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Chapter 3

CURRENT TREATMENT MODALITIES OF  
AORTIC VALVE DISEASES 

Ali GÜL1

Introduction 

Surgical aortic valve replacement is still considered as the gold standard treat-
ment for patients. However recent studies showed that one in three patients is re-
jected for Aortic valve replacement (AVR), because of a too high operative risk (e.g. 
old age, increased surgical risk score such as Euro SCORE) or the presence of impor-
tant co morbidities (pulmonary hypertension, porcelain aorta, etc.)(1).  

With more than 100,000 implants worldwide, and more than 1600 cases per 
year in Turkey, TAVI (Transcatheter Aortic Valve Implantation) seems to change the 
paradigm in the treatment of aortic valve stenosis (2). Data from the recent U.S Core 
Valve Trial suggest, for the first time, that TAVI is associated with a significantly high-
er rate of survival at one year compared to surgical aortic valve replacement (SAVR) 
in the treatment of high-risk patients affected by severe aortic stenosis. Using TAVI 
in aortic regurgitation is also reported. (2)

The other promising technique is mini AVR.  With not only cosmetic advantages, 
but less blood product use, less respiratory problems, less pain, and resource utili-
zation advantages over full sternotomy, mini aortic valve surgery is becoming more 
popular among surgeons. 

Recent advances in prosthetic valve technology such as sutureless and rapid 
deployment valves offer reduced cardiopulmonary bypass (CPB) and aortic cross-
clamp time, opening gates to more complex operations and minimally invasive ap-
proaches.

TAVI (Transcatheter Aortic Valve Implantation)

First non-surgical, percutaneous treatment of patients with severe symptomatic 
aortic valve stenosis was the introduction of balloon for aortic valvuloplasty in 1985. 
In 1986, Alain Cribier reported on balloon aortic valvuloplasty carried out in three el-
derly patients with acquired severe aortic valve stenosis. There was no complication 
and transvalvular systolic pressure gradient was decreased. Results were confirmed 
by echocardiography and angiography. However high rate of restenosis and aortic 
regurgitation discredited the balloon aortic valvuloplasty technique over years. 
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The experts 10th and 11th recommendations were the perfect closing sentence 
for this chapter: use of sutureless and rapid deployment valves will lead to a higher 
adoption rate of minimally invasive approaches in aortic valve replacement and take 
respect to necessary, brief learning curves for both sutureless and minimally inva-
sive programs.
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