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Objective Methods:

Redo coronary artery bypass grafting (CABG) remains one of the most The study involves a retrospective review of consecutive patients
challenging coronary operations, primarily due to the need for repeat undergoing redo MIDCAB procedures between January 2022 and
sternotomy, dense mediastinal adhesions, and the risk of injury to patent grafts. December 2025. All procedures were performed through a small
Advances in minimally invasive coronary surgery (MICS) may offer a thoracotomy approach without cardiopulmonary bypass. Primary
compelling alternative. We report our early experience with off-pump redo endpoints were in-hospital mortality and major adverse
minimally invasive direct coronary artery bypass graiting (MIDCAB), evaluating cardiac/cerebrovascular events. Secondary endpoints included
ts potential role as a modern paradigm within a dedicated coronary conversion to sternotomy, transfusion requirements, ventilation
revascularization program. time, and intensive care unit (ICU), and hospital stay.
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