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* Low: Maximal 1 cardiac operation or 1 catheterization
® Moderate: More than 1 cardiac operation or 1 catheterization
* High: Persistent cyanosis, <92% Sa02 at rest or

Single ventricle physiology

(Lee HI Carins 2009) Distribution (2007, N=256)
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Specialization, Subspecialization, and N=22

Subsubspecialization in Internal Medicine -

Christine K. Cassel, M.D., and David B. Reuben, M.D.
NEJM March 24, 2011 1169-1173.

The American Board of Internal Medicine (ABIM) is adding new
subspecialties. Specifically, in the past 2 years the ABIM has
launched certification in the fields of hospice and palliative
care and advanced heart.

The ABIM has also approved the subspecialty of

Adult Congenital heart disease to move forward to

the American Board of Medical Specialties (ABMS)

for final approval.

Ochiai R, Yao A, etal Circ] 2011; 75: 2220
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"Alone we can do so little; together we can do so much.” - Helen Keller
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A classification system for the bicuspid aortic valve from
304 surgical specimens

Hans-H. Sievers, MD, and Claudia Schmidtke, MD, MBA

J Thorac Cardiovasc Surg 2007;133:1226-33

‘with the left v sinus on the left side) of

TABLE 1, Schematic
b sgedat-som
parenthesis)

main and two subc:

including the number of specimens (percent in

Grapre- TYPE O | 1rapne-TYPE 1 | zraws- TypR 2

' @ | e | naw | @m | sm | @
s Tm | s@ | veps | sm | sm | )

| ten | we | r@ | 2m | 2m
- 1 [ oo | 1 I )

e

Ascending Aortic Dilatation Associated With Bicuspid
Aortic Valve

ogy, Molecular Biology, and Clinical Implications

Pathophy
Thomas M. Tadros, MD, MPH: Michacl D. Klein, MD; Oz M. Shapira, MD

Circulation. 2009;119:880-890.)

Table 2. Indications for Elective Surgical Repair of Dilated
Ascending Aorta Associated With BAV

Aortic diameter >5.0 em

replacement

Aortic diameter >4 5 cm associated with any of the following:
Expansion rate >0.5 crvy in an adut
‘Rortic coarctation, comected or uncorrected
Firstdegree relative with ascending a0t dssecbon or ruptre
a::mm,w.mm«kwm

Small adult body size, indicated by sither of the folowing:
Raio of aoric area 1o body height >10 cavim
Ratio of aoric iameter 1 body suface area >4.25 v’
Aortic dameor >-4.0 cm with concomitant indication for elective aortc vave

17

0.9-2%

Robiscek et al.
The congenitally bicuspid aortic valve: How does it function ? Why does it fail 2
AnnThorac Surg. 2004;77: 177-85.

The above features subject the CBAV to abnormally high
stresses and may lead to early thickening and eventually
calcification and stenosis. The abnormal flow patternsalso
Rpredilectfor dilatationand dissection of the ascending aorta.

Fate of nonreplaced sinuses of Valsalva in bicuspid aortic valve
disease

Chan B. Park, MD,*" Kevin L. Greason, MD." Rakesh M. Suri, MD.* Hector L. Michelena, MD.*
Hartzell V. Schaff, MD," and Thoralf M. Sundt III, MD*

Although p i ing aortic dilatation after aortic valve replacement for bicuspid aortic
valve is well d d, progressive dilatation of laced sinuses is not evident. Separate valve and graft
repair remains a reasonable surgical option in the setting of aortic valve replacement for bicuspid aortic valve
with ascending aortic dilatation provided the sinuses of Valsalva are not significantly enlarged. (J Thorac Car-

diovasc Surg 2011:142:278-84)

Should the proximal arch be routinely replaced in patients with
bicuspid aortic valve disease and ascending aortic aneurysm?

Chan B. Park, MD,*” Kevin L. Greason, MD," Rakesh M. Suri, MD." Hector 1. Michelena, MD.*
Hartzell V. Schaff, MD," and Thoralf M. Sundt I1I, MD*

C i Progressive dilatation of the aortic arch leading to reoperation after repair of ascending aortic
aneurysm in patients with bicuspid aortic valve is uncommon. A selective approach to transverse aortic arch
replacement is appropriate. (J Thorac Cardiovasc Surg 2011:142:602-7)
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Valve-Sparing Aortic Root Replacement in
Loey:
Ni

othy J. George, MD,
ietz, MD,

Long-term implications of emergency versus elective proximal aortic
surgery in patients with Marfan syndrome in the Genetically

| | Triggered Thoracic Aortic Aneurysms and Cardiovascular
Conditions Consortium Registry

INSTITUTIONAL REPORT|

Can early aortic root surgery prevent further aortic dissection in
Marfan syndrome?

Kasahara, Atsushi Nemoto, Kentaro Yamabe,

Hideyuki Shi

Stwsti

Reimplantation (David) Remodeling (Yacoub)

Aortic valve-sparing root replacement @ NCVC
1993 -2011 n=131

Reimplantaion (2002-2011, n=98)

’ « Connective tissue disorders 74 (76%)
" Marfan syndrome 61
© (2 operation during GS 16weeks)
. Loeys-Dietz sndrome 6
. Alpha 2, smooth muscle aorta (ACTA2) mutation 6
\ BAV coarctation complex 1
. Acute dissection 8 (11%)
: . Al moderate - severe 22 (29%)
Freedom from reoperation Freedom from reccurent Al
100 (%)
93%
Cause of reoperation
Infection 2
50 Receurent Al 2
Freedom from Al > 3+
Pts at risk 98 %0 85
o8 52 26 1 Freedom from Al >2+
98 93 62
3 6 9 (year) 3 6 8
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The outcome after aortic valve-sparing (David) operation

St in 179 patients: a single-centre experience’

Sergey Leontyev, Constanze Trommer, Sreekumar Subramanian, Sven Lehmann, Yaroslava Ditrieva.
Martin Misfeld, Friedrich W. Mohr and Michael A. Borger”
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