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Unfortunately, the comments by Dr Hudorovic [1] are
inaccurate and incorrect. Dr Hudorovic states that ‘there are
a number of recent studies, unfortunately the author cited
only one, that suggest statin therapy may reduce the risk of
perioperative complications [2—4]’. This statement is not
true; of the ‘recent studies’ he mentions [2—4], two [2,3] are
actually cited in my article [5]; one is reference number 183
[2] and the other is reference number 17 [3]. The third
‘recent’ reference he mentions [4], is not so ‘recent’ (5 years
old); instead of this, two more recent, comprehensive
reviews by the same group are cited (references 20 and 21).

Regarding the part when Dr Hudorovic mentions that
‘unfortunately, the author cited only one (study)’, itmay be of
interest that the ‘study’ cited, is actually an extensive review
we published on the effects of statin therapy on perioperative
(and long-term) morbidity and mortality rates in patients
undergoing non-cardiac vascular surgery (reference number
184). Two of the ‘recent’ studies mentioned by Dr Hudorovic
[2,3] are also cited in this review; the third [4] could not be
cited, as it was published 6 months after our article.

The next comment by Dr Hudorovic is also incorrect
(‘statin therapy is a preventive measure of subclinical
atherosclerosis, but in the same time it is not a predictive
factor of postoperative cardiovascular events.’). For exam-
ple, in reference number 181 of my article [5], statin use was
associated with a 2.5-fold reduction in the risk of all-cause
mortality and a more than three-fold reduction in the risk of
long-term cardiovascular mortality in 510 patients under-
going abdominal aortic aneurysm repair after a median
follow-up of 4.7 (range: 2.7—7.3) years.

Dr Hudorovic claims ‘no definitive evidence has been
proved and this conclusion needs to be confirmed by a
multicenter, prospective randomized trial’; this statement is
correct. However, due to the uniform positive results of
observational studies, there may now be ethical restrictions
when designing double-blind placebo-controlled trials to
assess the effects of statins on patients undergoing
cardiothoracic surgery. It may also be difficult for an ethical
committee to approve of such a randomized controlled trial
due to the reported benefits of statin therapy [2—5]. In light
of the current evidence [2—5], would Dr Hudorovic prefer his
patients to quit taking their statin preoperatively? I doubt any
surgeon would!
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The letter from Acar [1] on the management of circumflex
artery injury after mitral valve repair, as well as the original
report from Zegdi et al. [2], were both very instructive and
definitely life-saving.
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On the other hand, we would like to present our
experience in the management of such complication, which
was rather the opposite.

In two cases where reconstructive surgery of the mitral
valve was attempted with implant of a flexible annuloplasty
ring, persistent ST segment elevation in posterolateral leads
was noticed shortly after aortic cross-clamp release, along
with poor left ventricular contraction. Without delay, the
patients were placed back on bypass and cross-clamp
reapplied, the left atrium was reopened and the sutures
and ring removed. In the first case (the one with moderate
calcified annulus and leaflets), the valve was replaced by a
xenograft bioprosthesis using buttressed sutures. In the
second case, the annular sutures were relocated further
away from the annulus, toward the leaflets and the ring
replaced. In either case, following cross-clamp release, the
ST segment returned to baseline, weaning off bypass was
uneventful and both patients did well postoperatively.

This finding suggests that rather than direct injury to the
coronary artery, the mechanism involved was coronary artery
kinking, likely related to suture knot tying and annulus
plication.

We extensively studied the relationship between the
posterior mitral valve annulus and the surrounding coronary
arteries, in a series of 85 explanted human hearts [3].
Right dominance was observed in 81.17% of the cases,
balanced dominance in 16.47% and left dominance in 2.35%.
Right dominant hearts showed that the shortest distance
between the annulus and the coronary arteries occurred
at the level of the anterior commissure, where the circumflex
artery was distant to the annulus 3.99 � 1.86 mm (varying
from 1.01 to 11.80 mm) while the longest distance was at the
posterior commissure, measuring 7.78 � 2.61 mm.

After this study, we altered the operative technique by
placing the annular sutures slightly away from the annulus
inwards the leaflets, particularly at the region nearby the
anterior commissure.

Therefore, a strategy of relocating the annular sutures in
this setting proved to be feasible and effective. We commend
again both authors for their fine contribution and reinforce
that our procedure needs to be kept in mind should the need
arise.
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The authors of the original papers [1,2] were invited to comment on this

Letter to the Editor but declined the offer.
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Lamm et al. [1] conclude ‘the intraoperative use of fibrin
sealant posed an increased risk of myocardial damage or
death after coronary artery surgery’. The paper is thought
provoking and flawed.
� V
ital information is lacking on indications, timing and
utilisation of TissucolW Fibrin sealant. The authors state
that ‘in most cases’ they had no idea how, where, why, or
when a sealant was clinically employed nor how many
patients exposed to sealant entered the analysis.
� T
here is no basis supporting their assertion of a causal
relationship between sealant use and graft thrombosis.
� T
here was no equivalence between groups, no full risk
stratification, or attempt at propensity scoring to reduce
bias.

Lamm reports high mortality rates in both study groups.
Groups were biased regarding patient age, cross-clamp time,
and concomitant aortic/carotid surgery. What valid compar-
ison can be drawn when one group has twice as many
extended cross-clamp times? Longer cross-clamp/bypass
times may reflect greater technical complexity or even
surgical misadventure; scenarios guaranteeing higher mor-
bidity and haemorrhage. Surgical sealant may predict, but
not cause surgical mortality.

Our results contrast markedly with the Munich experience
(the author using TisseelW Sealant since 1986 in complex
cardiac and aortic cases, and in all cases including CABGs
since May 2002). Part of a broader study, we mention our
CABG sealant experience (single surgeon to avoid bias) for
two matched CABG groups for a period of five years before
and after ‘routine’ sealant administration. Our results may
inform this debate.

We apply a fine spray of TisseelW (TissucolW equivalent) as
a prophylactic adjunct during cardiopulmonary bypass (CPB)
to coronary anastomoses. Forty-five percent of our CABG
cases were urgent/emergent (post-thrombolysis, aspirin,
clopidogrel, etc.), and thus ‘pre-selected’ to bleed. The
mortality was low in both groups, which were matched for
age, sex, risk factors and isolated coronary surgery.

Blood loss 12 h postoperatively (TisseelW group) was>35%
lower, total blood loss 30% lower, andmediastinal drains were
removed earlier. Blood transfusion rates fell by 45%, the
amount transfused fell >60%. In those receiving a blood
transfusion, the number of transfused units was >45% lower
in the sealant group, with a dramatic fall in platelet/FFP use.
Re-exploration rates were <1% in both groups.
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