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Abstract

$ \HDU ROG ODG\ ZLWK FRDUFWDWLRQ RI WKH WKRUDFLF DRUWD DQG SRVW VWtEF
single staged elective repair of the aneurysm and coarctation of the aorta. Computed tomographic angiogram
showed coarctation of aorta at the level of the ductus and post stenotic aneurysm at the proximal descending
thoracic aorta (3.5x4.9 cm). Another small saccular aneurysm (2.2x2.0) was seen 1 cm distal to the above mentioned
aneurysmal dilatation. Left subclavian artery showed severe narrowing at the origin. Coronary angiogram revealed
FRDUFWDWLRQ RI DRUWD DW WKH OHYHO RI DRUWLF DUFK IROORZHG E\ SRVW VWHQR
pressure was 112 mm Hg and pull back gradient was 60 mm Hg. The entire coarctated segment along with the origin
of the subclavian up to the middle of the descending thoracic aorta was excised. An 18 mm Dacron graft was sutured
end-to-end to the arch of the aorta distal to the left carotid and end-to-end to the descending thoracic aorta above
the diaphragm. The patient had an uneventful course and the postoperative echocardiographic follow up showed
no gradient and concentric hypertrophy. The authors examine the special considerations in the treatment of this
infrequent clinical condition.
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Introduction

Aortic coarctation is a serious pathology o en requiring surgical
intervention. About 50% of uncorrected isolated aortic coarctatio
cases survive upto the age of 10 year; only 10% may reach the age of
50 years. e most common cause for mortality in untreated aortic
coarctation is the aneurysm or rupture of aorta or side branches. Hence
it is important to decide whether surgical operation will be of singl
or two stages and determine intraoperative strategy [1]. In patient of
aortic coarctation with coexisting aortic aneurysm, the coarctation may
be repaired initially as a part of two-stage procedure. is lessens th
proximal hypertension, decreases the incidence of progressive aortic
dissection or rupture and enables a safe surgical intervention of the
aortic aneurysm. We present a case report of management in a 39 yea
old lady who underwent surgical correction of coractation of aorta and
post-stenotic aneurysms as a single stage procedure.
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C R ¢ of aorta. Preanaesthetic evaluation was done a day before surgery. St

ase repor was a well built female weighing 82 Kg. Her mouth opening and airway
A 39 year old female was admitted with dyspnoea on exertion fovas adequate. Hematological and biochemical investigations were in

past one month and giddiness on and o for past four days. She wash@ normal range. She was premedicated with 10 mg T. diazepam anc

known hypertensive and was on Tab. Losartan Hydrochlorazide. Siepantoprazole 40 mg the night before and on the morning of surgery.

was evaluated and found to have blood pressure of 150/80 mm Hg in i i ) ) i i

the right upper limb and 100/80 mm of Hg in the le upper limb and Preinduction monitors included electrocardiogram in lead Il

lower limbs. Her electrocardiogram showed normal sinus rhythm‘?‘”d V5, bispectral index and pulse oximeter. Wide bore intravenous

Chest x-ray showed cardiomegaly and calci cation and dilatation of
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