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SUMMARY: Sangiil A, Yurdakul Y, igbir S, Mercan S, Celiker A. (Department of Thoracic
and Cardiovascular Surgery, Hacettepe University Faculty of Medicine, Ankara, Turkey).
Bicuspid aortic valve and coarctation of aorta. Turk J Pediatr 1997; 39: 429-432.

Bicuspid aortic valve (BAV) and coarctation of aorta (COA) are frequently seen
together. It is believed that these malformations result from a single developmental
diathesis. A case is presented of COA, aortic stenosis and aneurysm of the ascending
aorta corrected by patch aortoplasty and commisurotomy. An aneurysm at the site
of the coarctation repair can develop as late as 20 to 25 years after surgery. Almost
all of the aneurysms described have occurred in patients undergoing patch aortoplasty.
We do not recommend this technique except in special cases. Key words: bicuspid
aortic valve, coarctation of aorta, aneurysm.

Bicuspid aortic valve has long been known to be common in patients with
coarctation. It was found in 23 percent of the cases studied by Abbott! and
in 25 percent of the series of Benkwitz and Hunter?. Tawes and associates®
note in their report that among 250 living children with long-term follow-up, 32
(13%) had clinical evidence of aortic valve disease (mainly stenosis but also
incompetence).

McKusick® suggested that in patients with coarctation of aorta (COA) and
bicuspid aortic valve (BAV) cystic medial necrosis occurs due to aortic wall
weakness. Aneurysm, dissection and rupture may also develop in these patients
due to surgical repair®.

We present here a patient who developed an ascending aortic aneurysm 11
years after repair of aortic coarctation with patch aortoplasty.
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Discussion

Valvar heart disease may complicate the long-term management of patients who
have undergone coarctation repair, and occasionally prevents a good outcome®.
In one study, surgery for aortic stenosis was required at three to seven years
of age in seven percent of patients whose coarctation was repaired in infancy’.

A significantly large number of patients with bicuspid valves will require surgery
for calcific aortic stenosis in the fifth or sixth decade of life.

A true or false aneurysm may occur late postoperatively after repair of COA.
Because the stiff patch transmits additional tension to the adjacent elastic aortic
wall, a true aneurysm after a Dacron patch repair has always been associated
with a false (suture line) aneurysm. In Barrat-Boynes' series? the incidence of
aneurysm was 10 percent but increased to 25 percent in the eight patients
followed 15 years or more. In the same report, aneurysm had not occurred in
patients operated on before 10 years of age. Our patient was 11 years old at
the time of his first operation. Dissection may occasionally occur in either the
ascending or descending aorta, proximal or distal to the coarctation repair site,
which may also lead to aneurysm formation.

We conclude that in cases of childhood aortic coarctation, if the patient is greater
than 10 years old, patch aortoplasty can be performed instead of end-to-end
anastomosis because of the low incidence of recurrent coarctation. However,
because almost all aneurysms described have occurred in patients undergoing
patch aortoplasty, we do not recommend this technique.

COA can be well repaired from an anterior midline approach through median
sternotomy using cardiopulmonary bypass if the patient has a concomitant
intracardiac defect. The advantage of this option is that reoperation may be
avoided.
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