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Cardiac surgery in Dialisys patients - can we do better

than in the past?

Dialisys patients have always been considered diffi-
cult and high risk for cardiac surgery, due to extensive
vascular disease, poor functional reserve, and frequently
multiple cardiovascular lesions. Additional problems posed
by these patients include difficult volume and eletrolyte
control in the intra-operatory and post-operatory period,
difficult hemostasis due to platelet disfunction, and sus-
ceptibility to infection.

In this regard, isolated experiences have been publi-
shed all over the world, and risk scores have also included
dialisys patients in their patient pool when being cons-
tructed. Still, even though cardiac surgery is somewhat
frequently performed in theses patients, the outcomes are
in some patients disappointing, while in other patients
the intra-operatory and post-operatory period is almost as
uneventful as in regular patients, albeit the programmed
dialysis that always accompanies these patients.

Valvular percutaneous intervention has also opened
new possibilities in these patients in whom cardiac surgery
may be an excessive risk. Modern TAVI and mitral inter-
vention techniques offer some of these patients a solu-
tion, but are far from being a treatment applicable to all
- Biological valves (as all TAVI are) are susceptible to ear-
lier structural valve deterioration in ESRD patients, mitral
intervention is far from being long-lasting, and previous
peripheral vascular procedures such as renal grafts in the
iliac arteries and arm arteriovenous fistulas all complicate
coronary and valvular percutaneous procedures. In addi-
tion, dialysis patients frequently present a coronary artery
disease anatomy that is not amenable to percutaneous
treatment (distal Left Main or ostial LAD disease, diffuse
LAD disease, and very extensive calcification).

On the other hand, cardiac surgery frequently treats
concomitant cardiac disease, associated valvular and coro-
nary lesions are frequent in about 25% of cardiac surgery
patients, and peripheral artery disease that may compromise
saphenous harvest is very frequent in dialysis patients.

In this issue of SPCCTV, Ranchordas et al present
their center’s experience with dialysis patients submitted

to cardiac surgery (including 2 transapical TAVI's). Their
results are similar to the previous published experiences
and reflect the good quality of Portuguese Cardiac Surgery.
They also point out that higher Euroscorell, CCS score and
longer cross-clamp times (normally associated with con-
comitant procedures), are associated with a higher pro-
cedural/in-hospital mortality. Long term mortality is also
higher in dialysis patients when compared to matched non
dialysed patients.

So, a physician treating these patients may offer
the normally very unsatisfactory optimal medical therapy,
the total percutaneous option, the total surgical treat-
ment or a hybrid modality. We should consider that these
patients have a lower life expectancy than the non dialysed
cardiac patients, even after controlling for the presence
of cardiac disease (as Ranchordas et al have shown). The
survival and MAACCE free advantage that surgery normally
offers when compared with percutaneous therapy may be,
in some cases, irrelevant, due to the progressive nature of
end-stage renal disease.

Another important consideration that the paper by
Ranchordés et al shows us is that, globally speaking, isola-
ted open procedures in these patients are safe and should
be offered liberally (with the probable exception of very
frail patients), with the same constraints that the surgery
in the general population has. Multiple vessel coronary
disease in the presence of peripheral arterial disease may
occasionally be treated by an hybrid approach to avoid
risky saphenous vein harvesting.

Concomitant procedures, like aortocoronary sur-
gery, is not specifically contra-indicated, but longer cross-
-clamp times may guide the surgeon to opt for a hybrid
approach, reserving the lesions less amenable for percu-
taneous treatment for the surgeon to treat. Surgical stra-
tegies to avoid longer cross clamp times, like performing
coronary grafting on the beating heart, or using rapid-
-deployment aortic valves, may also help diminish cross
clamp times (if this has an impact on survival remains to
be determined).
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Dialysis patients should be, and will continue to be
offered the most definitive treatment for cardiac lesions.
Surgeons and Cardiologists should also continue to strive
for better outcomes and better long term results, and it is
in difficult and risky patients that the Heart Team will pro-
bably more positively influence the outcomes.

REFERENCES

1. Ranchordas S, Madeira M, Pereira T, Branco P, Gaspar A, Mar-
ques M, Calquinha J, Abecasis M, Neves JP. Cardiac surgery

in patients with dialysis-dependent end stage renal failure
single centre experience. Rev Port Cir Cardiotorac Vasc. 2019;
26(3):199-204.

Deutsch O, Spiliopoulos K, Kiask T, Katsari E, Rippinger N,
Eichinger W, Gansera B: Cardiac surgery in dialysis-dependent
patients: impact of gender on early outcome in single-center
experience with 204 consecutive cases. Thorac Cardiovasc
Surg 2013, 61(1):22-28.

Back C, Hornum M, Mgller CJH, Olsen PS. Cardiac sur-
gery in patients with end-stage renal disease on dialy-
sis. Scand Cardiovasc J. 2017 Dec;51(6):334-338. doi:
10.1080/14017431.2017.1384565. Epub 2017 Oct 4.

182 | Volume26-N.°3




