structure differences. A) Stenosis of
internal carotid artery. B) Altered
blood flow due to stenosis. C) Normal
blood flow
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INTERNAL CAROTID STENOSIS

MI=0.7 AD=100% - ¥
117 92! vour
L538 #184

843 ‘!EEE!!E!l-iﬂ

5048 8/1/2 ' : - PHR = 84]
GCAIN= =243 - > S84B B/1/:

© #CINE e GAIN= -2d1
- oCINE

*Mild wall thickening: left common carotid (Left); Mild wall thickening: internal carotid (right :I',
Clinical Presentation: a 69-year old man presented with transient episodes of left arm weakneg wr |



NASCET method

(1-N/D) =% 100 = Percent stenosis
eg, N=12.5

D=5.0
(1-2.5/5.0) % 100 = 50%

ECST method

[1-N/E) % 100 = Percent stenosis
eg, N=25

E=12.0
(1-2.5/12.0) x 100 = 79%

méthode ECST: T x 100% sténoses

meéthode MASCET : %n 100% sténoses
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1 Intraoperative photo of a microsugg
carotid endarterectomy. The athero=matous

plaque has been removed, and the w@sss
being sutured closed. ] ;
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The completed microsurgical cafof 1
endarterectomy results in a nG et
appearing carotid artery without;
constriction. Note the closure of#
vessel is barely apparent. ,_..-l""’
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http://www.pharmacology2000.com/Cardio/Cardio_risk/risk4.htm




Corotid Endarterectomy—
Patch Repair

camman carotid
artery

internal carotid atheroma
artery
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TIA
Man disabling stroke

Cantral ar elimination of
vascular risk factors
(Hypertension, smoking,etc)

Atherothrombofic* Cardioembolic
(large ar small vessels)

Anticoagulants
= Warfarin
» Ticlopidine
» Clopidogrel
» ASA/Dipyridamale
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Distended vein

Deep veins of calf Pulmonary
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Swollen lower leg, ankle
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Deep vein thrombosis

Sithing oo long ik one posiion can cause desdly blood daots in the
legs, acondiion known as deep vein hrombosis, kcan be sadous if
thie clak ultirnakely blocks blood flow-in the bngs.

Emboization
Emboali can el

through the heat to
an arteryin he lung,
where it can block

blood flow and causdg
pabartisdly Faksd
caom plicatiors .

Clot forms
Yiheh he legs are
irsuctivie fok S long perod
of e blocd o poal,
caMEing & dat,

Emnbok
Az the dat grows
in size it will shed
piecas knowh as
emnboli.







pain in his right thigh. The thigh was
inflamed and swollen (10 cm difference i _
diameter from the left thigh). .
Ultrasonography (Doppler bimode) shoWg
occlusion of the deep femoral vein extending
to the level of the groin. Local thromboly @€
treatment with urokinase (Ukidan) fe JoW
by 1 MBH in therapeutic dosage led to”” S5 Y
recanalization of the venous network. === 15
Complete investigation of the young man7§ 7 4
hemostatic mechanism revealed that he i§ a o iy
heterozygote for the mutation of the \'y . -*-i...

Leiden product.

/o 8



Swelling and discoloration of the leg
IS a sign of Deep Vein Thrombosis
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A Blood Clot that travels to the lungs may be
fatal without immediate emergency treatment
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Yenography [right femoral wein] after i, contrast in the foot

1) Clot within the right femoral vein
(2) Deep femoral vein
(3) Great saphenous vein







Table 2
Summary of Anticoagulation Therapy for DVT

Day 1 Objective pending confirmation
1. Heparin 5000 IU IV

Day 1 DVT confirmed by objective methods

HEPARIN

1. Heparin 80 IU/kg IV bolus

2. Heparin 18 TU/kg/hr TV infusion

3. Heparin infusion adjusted based on steady state APTT results
4. Warfarin 5 mg PO

OR ENOXAPARIN
1. Enoxaparin 1mg/kg sq ql2h or enoxaparin 1.5mg/kg sqQ24h (hospitalized patients only)
2. Warfarin 5 mg PO

Days 2,34

HEPARIN

1. Adjust heparin dose based on steady state APTT results (goal is 1.5-2.3 times control)
2. Adjust warfarin dose based on INR results

(goal is 2.0-3.0)

OR ENOXAPARIN
1. Continue enoxaparin 1 mg/kg sq q12h or 1.5 mg/kg sq q24h
2. Adjust warfarin based on INR results (goal is 2.0-3.0)

Day 5 OR subsequent date

HEPARIN

1. Discontinue heparin after: (a) Completion of 4-5 days heparin/warfarin therapy AND (b)
INR between 2.0-3.0 on two consecutive days

2. Continue warfarin with goal INR of 2.0-3.0 for patient-specific duration of therapy

OR ENOXAPARIN

1. Discontinue enoxaparin after: (a) Completion of 5 days heparin/warfarin therapy AND (b)
INR between 2.0-3.0

2. Continue warfarin with goal INR of 2.0-3.0 for patient-specific duration of therapy

Source: references 6,27
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The Amtec Venometer
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Backflow of blood from a
deep vein into a superficial
vein due to damaged valves
in the perforating vein

Superficial vein becomes
dilated and tortuous under
abnormally high pressure
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Before and after picture of a
patient following a varicose
vein closure procedure
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Definitions:
Aortic Aneurysm

...a permanent, localized dilation of a blood vessel.
~(Tilson 1997)

...a 50% 1ncrease in the diameter of a vessel compared
with its expected normal diameter.

-Society of Vascular Surgery & International Society for Cardiovascular Surgek s
Reporting Standards (Johnson 1991) AT -
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Loose joints are characteristic of Marfan Syndrome, "The
"Thumb Sign' in Marfan Syndrome," New England Journal
of Medicine 333(7): 430.



This person with
the Marfan
syndrome is tall
and thin and has
an arm span that
exceeds her height.
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Bentall-DeBono procedure

Bentall Procedure
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www.freevas.demon.co.uk/library%?20arterial%20aortic.htm




ning. With this technique also, no i
tion is recorded on the images. Spat
better than 1 mm with ‘current mac

magnihcation factors constant. There is little demand
today for plain film evaluation of aneurysmal disease.
[ts role has been largely preempted by ultrasound.'

Transverse CT
5.2 cm

Ultrasound
3.5cm

Figure 37-2 (A) Variation in aneurysm size measured by ultrasound and CT scan. (B) Incorrect my
axis through an oblique path of the left iliac artery aneurysm. Adjacent CT scan sections cephalad 4
show that the iliac artery is coursing dorsally, following the sacral curve. The short axis would be
direction in which to measure for the diameter of this aneurysm.
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cephalic vein

radial artery

1.3 Site of election for arteriovenous fistula.

'S
{ \—~
AN
= =) ‘Hlt"1
N *
..‘\ ; . ﬁ . -







.r! ._l_

= Vf




	¤ßÅ¦¦åºÞ¥~¬ì±`¨£¯e¯f
	Excised Mitral Valve Showing Calcium Deposits on Leaflet Tissue
	Elongated and Thinned Chordae Tendinae of the Anterior Leaflet
	Intraoperative View of Infective Endocarditis Involving Both the Anterior and Posterior Leaflets
	Techniques for heart transplantation
	ECMO in VGH-TPE
	Definitions: Aortic Aneurysm
	Åé¥~«¬°ÊÀR¯ßá½ºÞ
	¦ÛÅé°ÊÀR¯ßá½ºÞ
	¦ÛÅé°ÊÀR¯ßá½ºÞ
	¤â³N¤è¦¡
	¤â³N¤è¦¡
	¨ä¥L°ÊÀR¯ßá½ºÞ

