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Sir,
I read with interest the article by Dranseika et al. on 
Melody valve for mitral valve replacement (MVR) in 
small children.[1] Although the numbers are small, their 
efforts are to be applauded for attempting to overcome 
the difficulties of MVR in small children. They conclude 
that it is FEASIBLE and reproducible. They also conclude 
that this offers a better solution to EXISTING alternatives 
for infants requiring prosthetic mitral valve.

Feasibility alone should not be a deciding factor as it 
is dependent on the surgeon’s skill and availability of 
alternatives. It is surprising that they have not considered 
all the existing alternatives available for such a situation. 
The pulmonary autograft is an excellent substitute and 
provides a far superior option.[2,3] It is a living valve, does 
not degenerate, and allows growth of the valve.[4] In the 
reconstruction of the right ventricular outflow tract, they 
could use a homograft, Contegra valve, or the Melody 
valve with the option of balloon dilatation if required. 
This is a superior option to using the Melody valve in the 
mitral position. Presumably, the European tissue banks 
would have adequate supply of homografts.

Another option is to use a pediatric heart-transplant 
recipient’s aortic or pulmonary valve (homovital valve) as 
a replacement for the mitral valve in infants in the Ross II 
technique.[5,6] This will be similar to the Ross II operation 
and technically simpler option to safeguard and retain 
the pulmonary autograft for any later requirement.
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Response from the authors to the letter to editor (MVR in infants)

Sir,
We read with interest, the letter to the editor discussing 
our recent article on Melody valve implantation in the 
mitral position. We thank the authors of “the letter 
to the editor” for bringing out very pertinent issues 
complementing and enriching our paper.[1]

We agree that pulmonary autograft or the Ross II 
procedure using pulmonary autograft in mitral position[2] 
is an important alternative which should have been 
included in the discussion. However, despite the seeming 
advantages, the experience with this procedure over the 
last two decades has been sporadic with reports limited 
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to small series, at the most. This procedure is certainly 
loaded with the same debate as the Ross Procedure itself, 
of converting a single valve disease into a potentially 
double valve disease. This has been brought to light by 
the report advising caution.[3]

T h e  o t h e r  o p t i o n  o f  u s i n g  a n  a o r t i c  o r 
pulmonary (homovital) homograft in a Ross II fashion, 
is certainly worth consideration. However, vagaries of 
availability of a small-sized semilunar valve, need to 
order a predetermined size from a distant homograft 
bank and the question marks about the longevity of 
these homografts, mean that this option is not always 
practicable. The concept of homovital tissue, to our 
knowledge, has not stood the scrutiny of time, since 
recent developments profess the use of decellularized 
homografts[4] to improve durability.

To summarize, while the Ross II concept using either an 
autograft, homograft or a decellularized homograft is 
certainly important, the use of a stented Melody valve 
adds to the armamentarium of available alternatives, 
till a unique alternative with overwhelming advantages 
emerges.
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Anatomical substrate for biventricular repair in patients with left 
isomerism

Sir,

We read the interesting paper by Bansal et al. on 
anatomical surgical repair in a patient with left isomerism 
of the atrial appendages, l-looped ventricles, concordant 
ventriculoatrial connection, and mirrored image 
tetralogy of Fallot.[1]

The authors must be congratulated both for the accurate 
diagnosis and for the proper surgical treatment.

As reported by the authors,[1] biventricular repair in 
patients with heterotaxy and left isomerism of the atrial 
appendages was previously described as more feasible 
compared to cases of right isomerism, due to a less 
complex cardiac anatomy.[2,3]

In fact, in the left isomerism, the pulmonary venous 
connections are intracardiac, the atrioventricular 
canal defect is usually partial and balanced, and 
the ventriculoarterial connections are frequently 
concordant both with d- and l-looped ventricles,[3,4] 
while in the right isomerism, the great arteries (GAs) are 
virtually always parallel to each other with the anterior 
aorta (transposition on double-outlet right ventricle).

Usually, in the left isomerism, the GAs are normally 
related in patients with d-looped ventricles or “inverted” 
normally related (mirror image) in patients with l-looped 
ventricles.[3,5]

Then, in a large proportion of children with left 
isomerism, the “ambiguity” is only at atrial level, while 
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