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A 76 year-old male was admitted to an academic medical
center for Enterococcus faecalis bacteremia first
diagnosed six weeks prior and treated with long-term
antibiotics. Past medical history was significant for aortic
stenosis and coronary artery disease; the patient had
undergone bioprosthetic porcine Aortic Valve
Replacement and 3-vessel Coronary Artery Bypass Graft
(CABG) five years prior to admission. A transesophageal
echocardiogram (TEE) revealed diffuse thickening of the
aortic valve leaflets with mobile vegetation and an
echodensity in the aortic root suggestive of abscess vs
pseudoaneurysm. While emerging from sedation for this
initial diagnostic TEE, the patient complained of sudden
pain, weakness and numbness with associated cold
sensation in his right forearm; he underwent emergent
embolectomy.

3. Intra-Operative Course

References:
Hiromoto, A., Sakamoto, S.I., Miyagi, Y. & Nitta, T. Bovine Three-Portion Pericardial Patch for 
Reconstruction of the Aorto-Mitral Curtain in Infective Endocarditis. Surgical Case Reports, 5-2 
(2019).
Giambuzzi, I., Bonalumi, G., Di Mauro, M., et. Al. Surgical Aortic Mitral Curtain Replacement: 
Systematic Review and Metanalysis of Early and Long Term Results. Journal of Clinical Medicine, 10 
(2021), 3163 – 3176.
Jiang, X., Liu, J., Khan, F., Tang, R., Zhang, Y. & Fu, T. Aortic and Mitral Valve Surgery for Infective 
Endocarditis with Reconstruction of the Intervalvular Fibrous Body: an Analysis of Clinical Outcomes. 
Journal of Thoracic Disease 12-4(2020), 1427-1436.

2.  Discussion 
The patient ultimately underwent aortic valve and root
replacement and reconstruction of aortic annulus. Intra-
operatively, patient was found to have evidence of diffuse
vegetation of the prosthetic aortic valve only and a large left
ventricular outflow tract pseudoaneurysm spanning 270 degrees of
the annulus from the left-right commissure to the right-non
commissure with discontinuity of the left ventricular outflow tract
and annulus. There was also a second pseudoaneurysm in the nadir
of the right coronary cusp, which in conjunction with the first
pseudoaneurym encompassed almost the entire aorto-mitral
curtain without involvement of the mitral valve. This required
resection of the aortic annulus followed by reconstruction with
bovine pericardial pledgets and a new bioprosthesis.
Reconstruction led to downsizing of the Left Ventricular Outflow
Tract (LVOT) resulting in new subaortic stenosis and severe mitral
regurgitation (mean gradient 21 and Vmax of 3.07m/s).
Post-bypass TEE showed a well seated aortic root bioprosthesis
without aortic insufficiency, however new moderate to severe
mitral regurgitation with normal leaflet motion without pulmonary
vein flow reversal was noted. This was thought to be secondary to
aortic annular reconstruction. Despite the new valve lesions, the
patient remained hemodynamically stable without evidence of
Systolic Anterior Motion (SAM) of the mitral valve. Therefore, there
was no further attempt to revise the operative repair.
He was extubated on post-operative day (POD) 1, and was
discharged from the hospital on POD 12. His post-operative course
was complicated by gastric bleeding from a severe gastric ulcer that
was controlled by EGD and medical therapy.

1. Case Presentation
- Aortomitral curtain and aortic root repair is 

associated with a 20-30% mortality
- Risk factors include Ejection Fraction (EF) <35%, 

Age > 60, female sex, emergent surgery
- Morbidity following procedure (stroke, rebleed, 

pacemaker implantation) are attributed to long 
bypass and cross clamp time

- Can consider commando/hemi commando 
procedure when there is lack of surrounding 
tissue to support a new annulus

- In this case, there was development of new 
LVOT obstruction with associated severe mitral 
regurgitation (not previously seen), however 
this was not repairable without sacrificing the 
surgical fix of the valve


