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Figure 283-7 Valve-sparing aortic root reconstruction (David procedure). (From P Steltzer et al [eds]: Valvular Heart Disease: A Companion to
Braunwald’s Heart Disease, 3rd ed, Fig 12-27, p. 200.)

Surgical options for management of aortic valve and root disease
have expanded considerably over the past decade. AVR with a suitable mechanical or tissue prosthesis is generally necessary in patients
with rheumatic AR and in many patients with other forms of regurgitation. Rarely, when a leaflet has been perforated during infective
endocarditis or torn from its attachments to the aortic annulus by
thoracic trauma, primary surgical repair may be possible. When
AR is due to aneurysmal dilation of the root or proximal ascending
aorta rather than to primary valve involvement, it may be possible
to reduce or eliminate the regurgitation by narrowing the annulus or
by excising a portion of the aortic root without replacing the valve.
Elective, valve-sparing aortic root reconstruction generally involves
reimplantation of the valve in a contoured graft with reattachment
of the coronary artery buttons into the side of the graft and is best
undertaken in specialized surgical centers (Fig. 283-7). Resuspension
of the native aortic valve leaflets is possible in approximately 50%
of patients with acute AR in the setting of type A aortic dissection.
In other conditions, however, regurgitation can be effectively eliminated only by replacing the aortic valve, the dilated or aneurysmal
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ascending aorta responsible for the regurgitation, and implanting a
composite valve-graft conduit. This formidable procedure entails a
higher risk than isolated AVR.
As in patients with other valvular abnormalities, both the
operative risk and the late mortality rate are largely dependent
on the stage of the disease and myocardial function at the time
of operation. The overall operative mortality rate for isolated
AVR (performed for either or both AS or AR) is approximately
2% (Table 283-2). However, patients with AR, marked cardiac
enlargement, and prolonged LV dysfunction experience an
operative mortality rate of approximately 10% and a late mortality rate of approximately 5% per year due to LV failure despite a
technically satisfactory operation. Nonetheless, because of the
very poor prognosis with medical management, even patients
with LV systolic failure should be considered for operation.
Patients with acute severe AR require prompt surgical treatment,
which may be lifesaving.
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