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Central Message

The safety and reproducibility of aortic root

enlargement have been clearly demonstrated,

and this procedure may have a significant effect

on the future of the patient.

See Article page 908.
In the current era of percutaneous aortic valve implantation
(TAVI, which I prefer to transcatheter aortic valve replace-
ment [TAVR], emphasizing implantation vs replacement),
surgical aortic valve replacement (AVR) must have its
methods improved if it is to compete and survive. This ap-
plies particularly to treating patients with small aortic roots.
In these circumstances, aortic root enlargement (ARE),
which can be performed with several previously described
techniques, to permit implantation of larger prostheses
and thus avoid the problem of patient-prosthesis mismatch
has gained increasing acceptance by the surgical commu-
nity. In the case of bioprostheses, larger sizes may also facil-
itate the later use of valve-in-valve TAVI. A possible
disadvantage of ARE is increased technical difficulty with
longer operation times, which may condition a higher inci-
dence of complications. Several publications, however,
have already attested to the safety and reproducibility of
the procedure.1,2

In their article published in this issue of the Journal, Tam
and colleagues3 from Canada compare AVR with ARE
versus AVR alone for early and late mortality and secondary
safety outcomes in a series of 16,656 patients undergoing
AVR in 11 Ontario institutions.3 Nearly half of the popula-
tion was operated in 1 of the centers, and the early results of
this subgroup were earlier reported by the Toronto General
Hospital group.4 The study population is very heteroge-
neous; after propensity-score matching of 809 pairs for
AVR versus AVR with ARE, however, there were no differ-
ences in 30-day mortality or in rates of chest reopening for
bleeding, permanent pacemaker implantation, and blood
transfusions. Late mortalities in the course of 8 years
were also similar between groups. Adding coronary artery
bypass grafting also did not make a difference, except for
the incidence of perioperative bleeding. Tam and col-
leagues3 therefore conclude that ‘‘the addition of ARE to
isolated AVR can be safely performed to increase implanted
prosthesis size without compromising early or late
mortality.’’
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This study was well conducted, and there is little to
comment on regarding the methodology used. The work
was facilitated by the use of the several regional and na-
tional registries and databases, which are of uncontested
quality and completeness of data and permit a complete
follow-up of the population from birth to death. On the other
hand, it was based on a complex statistical analysis, which
was further improved during the reviewing process. Over-
all, 8.8% of patients submitted to AVR underwent concom-
itant ARE. This is a good percentage, if still significantly
lower than the 23% in the experience of the Toronto group,
but this has to be matched to the type and morphology of the
population, which varies from region to region. The conclu-
sions derived by Tam and colleagues3 are well justified but
do not add significantly to our knowledge of this subject,
because similar conclusions have been reached by other
studies, as indicated above. It is a fact that these ‘‘mostly
were observational studies that have not adjusted for base-
line differences in the patient populations’’ and usually
only reported early outcomes. The fact that the current
work includes patients from a large number of institutions
in Canada, however, further attests to the reproducibility
of the method.

There are some limitations of the current study, as also
acknowledged by Tam and colleagues.3 One relates to the
absence of information regarding annular size and surgical
expertise. In this regard, we do not know about differences
between the surgical centers and individual surgeons
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involved, because this information is not included in the
different databases used. As with any other procedure, out-
comes depend on the volume of ARE procedures per-
formed, with a learning curve applying. Nonetheless, Tam
and colleagues3 found that academic and high-volume
AVR centers were more likely to perform ARE and that
the rate of ARE procedures performed steadily increased
through the years. In my experience, even less-
experienced surgeons can do it with similar results,
although this may not be true with some variations of the
technique.

We use a simpler modification of the earlier Nicks tech-
nique,5 which we described in 1983,6 that extends the
widening down to the mitroaortic curtain but does not
involve the anterior mitral valve leaflet, which is in contrast
with the Manouguian technique7 and includes an upwards
tilting of the prosthesis. Unfortunately, again, Tam and col-
leagues3 did not provide details about the surgical tech-
niques used in the different institutions and by individual
surgeons, nor is there any information about the type and
size of prostheses used, with the implantation of biologic
prostheses being more facilitated by enlargement
procedures.

In conclusion, despite of these shortcomings, I believe
that this article will help to promote ARE, a policy that
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we have pursued for several decades, with increased fre-
quency and good results.1,8 The safety and reproducibility
of the method have been clearly demonstrated, and the pro-
cedure may have a significant effect on the future of the
patient.
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