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Commentary: Modified
branch-first technique in
thoracoabdominal aortic
aneurysm repair: Does simpler
mean safer?
Thierry Carrel, MD

CENTRAL MESSAGE

Branch-first technique in TAAA
repair may reduce duration of
perfusion and visceral ischemia,
but these advantages must be
weighed against perfect length
of the grafts and optimized
hemostasis.
Thierry Carrel, MD,a and Martin Czerny, MDb,c

The genuine intention of thoracoabdominal aortic aneurysm
(TAAA) repair is the restoration of a regular anatomy with a
special attention to limit a potential end-organ ischemia to a
minimum during repair.1 This journey began with a simple
clamp-and-sew technique and developed later into very so-
phisticated approaches that include repair under left heart
bypass or full cardiopulmonary bypass with mild, moderate,
or deep hypothermia; distal exsanguination; and additional
intermediate and combined strategies applying selective or-
gan perfusion not only to visceral, renal, and the lower ex-
tremities arteries but also to the spinal cord.2,3 Not to
mention that extracorporeal circulation represented the ba-
sis for the majority of these operative techniques.

On the other side, reducing perfusion time to a minimum
is a welcome aspect because adverse outcomes have quite
often been put in relationship to the duration of extracorpo-
real circulation. In the end, it remains clear that besides a
perfect technical result, collateral injury of the procedure
must be kept to a minimum and reducing the duration of
perfusion is among the essential objectives in TAAA
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repair.4 The concept of visceral and renal reimplantation
as the first step (rather than the last step, as the majority
of surgeons probably undertake), is appealing. Neverthe-
less, the intention is always to keep ischemic time to a min-
imum, which can also be obtained by selective organ
perfusion.

In their case report, the authors nicely demonstrate that
their approach shortened end-organ ischemia as much as
possible—which also contributed to achievement of among
the main objectives of TAAA repair, namely quick restora-
tion of regular anatomy. This approach should be kept in
mind as a useful adjunct in the surgical armamentarium of
organ protection in a highly complex field. However,
some points deserve a special comment:

� Performing the anastomosis of the side branches with the
visceral arteries outside of the aorta requires careful esti-
mation of the definitive length of these side branches to
avoid kinking.

� The visceral and/or renal branches may be more fragile
when anastomosed this way rather than from inside of
the aorta.

� The definitive length of the main aortic graft has to be
determined with particular attention to avoid a too long
or too short graft because all branches have been preanas-
tomosed.

� This technique precludes the possibility to perform a
tight inclusion of the prosthetic graft with a
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xeno-pericardial patch to optimize hemostasis at the end
of the operation.
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