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Simplification: (sim “ pli. fi. ca
tion). (n) To make simple or sim-
pler, (a) to reduce in complexity
or extent.

Redefining coronary surgery.
Off-pump coronary artery
bypass (OPCAB) and endoscopic
vein harvesting (EVH). These
procedures open up a new era
in cardiac surgical care. One that
applies new technologies to the
challenge of coronary revascu-
larization while acknowledging
a new understanding of both the
cause and effect of postsurgical
neurologic complications. One
that combines two clinically
established procedures into a
single, less invasive solution.
The result is a brighter future
for patients whose lives depend
on it.!

Off-pump coronary artery
bypass
For more than 30 years, coronary
artery bypass grafting (CABG
with cardiopulmonary bypass)
has been the gold standard in
coronary revascularization.
Although Kolessov performed
CABG without cardiopulmonary
bypass (CPB) in 1967, it was
only recently that this technique
was revived. The advent of mod-
ern CPB technology and cardio-
plegic arrest overshadowed the
important contribution of the
Russian surgeon. The availability
of CPB expanded the surgical
therapy of coronary artery dis-
ease. Results in a larger series
reported overall moralities
between 2% —4% in CABG.**
Morbidity has remained signif-
icant and probably increased as
older patients with multiorgan
disease have been accepted for
CABG. But in spite of the many
lives saved, CABG with CPB has
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risks that have been well docu-
mented. They include incidence
of stroke and postsurgical
neuorologic impairment.
Compared with conventional
CABG with CPB, off-pump CABG
has reduced postoperative cogni-
tive dysfunction by 36% at five
days and 90% at three months.
In addition, it has reduced trans-
fusion rates by 48 %, postopera-
tive hospital length of stay by
40% and hospital cost by 24%.

Hemodynamics, both the
patient’s and surgeon’s, is the
first priority of OPCAB. This
means minimizing the need for
pressors or “permissive hyperten-
sion” and elaborate monitoring.
It also requires exposure of all
targets with less severe patient
positioning. With the onset of
new technologies available, the
medical device companies have
addressed products to enhance
hemodynamic stability. As mini-
mally invasive coronary revascu-
larization adoption continues to
grow, many aspects of technique
and technology must advance in
parallel in order for the advance-
ment to continue. What was
once acceptable has changed
considerably with the experience
of the cardiothoracic surgeons, as
well as being driven by the com-
petitive environment.

Endoscopic vein harvesting

Despite the extensive use of arte-
rial conduits to improve long-
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term graft patency, most patients
will still receive several saphe-
nous vein bypass grafts. The .
saphenous vein grafts are used in
more than 95% of all coronary
artery bypass cases. Saphenous
vein harvesting traditionally was
preformed through a longitudinal
incision with the incision length
equal to the length of conduit
needed for bypass. This open
technique, regardless of meticu-
lous attention, can result in
wound complications and has
generally rerpained unchanged
despite the associated morbidity.
Depending upon the definition
and severity of these complica-
tions, reports indicate that
wound complications may occur
in 20% to 40% of patients.*®

A comparison was made of the
continuous and bridging tech-
niques (skip incisions with intact
skin bridges). The open tech-
nique was associated with more
severe infections that involved
larger areas of the wound in
comparison with the less-inva-
sive bridging technique.
Common leg-wound complica-
tions, which include cellulitis,
lymphangitis, purulent drainage,
wound breakdown with eschar
formation, and fat necrosis have
been reported and are commonly
treated on an outpatient basis
with oral antibiotics. However
severe leg-wound complications
may prolong a patient’s hospital
stay or require readmission for
debridement, intravenous antibi-
otics and, in some cases, lower
extremity revascularization for
nonhealing wounds in ischemic
limbs. Even when managed as
an outpatient, ongoing pain from
an open wound, the requirement
for dressing changes and difficul-
ty with ambulation can reduce
the patient’s quality of life.
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Newer techniques using mini-
mally invasive vein harvesting
have been reported.”** These
initial reports show reduction in
wound complications and excel-
lent healing. In order for endo-
scopic saphenous vein harvesting
to be generally accepted, it must
not significantly prolong or delay
the operation. Harvest times of at
least 1.0 cm/min or better can be
expected. This means the surgi-
cal team can expect to harvest
two to three segments of vein in
30 to 45 minutes. Comparing
total time for open harvesting
and closure for the long incision,
the time difference may be quite
similar.

Because of the cost associated
with the use of EVH, it may be
important to focus on those
patients who will benefit most
from this technology. Cable and
colleagues" reported no signifi-
cant endothelial disruption with
endoscopic harvesting.
Endoscopic vein harvesting may
minimize leg-wound complica-
tions, reduce pain, and improve
patient satisfaction. It can be
hypothesized that the use of an
endoscopic technique will
decrease the morbidity associated
with saphenous vein harvesting
in patients found to be at high
risk for leg-wound complications,
and there is evidence of fewer
readmissions, antibiotics, office
visits, wound care, and surgical
procedures.

In conclusion, OPCRES com-
bines the clinical benefits of both
off-pump CABG and EVH.
Together, they create a single
revascularization procedure with
far fewer occurrences of postsur-
gical scarring, wound healing
complications, and neurological
impairment. It is a new day for

cardiac surgery and a better day
for cardiac patients.
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Physicians Assisting Physicians in the OR

The American College of
Surgeons’ 1999 report titled
“Physicians as Assistants at
Surgery: 1999 Study” kicked of
an ongoing discussion by the
College defining the duties of
the first assistant. A review of
this study, produced in coopera-
tion with 15 surgical organiza-
tions, shows reasonable practi-
cality, leaving a majority of pro-
cedures open to various other
roles.

The following is a sampling of
the types of procedures for
which surgeons “almost always”
wanted other surgeons in the
first assistant role:

e Muscle, myocutaneous, fas-
ciocutaneous flaps, flaps or
transfers involving
microvascular anastomosis;
neurovascular flaps, bone
grafts and autografts

e Various types of mastec-
tomies and breast recon-
structions, as well as
Cesarean delivery, ectopic
pregnancy, vulvectomy, vagi-
nal hysterectomy

e Radical resection, retraction
or excision of most tumors,
cysts or infection

e Craniotomy, craniectomy

e Replantation surgeries

e Various genioplasties and
osteotomies, facial augmen-
tations, reconstruction or
reduction surgeries and
craniofacial separation,
sinusotomy, laryngectomy,
epiglottidectomy, ary-

tenoidectomy, and tracheo-
plasty

e bronchoplasty, thoracotomy,
pneumonostomy, decortica-
tion, removal/ resection or
transplant of lung, peri-
cardectomy, aortic/artery
repair, valvotomy, valve
replacement or repair, coro-
nary artery bypass, ventri-
cle/septum repair, aortic
grafts, shunts, heart trans-
plant, and aneurysm/fistula
repair

e Partial excision of vertebral
bodies, osteotomy of the
spine, open treatment/
reduction of vertebral frac-
tures/dislocations, arthrode-
sis, and kyphectomy, anteri-
or and posterior fixation/
instrumentation, spinal
fusion

e Capsulorrhaphy, flexorplas-
ty, arthrodesis, arthroplas-
ties, and tenoplasty

e Diaphragmatic hernia repair,
various lymphadenectomies,
gastrectomy, enterectomy,
enterorrhaphy, proctopexy,
hepatectomy, choledochoto-
my, liver allotransplantation
or hemorrhage, pancreatec-
tomy, nephrolithotomy,
ureterolithotomy, ureteropy-
elostomy, prostatotomy

The entire report by the ACS is
available online at www.facs.org.
Watch the Journal for articles
about the impact on surgical
technology and surgical first
assisting.
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Delta Coliege

"/ SURGICAL FIRST
SSISTANT PROGRAM

Advanced-Level Course of Study

WE KNOW THAT YOU are already an accomplished CST or
CST/CFA, but we believe that we can offer you an opportunity to
expand your knowledge base, enhance your clinical skills, and
provide an avenue for an advanced degree if you should so desire.

Our twelve-month, 30-semester-credit-hour advanced-level program MARGRETHE MAY. CST. MS
will be offered at specific locations around the country on a rotating ' :
basis. Class size will be limited, with twelve (12) new students Assistant Program

acting as a student cohort at each site. Our comprehensive curriculum Delta College

combines the best of on-line and face-to-face education: University Center, Ml 48710

(517) 686-9505
e-mail: mmay@alpha.delta.edu

Coordinator, Surgical First

® Most of the coursework can be done from the convenience of your
own home, using traditional textbooks, videotapes, e-mail, and

on-line discussion boards and assignments. . ,
Delta College is located in

® Every five weeks, meet with your classmate-colleagues and the the heart of the tri-cities of
faculty member from Delta College for a three-day weekend Bay City, Midland and
session, hosted by a hospital in your location, for laboratory Saginaw, Michigan

practice, demonstrations, guest lectures, and field trips to the O.R.

We can accommodate your individual learning goals:

® Eligibility for the CFA exam through an academic program that consists of formal coursework and over
300 hours of supervised clinical preceptorship

® Two Levels of Degree Opportunities:
® Associate of Applied Science degree in Surgical First Assisting either as
e an initial degree (by also completing Delta College’s general degree requirements) or as
e asecond associate’s degree

® Bachelor’s degree through the college’s articulation agreements with various universities for
“3 plus 1” programs

® [f you are already a certified First Assistant (CST/CFA or CRNFA), you may take selected individual
courses, on a “space-available” basis, to help you obtain the Continuing Education credits required for
the maintenance of your certification.

e Advanced Surgical Anatomy I and Il (Fall and Winter semesters)
e Anesthesia and Surgical Pharmacology (Fall semester)
e Applied Bioscience (Winter semester)

e Epidemiology and Research (Spring-Summer semester)

Visit our website at www.delta.edu/~health/sfa.html




