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Evolution of
Aortic Arch Repair

B y the mid-1950s, a period of tremendous innovation in aortic surgery, all sec-
tions of the aorta had been successfully replaced except for the aortic arch. 
The aortic arch had been particularly challenging to repair, largely because 

one had to somehow interrupt the natural flow of blood both to the brain and to the 
downstream organs. At that time, the surgical adjuncts for aortic surgery were in their 
infancy, and techniques commonly used in modern practice—namely, hypothermia 
and cardiopulmonary bypass—were so primitive as to be barely recognizable today.
 Arch repair with aortic replacement was first attempted by Schafer and Hardin in 
1951,1 but uncontrolled ventricular f ibrillation (immediately after the f inal bypass 
shunt was placed) led to the patient’s death 1 hour postoperatively. In 1955, Cooley, 
Mahaffey, and DeBakey2 used moderate hypothermia and bypass shunts together 
in an ultimately unsuccessful attempt at arch repair. What was notable about this 
case is that, although ventricular f ibrillation occurred early in the repair (after aor-
tic clamping), it spontaneously corrected itself. Regrettably, the patient did not regain 
consciousness and died on postoperative day 6. It was not until another emerging 
technique, cardiopulmonary bypass (which included an early form of antegrade cere-
bral perfusion), was added that DeBakey and colleagues3 were able to replace the aor-
tic arch successfully. In the late 1960s, the island technique of brachiocephalic vessel 
reattachment was introduced, which simplified the procedure and reduced the num-
ber of anastomoses required.4

 Despite these advances, arch-replacement operations were relatively infrequent and 
continued to have high rates of mortality and neurologic complications. In the mid-
1970s, Griepp and colleagues’ introduction of hypothermic circulatory arrest (HCA)5 
was a major advance that greatly enhanced the safety of arch-replacement procedures, 
although visualization of the distal anastomosis, hemorrhage, embolization, and the 
threshold for acceptable durations of cerebral ischemia remained concerns.

Evolution of Open Aortic Arch Repair
Although Griepp’s original arch strategy eliminated cannulation of the brachioce-
phalic vessels, the use of cerebral perfusion was reconsidered by Frist and colleagues.6 
Subsequent advances focused on improving brain protection by defining an approx-
imately 30-minute time limit for circulatory arrest,7 which could be extended with 
cerebral perfusion techniques such as retrograde (RCP) or antegrade cerebral perfu-
sion (ACP).
 Although cerebral perfusion has been investigated since the mid-1950s, def ini-
tive evidence of the superiority of either retrograde or antegrade perfusion is lack-
ing both because of the prohibitive complexity of performing an adequately powered 
randomized trial and because of the absence of a universally agreed-upon outcome 
measure (oxygen saturation, postoperative cognitive performance, death, stroke, etc.). 
Regardless, selective antegrade cerebral perfusion via axillary artery cannulation ap-
pears to be the superior approach, on the basis of decreased oxygen saturation during 
RCP,8 decreased neurocognitive function after RCP (when compared with circulato-
ry arrest alone9), and recent outcome data on aortic arch repair in which ACP (unlike 
RCP) appears to neutralize the impact of extended circulatory arrest time on rates of 
death and stroke.10 The development of softer and more flexible perfusion catheters 
(to clear the operative field and to minimize cannulation injury)—in addition to the 
improvement of cerebral monitoring—has greatly improved contemporary survival 
rates and outcomes after open aortic arch repair.11
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 One of the most promising recent innovations in aor-
tic arch repair is the trifurcated graft technique.12,13 In 
this approach, a trifurcated graft is anastomosed to the 
branch vessels and ultimately is anastomosed antero-
laterally to the newly replaced ascending aorta, which 
avoids overmanipulation of diseased or atherosclerot-
ic arch vessels and minimizes cerebral ischemia by en-
abling straightforward antegrade cerebral perfusion. 
This can be modified as an elephant trunk technique, 
either for traditional open completion or for “hybrid” 
endovascular completion. A benefit of this approach to 
elephant trunk repair is that the distal anastomosis can 
be brought forward (because it is no longer anatomical-
ly limited by the left subclavian artery); this enables bet-
ter visualization and enhances hemostasis of the distal 
anastomosis while simultaneously expediting repair and 
reducing the period of circulatory arrest (Fig. 1).

Evolution of Endovascular Aortic Arch Repair
Current options for aortic arch repair have grown to 
encompass several distinct endovascular strategies, in-

cluding both purely endovascular and “hybrid” endo-
vascular and surgical approaches. Purely endovascular 
approaches are largely experimental and range from 
using single-branched endovascular devices (designed 
to incorporate the left subclavian artery) to using triple-
branched or triple-fenestrated stent-grafts to repair the 
aortic arch.14-17 These techniques are performed only in 
highly specialized centers. Hybrid repairs, which are in 
wider use at more centers, involve “debranching” some 
or all of the brachiocephalic arteries—thereby essentially  
lengthening the branchless aorta—and then using stan-
dard “tube” stent-grafts to exclude the diseased portion 
of the aortic arch.
 Theoretically, hybrid and purely endovascular aortic 
arch repairs should have lower short-term mortality and 
morbidity rates than does open surgery. However, these 
repairs are reserved for high-risk patients, so it is diffi-
cult to compare the results of these procedures with the 
results of traditional open operations. Although short-
term morbidity appears to be reduced in hybrid repairs, 
it is not clear that early death is reduced. In addition 
to the uncertain long-term functionality and durability 
of endovascular devices,18-22 the substantial risk of stroke 
due to wire and device manipulation within the aortic 
arch is a drawback of hybrid approaches.
 The process of debranching the aortic arch and re-
routing the brachiocephalic circulation enables great 
f lexibility. In general, however, the complexity of re-
pair increases as more vessels are incorporated into the 
repair and as the repair moves proximally to incorpo-
rate the brachiocephalic trunk. To limit the number of 
rerouted vessels, many centers selectively occlude the 
left subclavian artery, but this carries some risk of isch-
emic complications.23 Recently, highly specialized arch- 
debranching grafts have been developed specifically for 
use in hybrid repairs. These grafts have an extra branch 
that serves as a conduit for antegrade stent-graft deploy-
ment in single-stage hybrid repair.19 In theory, using an-
tegrade deployment reduces the risk of embolization 
and stroke. As an additional option, the surgeon may 
transpose the native left subclavian and left common ca-
rotid arteries onto the brachiocephalic trunk to lengthen 
the proximal landing zone for subsequent endovascular 
repair.24 The endovascular stage of repair can be per-
formed either simultaneously or later, and either ante-
grade or retrograde. Among the newly evolving hybrid 
approaches is the “frozen elephant trunk” procedure, 
in which a hybrid device containing a Dacron graft at-
tached to a stent-graft is deployed in an antegrade fash-
ion under direct vision: the stent-graft covers the distal 
portion of the repair, and the proximal graft portion re-
places the arch.25,26

Predictions for Future Aortic Arch Repair
The future of aortic arch repair will no doubt encom-
pass the latest developments in both open and endo-

Fig. 1  A completed aortic arch replacement using a trifurcated 
graft technique modified as an elephant trunk repair. With this 
technique, the brachiocephalic vessels are rerouted, and the distal 
anastomosis is created proximal to the origin of the left common 
carotid artery. The distal edge of the elephant trunk is marked 
with surgical clips to facilitate the second stage of the repair. 
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vascular repair. In most centers, purely endovascular 
repair will remain a highly selective, infrequently used 
approach. However, hybrid repairs will continue to com-
bine the most innovative aspects of open and endovas-
cular repair. We foresee the trifurcated graft approach 
as the dominant mode of open arch repair, yet there will 
remain a need for continuing innovation in cerebral- 
protection techniques. The development of new custom 
and commercial debranching grafts, with and with-
out conduit channels, will be a valuable advance. Cur-
rent guidelines reserve hybrid repair for patients who 
are unable to withstand open repair, but if hybrid re-
sults improve, one would expect these procedures to be 
extended to low-risk patients as a direct alternative to 
open arch repair. Moreover, in part because our aging 
population is prone to atherosclerosis, we envision that 
greater numbers of arch repairs will be performed on 
high-risk elderly patients, with better results than pre-
viously could have been imagined.
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