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INTRODUCTION

Coronary artery bypass grafting with cardiopulmonary
bypass has had enormous, and the relative easc of working on
the arrested heart undoubtedly makes most cardiac surgeon
favors cardiopulmonary bypass in most instances however
cardio-pulmonary bypass has been associated with severe
adverse effects‘: (Pfister A J, et al., 1992).

! We have found that many patients who were considered
high s:l:gical associated disease have been excellent candidates
for risks because of this procedure. tf(lfienetti FJ, etal, 199]).

As an alternative method of myocardial protection and to
obviate the inherent risks of cardiopulmonary bypass, we
performed coronary bypass grafting without cardiopulmonary
bypass. (Fanning W J, et al., 1993).

The development of abnormal septal motion in patients
having coronary artery surgery is related at least in part to
cardiopulmonary  bypass and myocardial preservation
techniques. (Akins C W, et al., 1984).

Coronary artery bypass grafting without cardiopulmonary




INTRODUCTION 2
R A R R R R R R R A R R R P N N I A P P P N PN P A AR AP R AP Tt

bypass can be done with relatively low operative mortality
although there seems to be an increased risk for early return of
angina. This procedure should therefore be considered for
patients  with appropriate coronary anatomy in whom
cardiopulmonary bypass poses a high risk, this procedure is still
hazardous with calcified  aorta  or  emergency

operation.(Moshkovitz Y, et al., 1995).
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Historical Review of Coronary Artery by Pass

Grafting on Beating Heart

In taking a skeptical view of beating — heart coronary
artery by Pass grafting, let me begin by critiquing the title of the
present debate, which implies that beating- heart surgery is a
new concept.

However, beating — heart surgery is not a modern
innovation. In the 1950s, before cardio-pulmonary by Pass came
into widespread use, Murray and longmire performed a coronary
endearterectomy or segmental excision with saphenous vein or
internal mammary artery grafts. (Westabys, Benefit J W, 1996).

The concept of myocardial revascularization by
anastomosing the internal mammary artery to the coronary
artery was propounded by Demikhov, who undertook a canine
study of this technique in 1952, four of his dogs survived for
more than two years with patent grafts, about the same time
Murray reported the first arterial autograph interposition in a
human coronary artery after fesion excision (Muller RL, et al.,
1997).

In 1962, Sabistan used a saphenous vein graft to by pass

the right coronary artery and in 1964 Garrat by Passed the left
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anterior descending coronary artery. (Westaby S, 1994).

That same vyear, inspired by Demikhor’s experience,
Kolesov 1967, anastmosed the left IMA Lo a marginal branch ol
the circumflex artery. (Spencer F C, et al, 1995).

Years later, in 1975, Trabb and Bisarya in Canada, and in
the same year Ankeney in the USA, independently reported the
lirst series of patients who had myocardial rc—:vascularizatioﬁ
performed without CPB with good results.

Parallel to this development, Buffolo et al, 1985 and
almost simultaneously Benniti 1985 In Argentina published the
first results of off-pump coronary arlery by pass.

All of these procedures were done on beating heart, after
1968 CABG with CPB was widcely ;;ldnplcd by beating heart
coronary surgery continued to be performed by some surgeons,
therefore beating heart surgery was not a revolutionary new
approach, it was originally the only possible approach and after
the advent of modern CPB techniques was largely viewed as
outmoded, today it is being revived, accounting for about 20%
of the CABG operations in the united states.(Denton A C,
2000).
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Current indications for CABG

Harlam et al., 1995 pointed out that elective or urgent
CABG in patients with suitable distal coronary vessels (1.5 mm
or more in diameter and mild or no atherosclerotic involvement
distally), suitable left ventricular function (Ejection fraction >
25%) and no major associated disease should result in
periopetrative mortality below 2%, perioperative infarction
below 5% and late graft patency rate of 80% or better.

A) Generally accepted indications for CABC

[. Chronic stable angina: The primary indication of CABG
for patients suffering from stable angina is failure of medical
treatment with coronary artery stenosis not amenable to

angioplasty. (Gersh et al., 1989).

2. Unstable angina. Following medical stabilization of the
patients with unstable angina, coronary angiography should be
performed and a decision regarding surgery or PTCA can be
made based on the clinical picture and the anatomical findings.
Patients who have left main coronary artery (LMCA ) stenosis
and thosec who have been on maximal medical therapy prior Lo

hospitalization, should undergo myocardial revascularization




