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INTRODUCTION
Coronary artery disease has dramatically increased

during the last years. The evolution of management of

coronary artery disease (CAD) over the last 30 years has also

been dramatically changed. Until 1960's, medical treatment was

the mainstay of management. But in 1970's coronary artery

bypass grafting surgery (CABG) was the main treatment, and

the overall strategy became invasive. In 1980's, percutaneous

transluminal coronary angioplasty (PTCA) and coronary artery

stents appeared .in 1990's, there has been a shift towards less

invasive modality for revascularization (Serruys et al., 2006).

Revascularization with coronary balloon angioplasty

may cause vessel spasm and abrupt closure due to vessel recoil.

The deployment of stents after angioplasty reduces the risk of

abrupt vessel closure by sealing coronary artery dissection.

Bare metal stents (BMS) deployment also reduce long term risk

of restenosis by preventing elastic recoil and negative vessel

remodeling (Ellis et al., 2004).

To prevent re-stenosis, drug eluting stents (DES) were

designed by coating a standard coronary stent with a thin

polymer containing an anti-proliferative substance that inhibits

smooth muscle proliferation and neointimal hyperplasia within

the stented segment (Costa & Simon, 2005).
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Approximately 5% of patients in this group will undergo

non-cardia surgery within the first year after stenting, and an

increasing number will continue to present for surgery (Vicenzi

et al., 2006).

Because the success of stents requires long-term

antiplatelet therapy, management of patients with these devices

poses a dilemma to the anesthesiologist. Discontinuation of

antiplatelet therapy relatively soon after PCI (percutaneous

coronary intervention) with stenting confers significant

mortality during non-cardiac surgery. As stent endotheli-

alization may not yet be complete at the time of surgery, abrupt

discontinuation of antiplatelets combined with the

prothrombotic state induced by surgery increases the risk of

acute perioperative stent thrombosis and myocardial infarction.

Continuation of antiplatelet medications may be associated

with an increased risk of intraoperative bleeding and also

prevent administration of regional anesthesia (Popescu, 2010).
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Aim of the Work
Review of update of possible management strategies of

patients with cardiac stent undergoing non cardiac surgery.
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Anatomy of the Coronary
Circulation

The arterial supply of the heart is provided by the right

and left coronary arteries, which arise from the ascending aorta

immediately above the aortic valve. The coronary arteries and

their major branches are distributed over the surface of the

heart, lying within subepicardial connective tissue (Snell,

2007).

Fig. (1): 3D composite. CA, conus artery; CS, coronary sinus; D1,
diagonal 1; D2, diagonal 2;GCV, great cardiac vein; LAD, left
anterior coronary artery; LCX, left circumflex coronary artery;
LM, left main coronary artery; MCV, middle cardiac vein OM1,
obtuse marginal 1; PDA, posterior descending artery; RCA, right
coronary artery; SA, sinoatrial artery (Smuclovisky, 2009).
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The right coronary artery arises from the anterior aortic

sinus of the ascending aorta and runs forward between the

pulmonary trunk and the right auricle (fig.2). It descends

almost vertically in the right atrio-ventricular groove, and at the

inferior border of the heart it continues posteriorly along the

atrioventricular groove to anastomose with the left coronary

artery in the posterior interventricular groove. The right

coronary artery (RCA) originates from the right coronary sinus

and is divided into proximal, mid, and distal segments. The

proximal segment of the RCA is from the ostium to the origin

of the first acute marginal artery. In the majority of patients, the

conus artery originates from the ostium of the RCA or

separately from the right coronary sinus and is generally the

first visualized branch. The conus artery has a superior and

anterior course. The sinoatrial (SA) artery is generally the

second artery to be visualized and originates from the proximal

RCA and has a posterior course. The RCA gives origin to acute

marginal (AM) branches, which vary in size and number and

are labeled from proximal to distal, AM1, AM2, AM3, an so

forth (Snell, 2007).
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Fig. (2): Diagram illustrating the right coronary artery [RCA] and

the course of the sinoatrial [SA] node artery. (A) Right coronary artery

with the SA nodal artery in the left anterior oblique view with a

corresponding angiogram and (B) right coronary artery with the SA node

artery in a right anterior oblique view with corresponding angiogram.

(Images reprinted from: Netter FH. Colacino S (ed). Atlas of Human

Anatomy. Summit, NJ:1 Ciba-Geigy Corp.; 1989. © Elsevier Science Ltd.

Netter illustrations used with permission of Elsevier Inc. All rights

reserved.) (Fiss, 2007).


