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Abstract Surgical anterior and 
superior fixation to the diaphragm of 
a segment of  the greater curvature of  
the stomach simplifies the technical 
performance of  harvesting the right 
gastroepiploic artery for coronary 
bypass grafting. Gastropexy avoids 
objections to the use of  this pedicled 
arterial graft, such as the prolonged 
dissection time, the limited length of  
the conduit  and the potential damage 
when abdominal  surgery is later re- 
quired_ [Eur J Cardio-thorac Surg 
(1996) 10:294-296]  

Key  w o r d s  Gastropexy - 
Right gastroepiploic artery • 
Coronary bypass 

The right gastroepiploic artery has widely been considered 
a suitable graft for coronary bypass operations when com- 
plete arterial revascularization is needed [1]. This artery 
possesses similar patency rates and characteristics to the 
internal mammary  artery and is used as an alternative con- 
duit when conventional  grafts are not available [2]. How-  
ever, in order to obtain an arterial segment of  sufficient 
length to accomplish coronary bypass anastomosis,  com-  
plete harvesting is always required. We report the advan- 
tages of  gastropexy for the use of  right gastroepiploic ar- 
tery in bypass grafting. 

Technique 

The procedure is performed through a median sternotomy incision 
with a 5-cm midline laparotomy extension. Both internal mammary 
arteries are harvested in the standard manner. The abdominal cavity 
is then opened and, before attempting any dissecting procedure, the 
greater curvature of the stomach is elevated to the diaphragmatic 
window which is required later_ This maneuver facilitates the deci- 

sion concerning the segment of the right gastroepiploic artery to be 
dissected (usually 5 cm in length) and the site at which the diaphragm 
has to be transected. Following preparation of the grafts, a diaphrag- 
matic opening is made through which the pedicled arterial graft is 
moved forward to the pericardial cavity. The area of the greater cur- 
vature corresponding to the graft is anchored to each border of the 
diaphragmatic orifice using non-absorbable sutures (Fig. 1). The gas- 
troepiploic artery-coronary anastomosis is then performed and cor- 
onary bypass operation completed. 

Results 

Ten patients have been operated on at our institution using 
this modif ied technique_ Right gastroepiploic artery graft 
was indicated for complete arterial revascularization in 
eight patients with a mean age of  50.2_+7.3 years_ The re- 
maining two patients had undergone coronary bypass sur- 
gery previously and at re-operation no saphenous vein graft 
was available. In all patients, complete arterial revascular- 
ization was accomplished with the use of  both internal 
mammary  arteries. A sequential left internal mammary  
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Fig. 1 Anchorage of the great- 
er curvature of the stomach to 
the diaphragmatic orifice 
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artery anastomosis was performed in three patients, and a 
bovine sequential internal mammary artery anastomosis in 
one. All ten patients were maintained with a nasogastric 
tube passage for 48 h. No gastric dilatation developed in 
the acute postoperative period. All the patients did well af- 
ter the operation and were discharged without procedure- 
related complications. Angiographic studies performed 
within 3 months after surgery found nine patent right gas- 
troepiploic artery grafts. One right gastroepiploic artery 
anastomosed to a circumflex marginal branch was oc- 
cluded, as well as the bovine internal mammary. At present, 
between 3 and 36 months after surgery (mean 17.8 months), 
all patients are symptom-free. Gastric function has not 
been altered in any patient. 

Discussion 

The long-term patency rates of internal mammary artery 
conduits, more favorable than those of vein grafts, have 
encouraged the use of the right gastroepiploic artery as a 
second reliable arterial graft for clinical application [3]. 

Although higher patency rates have been achieved with 
pedicled grafts, as compared to free arterial conduits, some 
objections to the use of gastroepiploic artery grafts include 
the need to enter the peritoneal cavity, the prolonged graft 
dissection time, the limited length of the conduit for graft- 
ing the anterior descending and diagonal arteries or to per- 
form sequential anastomoses, and the risk of graft injury 
if abdominal surgery be necessary in the future. Gastrop- 
exy minimizes these limitations, i. e. the time of dissection 
is substantially reduced, the entire dissected segment re- 
mains intrathoracic, the 5-cm long proximal segment of the 
right gastroepiploic artery is used for the posterior and lat- 
eral coronary branches, providing higher blood flow. 
Longer grafts would allow sequential anastomoses or graft- 
ing the anterior descending and diagonal arteries_ On the 
other hand, in our experience, the gastric function has not 
been affected. 

Fixing the anterior aspect of the stomach to the under- 
side of the diaphragm where the right gastroepiploic artery 
is placed through the diaphragmatic incision is a harmless 
procedure that simplifies the technical performance of har- 
vesting of the right gastroepiploic artery for bypass graft- 
ing. 
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R. D i o n  

Editorial comment 

The right gastroepiploic artery 
(GEA) has now gained a wide recog- 
nition, beside the internal mammyry  
arteries, as a bypass graft for myo- 
cardial revascularization. Its harvest- 
ing hardly prolongs the midline ster- 
notomy incision and specific postop- 
erative morbidity is nearly absent. It 
can be used as a pedicled graft and 
can reach any of the coronary seg- 
ments in the vast majority of  the 
cases. Mid-term patency rates of 
more than 90% have been recently 
reported in large series of patients. 
At our Institution, about 25% of the 
patients currently receive a GEA 
graft: we use it mainly to graft the 
distal right coronary artery (RCA) 
and its branches, and the distal cir- 
cumflex system. Right gastroepiploic 
artery is particularly helpful in redos 
and as an alternative conduit to the 
right internal mammary  artery when 
sternal complications of  bilateral 
mammary artery are a concern. 
Among the not so frequent inconven- 
iences let us mention its harvesting, 
which can turn tedious in obese pa- 
tients and in the presence of abdomi- 
nal adhesions, the inconstancy of ist 
useable length and distal caliber, the 
hazard of kinking at the transdiaph- 

ragmatic passage, and the surprising 
possibility of herniation of abdomi- 
nal organs through the diaphragmatic 
orifice which has recently be re- 
ported by a few authors. 

The authors describe a gastropexy 
in which the greater curvature of  the 
stomach is sutured to the undersur- 
face of the diaphragm at the site 
where the gastroepiploic artery is 
brought through if for coronary anas- 
tomoses. This maneuvre shortens the 
distance which the gastroepiploic ar- 
tery must travel. It certainly prevents 
injury of the graft should abdominal 
surgery be required at a later stage, 
and herniation of the abdominal or- 
gans through the diaphragmatic ori- 
fice. 
However  I fear the following draw- 
backs: 

1. Some of the gastropexis will 
loosen, with nasty consequences. 
2. A few patients may experience at 
least some "gastric" discomfort. 
3. In case of ulterior abdominal sur- 
gery, a stomach whose greater curva- 
ture is irremediably adherent to the 
diaphragm will sometimes represent 
a considerable hindrance for the sur- 
geon. 

4, In cases of cardiac reoperation, 
lifting the heart out of the pericar- 
dium - already not easy when a 
"long" GEA pedicle has been used - 
would be totally precluded. 

I would therefore not recommend the 
systematic use of this method. I 
would bear in mind for use in partic- 
ular circumstances, like after previ- 
ous upper abdominal surgery when 
harvesting a GEA full length pedicle 
may be rather tricky, or when only a 
short GEA suitable segment is avail- 
able, or maybe when a not optimally 
developed GEA has to be used for 
grafting a dominant right coronary 
artery or circumflex. 

Nevertheless I wish to commend 
the authors upon their original idea 
and intentiveness, and I look forward 
to reading a report of their larger ex- 
perience with this technical modifi- 
cation in the future. 

R. Dion 
Department of Cardiovascular 
and Thoracic Surgery, 
Cliniques Universitaires Saint-Luc, 
Avenue Hippocrate, 10, B-1200 Brussels, 
Belgium 
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