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Table 1 Patientsbaseline characteristics

Upper ministernotomyn(= 18} Median sternotomyn(= 18} Pvalue
Age 45.6£13.6 49.6+11.5 0.340
Male 12 (0.67) 14 (0.78) 0.457
BMI 26.39+4.84 25.44+2.43 0.465
Hypertension 13 (0.72) 13 (0.72) 1
Marfan's syndrome 1 (0.06) 1 (0.06) 1
Diabetes mellitus 0 0 1
COPD 0 0 1
PAD 3(0.17) 3(0.17) 1
renal insufficiency 1 (0.06) 2(0.11) 1
Dialysis 0 0 1
Stroke 1 (0.06) 1 (0.06) 1
CAD 2(0.11) 1 (0.06) 1
Al 0.340
None 10 (0.56) 8 (0.44)
Mild 2(0.11) 4(0.22)
Moderate to severe 6 (0.33) 6 (0.33)
LVEF (%) 66+9 65+7 0.623
EuroSCORE 533+x141 5.40+2.10 0.914

BMIbody mass indexCOPDCxhronic obstructive pulmonary diseasé?ADperipheral artery diseaseCADcoronary artery diseaseAl aortic insufficiency L VEHeft

ventricular ejection fraction

#Continuous data are presented as mean + standard deviation, categoric data as number (%)

circulation was arrested and upper body (including cere-before declamping the aorta. A ventricular pacing wire was

bral) was perfused via the prefentially reconstructed
supra-aortic branches, which we named it dsomplete
antegrade cerebral perfusibnWe then performed frozen
elephant trunk implantation in the descending aorta and
arch reconstruction if necessg In the rewarming period,
proximal surgery such as rdoor ascending aorta recon-

placed before declamping to allow for better exposure of
the right ventricular wall via the minimal surgical access.
Two straight 26-Fr thoracic catheters were inserted through
subcostal incisions and connected to a water seal multi-
chamber thoracic drainage device. The sternum was recon-
structed with three single steel wires and breadthwise

struction was performed. Deairing was routinely performed suture placement in a figure-eight pattern.

Fig. 1 (a) upper inverted-T mini-sternotomy)(CPB was established
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