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Commentary: The pericardial
autologous solution
Antonio Miceli, MD, PhD

CENTRAL MESSAGE

Aortic valve neocuspidalization
and transaortic mitral valve repair
with autologous pericardium is a
new technique for treating aor-
tomitral endocarditis.
Antonio Miceli, MD, PhD

Infective aortic valve endocarditis with the involvement of
mitro-aortic continuity and the anterior mitral valve leaflet
is a severe and devastating disease associated with high
mortality and morbidity. It occurs in 10.6% of cases of
left-sided infective endocarditis, and early mortality ranges
from 10% to 32%.1-3 Surgical operation is complex and
requires radical debridement and reconstruction. Several
surgical techniques have been proposed.4 Replacement of
aortic and mitral valve with reconstruction of the mitro-
aortic continuity is the most common technique of choice,
but the presence of 2 prosthetic valves may increase the
risk of recurrent infection. Homografts and stentless xeno-
grafts represent excellent solutions, offering a low rate of
recurrent infection and a low transvalvular gradient.5,6

However, they are technically more demanding, and future
reoperation is a great challenge due to calcified structural
degeneration. A monoblock aorto-mitral homograft has
been also suggested as a surgical option for extensive bi-
valvular infective endocarditis.7

In this issue of JTCVS Technique, Benedetto and col-
leagues8 propose a “biological” solution for the treatment
of aortic and mitral endocarditis. Using autologous pericar-
dium, the aortic valve is replaced according to the Ozaki
procedure, and the mitral valve is repaired with a patch
via a transaortic approach. This strategy is interesting and
combines the benefits of a stentless valve without the use
of prosthetic material. In addition, the transaortic approach
avoids left atrial opening with consequently less surgical
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trauma and bleeding. The Ozaki procedure was developed
mainly to treat degenerative aortic valve disease in patients
with a small aortic annulus and patients who had rejected a
mechanical valve.9 The indications were then expanded for
aortic regurgitation and infective endocarditis. Midterm re-
sults have been excellent, with a 4.2% cumulative inci-
dence of reoperation at 8 years reported. Nevertheless, 13
of 15 patients requiring reoperation (87%) had infective en-
docarditis, with a rate of 0.3% per patient-year. The annual
incidence rate for prosthetic valve endocarditis ranges be-
tween 0.12% and 0.35% per patient-year, raising some
concerns regarding the benefit of aortic valve neocuspidal-
ization in infective endocarditis.10,11 In addition, at 8-year
follow-up, patients at risk for cumulative incidence of reop-
eration were only 54 out 850, so a higher incidence of endo-
carditis might be expected.9

Finally, although autologous pericardium has good long-
term durability in term of calcification, stiffness, and tears,
most patients undergoing the Ozaki procedure will require a
new operation at some point in their life. Reoperation is tech-
nically more demanding than primary operation, because of
adhesions and the risk of iatrogenic injury to cardiac struc-
tures, especially in patients with less pericardium. Further-
more, the lack of prosthetic support might preclude the
transcatheter aortic valve replacement (TAVR) approach.
Several studies have shown that valve-in-valve TAVR is a
safe and effective procedurewith similarmortality as surgical
AVR, at least in the short term.12 To date, no data have been
reported on TAVR in a AVNeo (Ozaki) procedure. Regard-
less, my congratulations to Benedetto and colleagues for
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adding a new technique to the list of surgical treatments for
aortomitral valve endocarditis: the pericardial autologous
solution.
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