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Title
Invited Commentary to one-stage repair of transposition complex and interrupted aortic arch in children.


The management of patients with transposition complex in combination with an interrupted aortic arch (IAA) presents a technical challenge to the surgeon to decide which is the best approach to correct both defects. This is a rare disorder and with significant variation in anatomic arrangements deciding on the ideal surgical repair. Over time a single-stage approach to repair has become standard, as opposed to repair of the interrupted arch and pulmonary artery banding via thoracotomy followed by arterial switch at a later date, In this month’s issue of the Journal of Cardiac Surgery, Drs Wang et al. present a thorough series of 11 patients with transposition complex with IAA over 17 years at their institution. [endnoteRef:1] They provide detailed long-term follow-up averaging 5 years that may permit extrapolation of areas of focus during repair [1:  Zhang L, Li M, Li S, Yan J, Wang Q. One-stage repair of transposition complex and interrupted aortic arch in children. Jornal of Cardiac Surgery
] 


In comparison to two other recent series examining the one-stage repair by Choi and Huber with 17 and 22 patients respectively, this series is composed of a greater proportion of older patients with an average age at repair of 5 months (range: 10 days–71 months, and only one patient was less than one month old) compared to the neonatal period reported in other series. [endnoteRef:2] [endnoteRef:3] This is related to referral patterns within their healthcare system and is posited as a reason for the lower proportion of coronary anomalies and right ventricle (RV) hypoplasia encountered, as these may portend a high risk of mortality in infants not undergoing repair in the neonatal period. Prior studies have reported natural history of transposition physiology to have a 55% survival at one month and 15% at 6 months if uncorrected due to early pulmonary vascular obstructive disease and systemic obstruction.[endnoteRef:4] Even with delayed presentation, survivors of the operation demonstrate excellent long-term outcomes, with ongoing pulmonary hypertension only present in a patient presenting at 4 years of age. [2:  Choi KH, Sung SC, Kim H, Lee HD, Ban GH, Kim G, Kim HY. Transposition Complex with Aortic Arch Obstruction: Outcomes of One-Stage Repair Over 10 Years. Pediatr Cardiol. 2016 Jan;37(1):160-6. doi: 10.1007/s00246-015-1258-6. Epub 2015 Sep 10. PMID: 26358472; PMCID: PMC4737791.
]  [3:  Huber C, Mimic B, Oswal N, Sullivan I, Kostolny M, Elliott M, de Leval M, Tsang V. Outcomes and re-interventions after one-stage repair of transposition of great arteries and aortic arch obstruction. Eur J Cardiothorac Surg. 2011 Feb;39(2):213-20. doi: 10.1016/j.ejcts.2010.05.009. Epub 2010 Jul 1. PMID: 20580247.
]  [4:  Tchervenkov CI, Korkola SJ. Transposition complexes with systemic obstruction. Semin Thorac Cardiovasc Surg Pediatr Card Surg Annu. 2001;4:71-82. PMID: 11460995.
] 


The authors note neoaortic valve regurgitation as an area of concern for long-term follow-up, though in the period of the study no second intervention was required. This is in line with previous reports by Muhammad though other studies have not shown as high of an incidence. [endnoteRef:5] Areas to consider in the prevention of this valvular insufficiency are attention to maintaining the integrity of neoaortic root when correcting size mismatch and in coronary button reimplantation. 1 Avoidance of transpulmonary closure of the ventricular septal defect with a preference for a right atrial approach may also limit the occurrence of neoaortic insufficiency. 4 Excellent outcomes with regards to recoarctation are noted in this series with only a single reintervention required. The use of pericardial patch enlargement for IAA repair may contribute to this outcome in the 7 cases it was used, though other centers have reported low rates of reintervention with the primary repair without a patch [endnoteRef:6] [5:  Mohammadi S, Serraf A, Belli E, Aupecle B, Capderou A, Lacour-Gayet F, Martinovic I, Piot D, Touchot A, Losay J, Planché C. Left-sided lesions after anatomic repair of transposition of the great arteries, ventricular septal defect, and coarctation: surgical factors. J Thorac Cardiovasc Surg. 2004 Jul;128(1):44-52. doi: 10.1016/j.jtcvs.2004.01.040. PMID: 15224020.
]  [6: 
 Morales, D. L., Scully, P. T., Braud, B. E., Booth, J. H., Graves, D. E., Heinle, J. S., McKenzie, E. D., & Fraser, C. D., Jr. Interrupted aortic arch repair: aortic arch advancement without a patch minimizes arch reinterventions. The Annals of thoracic surgery, 82(5), 1577–1584. https://doi.org/10.1016/j.athoracsur.2006.05.105] 


We commend the authors for providing a detailed description of their experience with the single-stage repair. It builds upon the body of literature examining this disease process and aids in the optimization of surgical approaches in this heterogeneous population.
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