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Commentary: Keeping it simple to
avoid going commando
Reconstructed aortomitral continuity.

CENTRAL MESSAGE

Simplifying the approach to a
complex problem.
Nels D. Carroll, MD, and Edward Y. Sako, MD, PhD

Burton and colleagues1 present an interesting solution to a
challenging problem. At the onset, facing a patient whose
prior aortic valve prosthesis and ascending graft have
become grossly infected represents tremendous risk.
Although encountered infrequently, the complexity of this
problem warrants thoughtful reflection. The authors
describe a patient whose infection has compromised both
the aortic root and the mitral valve just 4 months after his
index operation. Fortunately, the patient was hemodynami-
cally stable and without overt signs of infection allowing for
several days of optimization and planning before urgent
intervention.

The strategy described is unique in that both valves are
approached through an aortotomy. The potential benefits
of this streamlined approach are intuitive, allowing for
fewer suture lines and a potentially less complex, expedited
procedure. What is less instinctive, but which the authors
have previously demonstrated quite clearly, is their ability
to produce adequate exposure and durable therapy.2

The native anatomy of the heart includes an intimate as-
sociation of the fibrous aortic and mitral valve annuli book-
ended by the fibrous trigones.3 This component of the
fibrous skeleton provides much of the structural integrity
upon which the heart relies. When compromised by infec-
tion into these tissues, adequate repair depends on the dura-
bility of reconstruction. The authors have very cleverly
utilized the rigidity provided by a stented bioprosthesis as
an extension of the fibrous skeleton.
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Byplacing a stented valve in themitral position and utilizing
its annularmargin as a fixture point for the aortic bioprosthesis,
they have restoredmuch of the integrity of the fibrous skeleton.
At the same time, partial fixation of these 2 rigid structures fa-
cilitates the dynamic hinge required by the cardiac cycle. They
have accomplished this with a technique obviating an inter-
posing reconstruction, as has been previously described.4

Surgical treatment of endocarditis is predicated on thor-
ough debridement of infected tissue; therefore, reconstruction
is dependent on the remaining viable tissue. It is important to
note that in this case, “the tissue of the dome of the left atrium
was intact”1 and the fibrous trigones were uninvolved.1

Because the degree of mitral valve destruction precluded
repair, replacement with a bioprosthesis was necessary. It
seemed reasonable to also replace the aortic valve with a
bioprosthesis as opposed to a homograft in the interest of
simplifying and expediting the operation.
The authors are to be commended for their successful

repair of very complex anatomy. This represents an interesting
solution to a problem that we all occasionally face, perhaps
against our will. Having techniques such as this in our arma-
mentarium might help to avoid going commando.
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