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A Historical Perspective

After some isolated cases of direct myocardial
revas cularization performed by Goetz in 1961 and
years later by Kolessov, myocardial
revascularization was standardized by Favaloro
and others wusing cardiopulmonary bypass and

cardioplegic arrest. (V

In 1975, Trapp and Bisarya published for the
first time a consecutive series of 63 patients who
were operated on without cardiopulmonary bypass.
In this landmark paper, the authors presented the
bases of beating-heart revascularization technique
including a system to maintain myocardial
perfusion with a perfusion catheter and some
maneuvers to stabilize the heart to perform the
distal anastomosis. At that time, it was considered
dangerous and/or impossible to completely occlude
the coronary artery without perioperative
myocardial infarction. (U

In 1981, Benetti and his group in Argentina,
working independently, began the clinical
application of beating-heart revascularization.
These were the first reports describing coronary
revascularization without cardiopulmonary

bypass.®



S A Fbistorical Perspeetive =

A landmark event in the field occurred when
Benetti proposed a small left thoracotomy to graft
left internal thoracic artery to LAD artery, a
technique that received the often confusing eponym
MIDCAB, for minimally invasive direct coronary
artery bypass. This procedure, widely applied and
popularized by Calafiore, could be considered a
natural evolution of the off pump technique, as it
highlighted the minimal-access potential of

coronary revascularization. @



