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Any time you have an opportunity to make a difference in 
this world and you don´t, then you are wasting your time on 
earth.

~ Roberto Clemente. ~

At the end of last year, the update to the guidelines for 
heart valve disease was published by the American 
Heart Association and the American College of Car-

diology [1]. This has caused a surprising reaction in cardiac 
surgeons specifically regarding aortic stenosis and function-
al mitral regurgitation. The Latin American Association of 
Cardiovascular and Endovascular Surgery (LACES) has re-
cently expressed disagreement with these topics [2-4] which 
has been a highly effective action. We surgeons must show 
disagreement with grounds to provide the patient with a real 
option for their treatment.

But, operationally, what should cardiac surgeons do about 
it? Historically, it has always been commented (by cardiologists) 
that with this or that percutaneous procedure, cardiac surgery 
will be obsolete, but it is also true that it has not been the case, the 
cardiac surgeon has always had, has and will have a fundamental 
space in the cardiovascular medicine.

In 2006, during the annual meeting of the Society of Thoracic 
Surgeons (STS), Dr. David Taggart gave the Thomas B. Ferguson 
Lecture [5]. In this talk he emphasized, with scientific evidence, 
on the use of indiscriminate use of percutaneous treatment of 
coronary artery disease and listed some important points in 
making decisions about the best treatment, also demonstrated 
the existing unilateral decision (Cardiologist - Patient) to grant 

"the best" treatment of this pathology. It also clearly mentions 
the options of cardiac surgeons in the face of this technological 
advance: off-pump revascularization surgery and the use of total 
arterial revascularization. In summary, he makes a scientific re-
view of the therapeutic options according to each case and ends 
by saying: "But the patient must know it." I dare to add: "and the 
surgeon too" Why? Being honest, on many occasions we be-
come very practical and put aside the fundamental theoretical 
information to expand our therapeutic armament, practically in 
many cases, we become dependent on cardiologists.

Every time a surgeon writes something about the benefits of 
surgery or cardiologists publish on a challenging topic, a proac-
tive surgical spirit is born in the surgeon, trying to show that what 
we do on many occasions has better long-term results, but it lasts 
a short time, and we return to theoretical apathy and pragma-
tism. For example, regarding coronary surgery there are reports 
of the long-term benefits of total arterial revascularization [6], 
but in daily life it is not performed routinely. In our country there 
is only one recent publication of revascularization with double 
mammary artery [7], they analyzed a total of 178 patients with 
a total of 45 consecutive cases of bilateral mammary artery pro-
curement and 133 patients of unilateral mammary artery pro-
curement, in their report they found a 2.2 % sternal dehiscence, 
results like other reported series. This shows that the results are 
good offering a double arterial graft with low risk and in the long 
term the benefit is better, and the freedom of reinterventions will 
be low, the surgeon must believe it, reproduce it, and inform the 
patient. As this group has done, we must publish more what we 
do emphasizing the long-term surgical benefits.
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In 2018 Repossini et al. [8] published their twenty-year 
experience on minimally invasive coronary artery bypass, in 
the discussion, Dr. Terragosa told him:  How has your patient 
population changed throughout these 20 years? You currently 
work in Brescia, which is less than 1 hour door to door from 
the hospital of Antonio Columbo to which Dr. Repossini re-
plied: Yes, we live close to an aggressive interventional car-
diologist, so we are forced to give the patient the maximum 
minimally invasive procedure possible in competition with 
PCI stenting. This is a clear example of what surgeons should 
do, carry out innovative procedures by following up and most 
importantly: publish it. 

In a baseball game, the pitcher offers what he wants to the 
hitter and he will have to swing with the intention of hitting. 
This could be an analogy with cardiovascular medicine, where 
the pitcher could be the cardiologist and send the hitter (sur-
geon) whatever he sees fit, situation that we must change, the 
question is: Why not change positions? I believe that surgeons 
should be more participatory in generating our own patients, 
orthodoxly we are doctors who treat cardiovascular disease, 
by this I mean to encourage cardiac surgeons to be more in 
the medical consultation of first time and with this give more 
referrals to the cardiologists emulating what the pitcher and 
catcher do in a baseball game, between the two of them are 
working as a team to dominate the hitter (disease).

With the above, I want to clarify that i am not against 
percutaneous technological advance, if it appears that I am 
hostile to current cardiology practice or interventions, let 
me emphasize that this is not the case. If used appropriate-
ly, the outcome will be effective and prove to be a worth-
while intervention. However, I want to repeat once more 
that cardiac surgeons must continue to be active in theory 
and practice, in other words: "The cardiac surgeon must 
be a cardiologist who performs surgery", even though, 
the cardiologist currently considers that  surgeon has less 
participation in the treatment of cardiovascular diseases, 
a cardiac surgeon must always be ready (theorically and 
surgically) and prepared in the bullpen to go in to solve 
a complex case or some complication, because as the leg-
endary Lawrence Peter “Yogi” Berra said: “It ain´t over till 
it´s over”.
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