LETTER TO THE EDITOR

Aortic Root and Ascending
Aorta Replacement with
Tricuspid Repair

Sir,

Connective tissue disorders present with a constellation of
clinicopathological features. It is common to find aortic and
multiple valve abnormalities in these disorders. Herein, a rare
case is presented of a patient without any morphological
features of connective tissue disorder and echocardiographic
features of the aortic root and ascending aorta aneurysms and
severetricuspid regurgitation.

A 53-year male was referred from another city where he
presented with complaints of shortness of breath (NYHA-3) and
pedal oedema for 4 months. On examination of the patient,
there were bilateral crepitation in both lungs, displaced apex
beat in the 7" intercostal space, a diastolic murmur in the 2™
intercostal space, visible pulsations in carotids, and bilateral
pedal oedema. Echocardiogram was done which showed
dilated left atrium (LA) [Left atrial volume index (LAVI): 42
ml/m?], dilated rightatrium (RA) (63 mm), dilated left ventricle
[Left ventricle end-diastolic dimension (LVEDD): 70 mm, left
ventricle end-systolic dimension (LVESD: 62 MM)], pulmonary
artery systolic pressure (PASP): 50, dilated aorta with annulus:
30 mm, sinuses: 54 mm, ascending aorta, 80 mm, aortic arch,
30 mm, severe aortic regurgitation, severe tricuspid regurgita-
tion (TR) with tricuspid annulus of 50 mm, ejection fraction(EF):
45%, tricuspid annular pulmonary systolic excursion (TAPSE):
15mm.

CT aortogram of the patient showed the same findings of
dilated aorticrootandascendingaorta (Figure1).

Figurel: Aneurysmofascendingaorta.

Leftheart catheterisation wasdonetorule outobstructive coro-
naries. The case was discussed with the heart-valve team and
the patient was planned for aortic root and ascending aorta
replacement with a modified Bentall procedure and tricuspid
repair. Sternotomy and pericardiectomy were doneinthe usual
manner. Thetape waspassedaroundtheaorta (Figure 2 A).
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Figure2:(A)Thin-walled dilated aorta; (B) Final picture afterthe modified
Bentallprocedure.

Distal aortic arch arterial cannulation and single-staged bicaval
venous cannulation were done in superior vena cava and inferior
vena cava, respectively. Antegrade direct ostial cardioplegia
and retrograde cardioplegia were given. A 27 mm aortic valve--
conduit was used forthis patient. The aortic valve was implanted
in a supra-annular fashion. The coronary buttons were attached
and distal conduit-aortic anastomosis was done on cross-clamp.
Therightatriumwasincised and tricuspid annuloplasty witha 36
mm tricuspid ring was done. The patient came off the cardiopul-
monary bypass smoothly. Transesophageal echocardiography
(TEE) was done which showed a normally functioning aortic valve
with a peak-pressure gradient (PPG) of 12 mm, mild tricuspid
regurgitation, EF: 40%, and depressed right ventricular function.
Afinal picture wastaken before closing the chest (Figure 2 B).

He was shifted on low inotropic support to the intensive care unit
(ICU). The patient was extubated after 8 hours. The haematolog-
icalresults werenormal exceptforthe mildly deranged liverfunc-
tion tests on the 1% postoperative day. The patient had an
uneventful recovery and was discharged onthe 6" postoperative
day.

The presence of aortic root and ascending aortic aneurysms and
severe TR in a patient without any morphological features of
connective tissue disorder has not been described in the litera-
ture to date. The case was managed according to American
College of Cardiology (ACC) guidelines. Itis a class 1 recommen-
dation to operate ascending aortic aneurysm when the size
increases more than 5.5 cm,' a class 1 recommendation to
address severe TR when doing left-sided operation, and 2a
recommendation to repair the tricuspid valve when the annulus
exceeds 4.0 cm.”Modified Bentall procedure is an effective and
safe strategy in such a scenario,’> and was combined with
tricuspid repair for effective long-term results.
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