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Objective - To assess the results of surgical myocardial revascularization in renal transplant patients.
Methods - From 1991 to 2000, 11 renal transplant
patients, whose ages ranged from 36 to 59 (47.5±8) years,
8 males and 3 females, underwent myocardial revascularization. The time interval between renal transplantation
and myocardial revascularization ranged from 25 to 120
(mean of 63.8±32.7) months.
Results - The in-hospital mortality rate was 9%. One
patient died on the 4th postoperative day from septicemia
and respiratory failure. The mean graft/patient ratio was
2.7±0.8. Only 1 patient required slow hemodialysis during
24 hours in the postoperative period, and no patient had a
definitive renal lesion or lost the transplanted kidney. The
actuarial survival curves after 1, 2, and 3 years were,
respectively, 90.9%, 56.8%, and 56.8%.
Conclusion - Renal transplant patients may undergo
myocardial revascularization with no lesion in or loss of
the transplanted kidney.
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Cardiovascular disease is the major cause of mortality
in patients with advanced chronic renal failure and in those
undergoing renal transplantation 1-4. Several factors, such
as hypertension, alterations in lipid metabolism, diabetes,
and immunosuppressive therapy, accelerate cardiovascular
disease in renal transplant patients and in those undergoing dialysis 1-4. It is worth noting that myocardial infarction as a cause of death in these patients exceeds 20% 4,5.
In addition, Manske et al 6 reported that in patients
with an indication for renal transplantation, in whom myocardial ischemia was identified, myocardial revascularization reduced the risk of renal transplantation and increased immediate survival.
The first myocardial revascularization surgeries in renal
transplant patients were performed in the beginning of the
1970s 7-9. Since then, not only have transplantation and immunosuppression techniques greatly developed, but dialytic
methods have also. This has resulted in an expressive and
progressive increase in these patients’ survival, making this
population subject to coronary atherosclerotic disease part of
the daily routine of cardiovascular surgery services.
This study aimed at assessing the results of myocardial revascularization surgery in renal transplant patients.

Methods
We carried out a retrospective study in patients with
advanced chronic renal disease, who had undergone renal
transplantation and, in the postoperative clinical follow-up,
developed coronary heart disease and underwent myocardial revascularization. Patients undergoing procedures associated with revascularization were excluded from the study.
From 1991 to 2000, 11 renal transplant patients underwent myocardial revascularization. Their ages ranged from
36 to 59 (mean of 47.5±8) years; 8 were males and 3 were females. The interval between renal transplantation and myocardial revascularization ranged from 25 to 120 (mean of
63.8±32.7) months.
The indication for myocardial revascularization surgery in these cases did not differ from the usual indications
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in patients with no renal failure. For surgical treatment, the
following patients were considered: patients with threevessel disease, those with lesions in the trunk of the left
coronary artery, and those with two-vessel disease and
lesions close to the anterior interventricular artery.
Associated diseases were observed in 8 patients, hypertension being present in all of them, dyslipidemia in 4,
peripheral vascular disease in 2, type II diabetes mellitus in
3, obesity in 1, and chronic obstructive pulmonary disease
in another. Four patients reported tobacco use.
Three patients were in functional class IV for angina, 5
were in functional class III, and 3 were in functional class II.
Four patients had experienced previous myocardial infarction, confirmed on electrocardiography (presence of Q wave),
7 patients had symptoms of cardiac failure associated with
symptoms of coronary heart disease, 2 (22%) of whom were
in NYHA functional class III and 5 in functional class II.
Coronary angiography showed three-vessel coronary
artery disease in 8 (66.6%) patients and two-vessel disease
in 3 (33.3%).
Left ventricular function was assessed in the preoperative period with Doppler echocardiography in 6 patients,
and in 3 patients the mean ejection fraction was estimated as
0.73±0.12 (ranging from 0.61 to 0.85). No patient had severe
ventricular dysfunction in the preoperative period.
All data are shown as mean ± standard deviation. Longterm survival was estimated with the Kaplan-Meier method.

Results
In-hospital mortality was 9%, and 1 patient died on the
4th postoperative day from septicemia and respiratory failure.
The mean graft/patient ratio was 2.7±0.8. The left internal thoracic artery was used to revascularize the anterior
interventricular artery in 9 (77.7%) patients and the diagonal artery in 2 (22.2%). The great saphenous vein was
used to revascularize the other arteries. In 8 patients, the
operation was performed with extracorporeal circulation
and cardioplegic arrest, and in 3 patients without extracorporeal circulation.
The mean creatinine value in the preoperative period
was 2.0±0.8 mg/dL. Only 1 patient required dialysis in the
postoperative period of revascularization, slow hemodialysis for 24 hours. This patient had a significant reduction in
urinary output, with hyperpotassemia and signs of pulmonary congestion. We chose to maintain slow hemodialysis
in the patient until normalization of renal function and metabolic correction, which happened in the subsequent 24
hours. No patient experienced a definite worsening of renal
function or loss of the transplanted kidney, or even perioperative myocardial infarction. One patient had atrial fibrillation with a high ventricular response, which was chemically reverted, and another patient experienced periods of
mental confusion.
Three patients had pneumonia, 1 evolved to septicemia and respiratory failure, which was the cause of the only

death in this population. Another patient with pulmonary
infection required reintubation and had a good evolution.
No hemorrhagic complications or reoperations due to
bleeding occurred.
Hospital stay ranged from 11 to 42 days (mean of
19.2±10 days), and intensive care unit stay ranged from 2 to
15 days (mean of 4.2±4.4 days).
Follow-up ranged from 1 to 90 months (mean of
32.8±34.4 months). Eight patients were in functional class I
in the postoperative period and the remaining were in
functional class II.
Two patients were not followed up in our service,
being referred to their original places. One patient died due
to enterorrhagia secondary to colonic diverticular disease
23 months after revascularization.
The actuarial survival curves (Kaplan-Meier method)
after 1, 2, and 3 years were, respectively, 90.9%, 56.8%, and
56.8% (fig. 1).

Discussion
In this study, myocardial revascularization in renal
transplant patients was performed with no subsequent
definitive lesions in or loss of the transplanted kidney, pulmonary infection being the major complication observed in
the postoperative period.
Several risk factors during and following the surgery
have been reported in the literature, factors that may lead to
transplanted kidney loss or lesions, among which we can
cite hemodynamic alterations occurring due to the use of
extracorporeal circulation 8, hyperpotassemia, drug accumulation, cardiac arrhythmias 10,11, septicemia, and coagulation disorders 11,12.
In this study, 3 (27.2%) patients had pulmonary infection, 1 of whom evolved to septicemia with respiratory fai-
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Postoperative period (months)
Fig. 1 – Survival curve of the renal transplant patients undergoing myocardial
revascularization surgery.
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lure, which was the cause of the only death in this case series. Although the risk of infection should always be kept in
mind, reports in the literature are mixed. Bolman et al 13
reported 3 cases of infection in 14 patients operated on; on
the other hand, Christiansen et al 14, Beauchamp et al 9 and
Chawla et al 15, in short case series, did not report this complication. It is important to emphasize that the risk of
infections in these patients was attributed to the prolonged
use of corticoids and immunosuppressants 8,10.
The first successful myocardial revascularization in a
renal transplant patient was reported in 1975 by Nakhjavan
et al 8 as a case report. Since then, reports on the experience
of surgical teams with this type of patient have been scarce,
most of them in the form of case reports or small case series
(tab. I 7-9,13,14,16-25).
In 1997, Dresler et al 26 carried out a study, one of the
largest case series in the literature, with 45 renal transplant
patients undergoing cardiac surgery, 31 being myocardial
revascularization. They reported an in-hospital mortality rate of
8.8%, septicemia being the major cause of death. No patient
lost the transplanted kidney in the perioperative period.
The in-hospital mortality rate in our study was 9%, similar to that reported in the literature.
Another important issue regards the use of extracorporeal circulation that represents in this type of patient the
major risk for renal ischemia. This risk increases when the
duration of extracorporeal circulation exceeds 60 minutes 14.
In our study, no patient had a definitive lesion in the
transplanted kidney, but 1 had a reduction in renal function, requiring slow hemodialysis for 24 hours in the
postoperative period. This may have resulted from a reduction in renal perfusion during surgery due to extracorporeal circulation.
Currently, the appearance of minimally invasive surgery, whose major characteristic is not using extracorporeal
circulation, is an excellent alternative surgical technique in
renal transplant patients. Most of our patients had threevessel disease and were operated on with extracorporeal
circulation with no subsequent lesions in the transplanted
kidney, because, at that time, no technical alternatives exis-
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Table I - List of authors with number of patients and in-hospital
mortality
Authors
Nakhjavan et al
Lamberti et al 7
Beauchamp et al 9
Bolman et al 13
Golan et al 16
Defraigne et al 17
Meyer et al 18
Yamamura et al 19
Ando et al 20
Tezcaner et al 21
Christiansen et al
Mitruka et al 22
Dagenais et al
Noda et al 24
Taketani et al 25
8

14

Year

N° patients

1975
1975
1976
1984
1987
1990
1991
1993
1993
1996
1999
1997
1998
1999
2000

1
1
3
10
1
1
8
1
2
1
4
18
20
2
1

Mortality (%)
0
0
0
10
0
0
0
0
0
0
0
5,5
10
0
0

ted for approaching the left marginal artery without extracorporeal circulation 27. Because this study had a very small
sample, the possible differences between operating on renal
transplant patients with or without extracorporeal circulation
could not be identified.
Although our data do not allow an effective conclusion about the effects of extracorporeal circulation in the
transplanted kidney in the in-hospital and late periods, the
current literature has stressed that surgery without extracorporeal circulation has its major benefit in patients with
clinical morbidity in the preoperative period 28-30.
The in-hospital mortality rate in renal transplant patients has been reported as approximately 10% in the largest
case series. We observed that these surgeries have also
been performed with extracorporeal circulation, and we
believe that this mortality rate may be reduced in the coming
years, when most of these procedures will be performed without extracorporeal circulation, and, therefore, with 1 less
factor of aggression to the transplanted kidney.
In conclusion, myocardial revascularization in renal
transplant patients may be performed with no definitive renal lesion or loss of the transplanted kidney.
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