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Abstract

Bicuspid aortic valve (BAV) is the most common form of congenital heart disease and

frequently leads to premature valvular dysfunction. BAV is associated with aortic wall

abnormalities and a high prevalence of ascending aorta dilatation and coarctation of

the aorta (CoA). Consequently, in patients with BAV a careful assessment of the

valve, and also of the aortic root and the ascending aorta, should be performed. The

most feared complication is aortic dissection, however, the actual incidence of this

complication is low. We report the case of a 58‐year‐old man who presented with

New York Heart Association class III heart failure. The work‐up revealed BAV with

severe stenosis and severe compromise of left ventricle systolic function. In addition,

CoA in the isthmus region, and type B dissection of the aorta were diagnosed.
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Bicuspid aortic valve (BAV) is the most common form of congenital

heart disease (0.5‐2%)1 and is associated with aortic wall abnorm-

alities, including ascending aortic dilatation and coarctation of the

aorta (CoA), probably due to a common underlying developmental

defect involving the aortic valve and the aortic wall. Consequently, in

patients with BAV a careful assessment of the valve, and also of the

aortic root and the ascending aorta, should be performed.2 The most

feared complication is aortic dissection, however, the actual

incidence of this complication is low (4%).3,4

We report the case of a 58‐year‐old man with a history of a

“cardiac murmur” since adolescence.

He was asymptomatic until 1 month before admission when New

York Heart Association class III heart failure developed.

Transthoracic echocardiogram showed BAV with severe stenosis;

with a left ventricle ejection fraction of 12%. Computed tomography

angiography (angio‐CT) showed severe CoA in the isthmus region,

associated with extensive collateral circulation, aneurysm of the

descending aorta, and dissection of the aorta after the coarctation

extending up to the left common iliac artery (Figure 1A and B).

After heart team discussion the patient was submitted to a two‐
step procedure, first with physiological correction of the CoA with

a bifurcated extra‐anatomical conduit from the ascending aorta to

the common femoral arteries, through a sub‐aponeurotic tunnel in

the anterior abdominal wall (Figure 1C, arrowhead). Afterward, it

was safe to start the patient on cardiopulmonary bypass and aortic

valve replacement with a bioprosthesis was performed (Figure 1C,

arrow). The postoperative course was uneventful (Figure 1D,

postoperative angio‐CT) and after 3 years of follow‐up, the patient

remains free of clinical events.
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F IGURE 1 A, Sagital reconstruction of the angio‐CT demonstrating severe coarctation of the aorta in the isthmus region and aneurysmatic

dilatation and dissection of the descending aorta postcoarctation; B, coronal reconstruction of angio‐CT showing extensive collateral
circulation; C, intraoperative image after aortic valve replacement with a bioprosthesis (arrow) and implantation of the extra‐anatomical conduit
in the ascending aorta (arrowhead); D, coronal reconstruction of angio‐CT showing the bifurcated extra‐anatomical conduit extending from the

ascending aorta to the common femoral arteries. angio‐CT, computed tomography angiography
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