
Commentary Murana, Leone, Pacini
See Article page 10.
Commentary: Antegrade cerebral
perfusion using a “new” cannula:
Keep it simple!
Introduction of a cannula in the left common
carotid artery for cerebral perfusion.

CENTRAL MESSAGE

Standard cannulation of the
supra-aortic vessels remains the
easiest way to perform selective
cerebral perfusion.
Giacomo Murana, MD, PhD, Alessandro Leone, MD,
and Davide Pacini, MD, PhD

The concept of using a cannula to perform a selective cere-
bral perfusion started together with the Kazui procedure it-
self. In 1986, he described the well-known technique
reporting a direct, bilateral oxygenated blood delivery just
inserting a small balloon cannula inside the left common ca-
rotid artery after opening of the transverse arch.1,2 With the
classical technique of cannulating the innominate artery,
full flow is maintained until the core temperature is reached.
Then, the origin of the innominate artery is crossclamped
and only the flow to the cerebrum is maintained at 10 to
15 mL/min and the arch opened.2,3 There is therefore abso-
lutely no interruption in the cerebral perfusion.

In the following 3 decades, no other substantial modifica-
tions to the techniques have been adopted and the most
preferred cannula used to protect the brain is now a
specially designed soft silicon catheter with an inflatable
balloon on the tip to close the vessel. It has the unique fea-
tures to be pliable, occlusive, and fast to insert.

In this issue of the JTCVS Techniques,4 in the article “A
New Cannula for Antegrade Selective Cerebral Perfusion,”
the authors introduce a new technique of cannulation of the
supra-aortic arteries using a standard guidewire technique.
They modified a well-known cannula (True Flow RDB; Eu-
ropeanMedical Supplies, S.r.l, Bologna, Italy) with the pos-
sibility of a guidewire introduction using the Seldinger
technique.

The major advantages of the AV Flow cannula are com-
plete cerebral protection throughout the hypothermic
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circulatory arrest time (can be inserted any time before
the hypothermic circulatory arrest) and easier arch vessel
reimplantation or hemiarch operations, as the cannula is
out of the anastomotic site.

On the contrary, the proposed technique is open to many
criticisms. Direct cannulation of the carotid artery was
already described by Bachet and colleagues in 1991,5 in
their “cold cerebroplegia,” using a purse string and tourni-
quet on the carotid arteries; however, they abandoned this
approach for being cumbersome. Most of the time epiaortic
vessels are very fragile, and a direct wall lesion could be
very dangerous for soft plaque mobilization and increased
risk of cerebral embolism. Therefore, this can be considered
a limitation of the technique for different pathologies such
as acute dissection, chronic dissection with involvement
of the supra-aortic vessels, and shaggy aorta, reducing
significantly the number of the ideal candidates. Moreover,
the risk of arterial wall damage (or shrinkage of the lumen)
after removing the cannula and direct purse string closure is
another drawback of the new device. The adoption of a
guidewire technique could not be very easy, especially in
case of small epiaortic vessels and in aortic dissections
for the presence of a false lumen or the risk of progression
downstream.

In conclusion, the described technique seems more
complicated, time-consuming, and somewhat uncertain
than the direct cannulation of the innominate artery with a
large arterial cannula used for and during the whole surgical
procedure (total cardiopulmonary bypass and selective an-
tegrade perfusion during distal hypothermic circulatory
arrest).
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Of course, this technique doesn’t have the ambition to
substitute the currently established techniques, and very
strict patient selection is mandatory using such a percuta-
neous approach. The authors reported many of these limita-
tions and should be encouraged in the way they just wanted
to bring attention to a new device that may represent an
additional tool in aortic arch surgery. Indeed, it is somewhat
difficult to understand why a rather complex system of can-
nulation and cerebral perfusion is necessary. Never forget
the basic concept to “keep things simple,” especially in
tough situations like in open arch procedures.
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