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Bullding a Robotic CAB




Robotic CABG center

® Review traditional approaches
e Types of minimally invasive
e Alignment of the hospi

| /N NS

® Surgeon/team profici




Robotic CABG center

® Resurgence in the interest in minimal -
® Long term benefit of LITA-LAD anc it

e Hybrid approaches to coronar
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Growth of minimally invasive centers
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Torregrossa G, Dokollari A, Sa MP, Sicouri S, Ramlawi B, Sutter F. Establishing a robotic coronary artery bypass surgery program: a narrative review. J Vis Surg 2023;9:3.
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Robotic CABG center

e Types of minimally invasive CABG :
® LAST (Left anterior small thoracotomy

e Video Assisted MIDCAB (endoACAE
e TCRAT (Dresden technique)

e RADCAB (Robotically assiste
e nrTECAB

e TECAB
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MICS (Minimally Invasive Cardiac Surge

Randomized controlled trial comparing outcomes of minimally invasive
sternotomy.

Significantly lower in the

Surgical bleeding
Post-op observation days (\\e
Surgery time P

Cardiac shock T |
Sy v
Death \}

and Prognosis of Off-Pump Minimally Invasive Direct Coronary Artery Bypass. Med Sci Monit 2017;23:1123-28
doi:10.12659/msm.902940




Robotic CABG center

e Mortality
® 1.5% off pump

e 1.7-2.6 (number of vessels/graft
e CVA 1.4-2.1%
e Length of stay (0.6 days shorter)

e Return to activity 2-3 ,




Robotic CABG center

e Parallel growth

e Surgeon/Team competen

e Hospital acceptance-c




Robotic CABG center

® Surgeon

e Hospital admin

® Chief of Department




Robotic CABG center

e Collaboration
e Surgeon

e Anesthesiologists

® |CU/Critical care i
® N UII'SES w ﬁ“"?’ v




Surgeon steps for robotic proficiency

Have a good proficiency in off-pump CABG, multi-arterial CABG and skeletonized internal
thoracic arteries harvest;

Robotic training. Skeletonized LITA harvesting during sternotomy cases;

Single-vessel robotic MIDCAB;

Cadaver training in robotic TECAB;

Team simulation in TECAB;

Proficiency in peripheral cardiopulmonary bypass (CPB) and myocardial protection;
Single vessel robotic TECAB;

Multi-vessel robotic TECAB.


http://dx.doi.org/10.1016/j.athoracsur.2018.12.044
http://www.ncbi.nlm.nih.gov/pubmed/30690021

{H'%T NES

p e
ATCSA202

Ho Chi Hinh city, Vietnam

por 4
B




-

P

WACH_ &

o S
S/

Lop

¢

N
N

),
5 )
[z , s &\
| \ ‘ ﬁ \
£ L 3
X ) ‘
> y z|
- H
\o N 2
T 63001 0F CAPEAMSEANE AN TR S /,,

ACTSVN 7

<

A 4




E
g
8
=
£
o
=
=
.m
2




S W& (G
7 e\

A
Q)

|
\

;
F
/2
=]
3
=
z
6.

I -

ACTSVN

_ MOTPARED WITHTABLE

= g ." | & |

4

* PERMANENT cauTERY LEICUT
| SPATULA

RCOAG



A
Ho Chi Hinh city, Vietnam

Robotic CABG center

e Future considerations
e Expand hybrid cases
e Total arterial revascularization
e Mentoring of young surgeons

® Improvement in technology
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