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aneurysms of the ascending aorta (with and without 
involvement of the aortic valve or coronary ostia), the 
transverse aortic arch and brachiocephalic vessels, the 
descending thoracic and thoracoabdominal segments, 
and the infrarenal aorta and common iliac arteries. 
Because each of the superb 156 illustrations is worth 
at least a thousand words, the descriptive text is brief 
and emphasizes, above all else, that unnecessary dis-
section should be avoided before controlling the aneu-
rysm and restoring arterial continuity with a Dacron 
graft constructed within the sac itself. In this respect, 
the author has convinced the rest of his field that 
hypothermic circulatory arrest (20-24° C) is indispen-
sable for the treatment of transverse arch lesions and 
complex reoperations. 

The virtue of minimum dissection is applied to 
suprarenal and conventional distal aortic aneurysms 
as well. For example, Cooley suggests that the phrenic 
nerve may be preserved by incomplete division of the 
left hemidiaphragm and the underlying aorta during 
thoracoabdominal replacement, and he attempts to 
preserve parasympathetic function by end-to-side iliac 
reconstruction in the pelvis. Several of the techniques 
used for revascularization of the renal and mesenteric 
arteries are innovative, but if they appear deceptively 
easy in the atlas, it probably is because the author 
made them seem that way in the operating room. It 
is safe to assume that patients will not be quite so 
schematic in Sheboygan (or in Cleveland, for that 
matter) as they are in Houston . . . and they will bleed 
more, especially if one does not recognize the persis-
tent conversion error indicating that 1 mg of heparin 
is equivalent to 1,000 rather than 100 IU. 

Surgical Treatment of Aortic Aneurysms has some-
thing to offer to cardiac and peripheral vascular sur-
geons, and since it presents conceptually complicated 
anatomy in such a straightforward fashion, it should 
be particularly attractive to those who are training in 
either of these specialties. For the resident who wants 
everything, it may also be read and understood in an 
evening or two. 
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Return to Work after Coronary Artery Bypass Sur-
gery, ed by P. J. Walter, New York, Springer-Verlag, 
1985, 480 pp, $35.00. 

This interesting volume presents papers from an 
international meeting held in Germany in May 1984. 
Areas reviewed include the clinical and social factors 
separating individuals who continue to work from 
those who fail to return to employment, comparison 
of patients who have primary coronary versus primary 
valvular procedures, comparison of medical and sur-
gical results relative to continued work, and work 

status after coronary angioplasty. Success in returning 
patients with coronary and other types of cardiac 
difficulties to employment is shown to be a complex 
multifactorial problem. Pure medical factors such as 
the completeness of surgery, relief of pain, and the 
presence or absence of prior infarction and heart 
failure are shown to be subordinate to social factors 
such as the length of time away from work before 
surgery can be completed, general strength of the 
local economy (which permits or inhibits work by the 
spouse), and the economic input of work-related and/ 
or societal disability compensation. Two interesting 
items are mentioned: (1) Patients frequently receive 
either direct or indirect signals from their primary 
physicians suggesting that return to work should not 
be attempted despite a perfectly successful operation, 
and (2) formal rehabilitation programs have a positive 
impact on the return to work. Both facts suggest that 
reassurance and a sense of safety is needed before a 
patient with borderline social and economic incentives 
will attempt to return to the workplace. 

The information in Return to Work after Coronary 
Artery Bypass Surgery is not new or surprising, but its 
concentration in one easily reviewed volume makes 
the basic concepts and conclusions easily accessible 
and increases their impact. The data are important to 
round out understanding by internists, cardiologists, 
and cardiac surgeons. The information is extremely 
important for those in charge of planning social pro-
grams which involve disability income, timely cardiac 
surgical intervention, and support of postsurgical re-
habilitation programs. 
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New Developments in Cardiac Assist Devices, vol 6 
of the Surgical Science series, ed by Safuh Attar, New 
York, Praeger, 1985, 208 pp, $30.00. 

This 13-chapter book has only two sections with 
references to material as recent as 1984. Therefore, 
the explosion of information that has occurred since 
1983 is not represented. All of the chapters dealing 
with mechanical support of the failing circulation are 
outdated. The centrifugal pump that is described is 
no longer commercially available. Also, the chapter 
about the Biomedicus pump presents concepts which 
are unsophisticated by 1987 standards. 

Although chapters are written by many recognized 
experts, the quality of the text is inconsistent. 

In addition, several sections are repetitious, and 
two of the chapters appeared previously in the World 
fournal of Surgery. Other extraneous information 
could have been deleted. 

New Developments in Cardiac Assist Devices is an 
attempt to consolidate experts' views in 1984; yet the 


