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All procedures were carried out by a median sternotomy and total cardiopulmonary bypass (CPB) with selective cerebral perfusion (SCP). Cannulation of the right axillary artery was used for CPB and SCP. The arterial line was bifurcated for the right axillary artery and for antegrade perfusion through 1 limb of a 4-branch prosthetic graft. Aortic root procedures were done (if indicated) during cooling. Circulatory arrest was instituted if the nasopharyngeal temperature reached 18°C to 22°C. Unilateral SCP was started through the right axillary artery after the brachiocephalic arteries were cross-clamped and the brain was perfused.

In patients requiring hemiarch replacement, the lesser curvature of the aortic arch was resected. A beveled incision was made for the distal end of a vascular graft to replace the arch. After completion of the open distal anastomosis, the graft was cross-clamped, and antegrade systemic perfusion was resumed through a side branch. The SET technique has been described in detail by our research team.4,9–11 Briefly, a stent graft (MicroPort Medical Co Ltd, Shanghai, China) and a 4-branch prosthetic graft (Boston Scientific Inc, Boston, MA) were used in total arch replacement combined with SET implantation. After the left subclavian artery was transected circumferentially 0.5 to 1.0 cm distal to its origin, the proximal segment was sutured. The SET was inserted into the true lumen of the distal aorta in a bound, compressed state after the distal aorta was transected between the origin of the left subclavian artery and the left carotid artery. The distal aorta incorporating the stent graft was firmly attached to the distal end of the 4-branch prosthetic graft using the “open” aortic procedure. After the anastomosis was completed, blood perfusion of the lower body was started via the perfusion limb of the 4-branch prosthetic graft. The strategy used for total arch replacement by our surgical team varied over time. In the early days, the sequence of anastomosis to the prosthetic graft was carried out from the left subclavian artery, left common carotid artery, innominate artery, and proximal aortic stump in succession. Soon after, the sequence of anastomosis to the prosthetic graft was changed to the left common carotid artery, innominate artery, left subclavian artery, and proximal aortic stump (which decreased the SCP time). Finally, the sequence of anastomosis to the prosthetic graft was chosen to be the left common carotid artery, proximal aortic stump, innominate artery, and left subclavian artery (which decreased the hypothermia time and CPB time). After the anastomosis to the left common carotid artery was accomplished, SCP was discontinued, CPB gradually resumed to normal flow, and rewarming started.



