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Commentary: The
mini-thoracotomy approach for
descending aorta: Small, simple
and safe!
Ahmed Alnajar, MD, and Joseph Lamelas, MD

CENTRAL MESSAGE

The mini-descending aorta
technique is presented as a safe
minimally invasive approach for
simple descending aorta repair,
but stronger evidence is required
before it can replace endovas-
cular procedures.
Ahmed Alnajar, MD, and Joseph Lamelas, MD

Since it was first performed by Dake and colleagues in a de-
scending thoracic aortic aneurysm (DTA) repair,1 thoracic
endovascular aortic repair (TEVAR) has transformed aortic
surgery and interventions. For almost 3 decades now, TE-
VAR has been increasingly used for traumatic aortic and
aneurysmal lesions of the aortic arch and the descending
aorta owing to trends toward lower mortality and/or
morbidity.2-4 Despite a lack of relevant randomized
clinical trials that provide high-quality evidence of the su-
periority of this approach to open repairs, the increased uti-
lization of TEVAR has offered new hope for patients at high
risk for traditional open aortic surgery. Still, to provide
optimal results, alternative techniques should be explored.
In this issue of JTCVS Techniques, Rhee and Kim5 report
an impressive series of minimally invasive DTA repair via
a lateral thoracotomy incision through the fifth intercostal
space. Their outstanding results are thought-provoking
in the current era of large-scale use of endovascular
procedures.

In their case series of 9 patients, the authors aimed to
perform a durable repair with only minimal surgical trauma.
They performed 8- to 10-cm incision, sparing the latissimus
dorsi and serratus anterior muscles, which allowed direct
mid-DTA access for synthetic graft replacement.
From the Division of Cardiothoracic Surgery, The DeWitt Daughtry Department of

Surgery, University of Miami Miller School of Medicine, Miami, Fla.

Disclosures: The authors reported no conflicts of interest.

The Journal policy requires editors and reviewers to disclose conflicts of interest and

to decline handling or reviewing manuscripts for which they may have a conflict of

interest. The editors and reviewers of this article have no conflicts of interest.

Received for publication April 18, 2021; revisions received April 18, 2021; accepted

for publication April 22, 2021; available ahead of print April 27, 2021.

Address for reprints: Ahmed Alnajar, MD, Division of Cardiothoracic Surgery,

University of Miami, 1295 NW 14th St, South Building, Suite J, Miami, FL

33125 (E-mail: alnajarmd@gmail.com).

JTCVS Techniques 2021;8:31-2

2666-2507

Copyright� 2021 Published by Elsevier Inc. on behalf of The American Association

for Thoracic Surgery. This is an open access article under the CC BY-NC-ND license

(http://creativecommons.org/licenses/by-nc-nd/4.0/).

https://doi.org/10.1016/j.xjtc.2021.04.025
Because the intercostal arteries are derived from the de-
scending aorta, spinal cord perfusion can be compromised
during endovascular DTA repair if the graft covers these
arterial branches. Segmental artery reimplantation in thora-
coabdominal aortic aneurysmsmay reduce the risk of spinal
cord ischemia injury,6 but it is unclear whether this can be of
benefit during simple DTA repair. Although neither inter-
costal reimplantation nor cerebrospinal fluid drainage was
performed in this cohort of low-risk patients, it may be
beneficial to explore the long-term results of this mini-
descending approach compared with TEVAR.
Notably, patient selection was highly dependent on the

length of the aneurysm.When implementing this technique,
lesions extending>15 cm, and thus patients with connec-
tive tissue disease, were not considered to be candidates.
A modification of this approach with transection of a rib
may improve proximal exposure for extensive aneurysms7

or in conjunction with TEVAR in a single-stage procedure.4

These approaches may potentially have better outcomes
than traditional open or two-stage TEVAR procedures,
paving the way for ideal DTA management.
Of note, the authors used this approach with thorascopic

assistance. Although this produced outstanding outcomes,
the scope might not be necessary to achieve these results.
Lamelas and colleagues’ experience with a minimally inva-
sive approach in aortic valve replacement, double- or triple-
valve procedures, and ascending aortic surgery have pro-
duced excellent outcomes in similar circumstances and
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without a scope.8-10 Thus, further implementation of this
approach without thoracoscopic assistance could decrease
the learning curve challenge for adopting surgeons.

Finally, although this approach demonstrated promising
results in highly selected patients, it will require careful
long-term evaluation. Future studies demonstrating cost-
effectiveness and long-term outcomes in representative
patient populations will ultimately prove this new
technique’s advantages over traditional open and endovas-
cular repair.

We thank Ourania Preventza, MD, MBA, FACS, Division of
Cardiothoracic Surgery, Baylor College of Medicine, for sharing
her thoughts on this commentary.
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