


Aortic Stenosis (AS) prevalence is 4-5% 
in people over 75 years old.

There are more than 300,000 people 
operated for severe AS worldwide.

More than 30% of all patients with
symptomatic severe AS are not
referred to or have contraindications
for current surgical valve
replacement.

Epidemiology

AORTIC STENOSIS



• Not surgically treated patients have a reduced survival than surgically 
treated patients.

• 1-year, 2-years and 5-years survival rates in AVR patients is 87, 78 and 
68% vs 52, 40 and 22% in not-surgically treated patients.

• “Undertreatment” mortality rate in severe symptomathic aortic 
stenosis is 50% at 2-years.

RISKS OF 
UNDERTREATMENT



• Circulation 2011;123:887–895

5-YEARS SURVIVAL RATE à 15-50%



The difference in mortality rate 
between surgically-treated

symptomathic patients with severe 
aortic stenosis and untreated

patients is one of the most strong 
evidence in medicine.

Carabello, Lancet 2009







J Thorac Cardiovasc Surg 2008;135:308-15



SEVERE AORTIC STENOSIS IN 
ASYMPTOMATIC PATIENTS

• Great care in risk/benefits evaluation
• Recommended:

• ↓FE (not related to other causes) 
• Pathologic Stress-test (especially in case of developing

symptoms)
• Arterial pressure reduction

• “Should be considered”
• Low risk patients with peak velocity >5.5 m/s
• Low risk patients with calcific aortic valve and rapidly increasing

peak velocity ≥0.3m/s/year.
• “May be considered”

• Low risk patients with one of that following:
• Strong ↑BNP
• ↑ Mean gradient >20 mmHg under stress
• Severe LV hypertrophy without history of high arterial pressure

ESC/EACTS Guidelines 2012



- Is the asympthomatic patient really asympthomatic?

- Too strictly conservative guidelines?

- Is right to not refer to surgery low risk patients waiting for
future surgery?

- Without comorbidities is right to wait…
… for patient to be older and more compromised?

Younger patients … The big problem!





• about 300.000 operations/yr
• More than 40 years of clinical experience
• Prostheses are reliable
• Predictable and low risks
• Long term results available

AVR is the actual
GOLD STANDARD











ASYMPTOMATHIC 
PATIENT YOUNG PATIENT PLAN REDO SURGERY





• Planning REDO surgery:

• Less invasives strategies to prevent surgical adherences

• In case of planned traditional REDO surgery avoid
sutureless valves ?

• PPM in Valve in Valve procedure

• Share your strategy with patients! 



• High residual gradients are an Achilles heel of aortic VinV
procedures

• Incidence of high gradients (mean gradient >20mmHg) 
reported in 28% of VinV

• until 58% in smaller prosthesis <20mm true internal diameter
• Incomplete expansion of the TAVI due to a size mismatch

resulting in higher residual gradient
• Patients with smaller surgical valve size should not be 

considered for VinV if redo surgery is feasible

Journal of Thoracic Disease, Vol 7, No 9 September 2015



(J Thorac Cardiovasc Surg 2017;-:1-13)



Pro Cons

Sutureless/RDV

Less
adherences

Not easy to 
remove



• A new therapeutic perspective



DURABILITY



• 42 ±15 months of follow-up
• Approximately one-half of the patients who underwent 

TAVI procedure because of high or prohibitive surgical risk 
profile died at a mean follow-up of 3.5 years. 

• Late mortality was due to noncardiac comorbidities in 
more than one-half of patients. 

• No clinically significant deterioration in valve function was 
observed throughout the follow-up period.

J Am Coll Cardiol 2012;60:1864–75

Is this true
in young

pts?



Relationship on durability and sizing
Prosthesis Patient Mismatch





Successful 
THV 

PROGRAM

Patient-Focused Multidisciplinary Heart 
Team approach

Radiologist

Echocardiographist

Cardiologist

Cardiac	Surgeon

Anesthesiologist

Geriatrician

Excellent  
Visualization 

Patient 
Selection  

Procedure  
Planning 

PATIENT 
CHOICE





• Aortic valve stenosis = KILLER
• Select togheter with the patient an ideal tailored strategy: 

• biological vs mechanical prosthesis
• Always keep in mind PPM
• A biological strategy needs a reasoned planning

• In case of planned VinV choose the right size in order
to avoid FUTURE PPM

• In case of planned surgical redo 
• THINK TO REDO:

• avoid sutureless/RDV
• prefer minimal invasive approach
• easy surgical technique; 


