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The advent of transcatheter valve implantation has
changed our perception of structural valve disease and
its perioperative risk because it has added a treatment
choice and obliged surgeons to weigh the pros and cons
of 2 techniques, although doing so is sometimes unclear.
Until now, reoperation for structural valve deterioration
of bioprostheses has not had alternatives and the lower
invasiveness of transcatheter valve-in-valve implantation
(VIV-TAVI) has changed not only patients’ expectations,
but also physicians’ subjective assessment, considering
that repeat conventional surgery holds intrinsic risks and
has a higher likelihood of comorbidities in situations of
frailty and old age. However, this perception of risks is
misleading because it does not consider all factors that
can influence perioperative and long-term outcomes.
Consequently, judgment under uncertainty can lead to a
biased choice.’

There are few data on outcomes of repeat surgery that can
serve as reference points of key performance indicators for
benchmarking. The study by Stulak and colleagues,’
despite all of the limitations related to its retrospective na-
ture, gives an inside look at the standard of care, mainly
showing that perioperative risk can be grossly divided into
2 different profiles and redo does not hold an intrinsically
high risk. Patients with associated previous coronary artery
bypass grafting and New York Heart Association functional
class III or IV hold a significantly increased perioperative
risk and could likely benefit from a less invasive approach.
No other factors that are commonly associated with poor
perioperative outcomes were associated with early death
and age was the main missing factor. Indeed, the lack of as-
sociation between age and early death clashes with recent
guidelines that hinge the cutoff the indication of TAVI on
age and needs to be confirmed.

Reading the same data from a different perspective also
brings out another message. Patients with no previous cor-
onary artery bypass grafting or symptoms showed
good perioperative outcomes despite age and other

The Journal of Thoracic and Cardiovascular Surgery * Volume 156, Number 4

‘ ") Check for updates ‘
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Central Message

Updated surgical valve replacement data are
needed as benchmarks to weigh the choice
and avoid making judgment under uncertainty.

See Article page 1380.

comorbidities. The 8% early death does not differ from
mortality reported in studies on VIV-TAVI, which varies be-
tween 7% and 17%, and no benefit of VIV-TAVI on surgery
was highlighted in 1-year mortality.”” Also, early
perioperative morbidities favorably compare with VIV-
TAVI reports and neurologic events appear even lower
than those reported in randomized studies of transcatheter
aortic valve replacement versus surgical aortic valve
replacement in intermediate risk populations. Hence, the
less-invasive nature of VIV-TAVI should not lead to the
perception of risk related to repeat surgery as high or to un-
derestimate the risks related to VIV-TAVI procedures, such
as device malpositioning and postprocedure high gradients.
Moreover, treatment choice should also consider durability
of the devices and physicians risk choosing in the fog as a
result of unclear data.

In the transcatheter era, updated surgical valve replace-
ment data are needed as benchmarks for transcatheter pro-
cedures to weigh the choice of the appropriate procedure
on real risks and benefits and avoid judgment under
uncertainty.

References

1. Tversky A, Kahneman D. Judgment under uncertainty: heuristics and biases.
Science. 1974;185:1124-31.

2. Stulak JM, Tchantchaleishvili V, Daly RC, Eleid MF, Greason KL, Dearani JA,
et al. Conventional redo biological valve replacement over 20 years: surgical
benchmarks should guide patient selection for transcatheter valve-in-valve
therapy. J Thorac Cardiovasc Surg. 2018;156:1380-90.

1391



Delta:1_given name
Delta:1_surname
http://refhub.elsevier.com/S0022-5223(18)31839-7/sref1
http://refhub.elsevier.com/S0022-5223(18)31839-7/sref1
http://refhub.elsevier.com/S0022-5223(18)31839-7/sref2
http://refhub.elsevier.com/S0022-5223(18)31839-7/sref2
http://refhub.elsevier.com/S0022-5223(18)31839-7/sref2
http://refhub.elsevier.com/S0022-5223(18)31839-7/sref2
http://crossmark.crossref.org/dialog/?doi=10.1016/j.jtcvs.2018.07.006&domain=pdf
mailto:fabio.barili@gmail.com
https://doi.org/10.1016/j.jtcvs.2018.07.006

Editorial Commentary Barili and Rinaldi

3. Eggebrecht H, Schafer U, Treede H, Boekstegers P, Babin-Ebell J, valves: results from the global valve-in-valve registry. Circulation. 2012;126:
Ferrari M, et al. Valve-in-valve transcatheter aortic valve implantation for 2335-44.
degenerated bioprosthetic heart valves. JACC Cardiovasc Interv. 2011:4: 5. Silaschi M, Wendler O, Seiffert M, Castro L, Lubos E, Schirmer J, et al. Transcath-
1218-27. eter valve-in-valve implantation versus redo surgical aortic valve replacement in
4. Dvir D, Webb J, Brecker S, Bleiziffer S, Hildick-Smith D, Colombo A, et al. patients with failed aortic bioprostheses. Interact Cardiovasc Thorac Surg.
Transcatheter aortic valve replacement for degenerative bioprosthetic surgical 2017;24:63-70.

1392 The Journal of Thoracic and Cardiovascular Surgery * October 2018


http://refhub.elsevier.com/S0022-5223(18)31839-7/sref3
http://refhub.elsevier.com/S0022-5223(18)31839-7/sref3
http://refhub.elsevier.com/S0022-5223(18)31839-7/sref3
http://refhub.elsevier.com/S0022-5223(18)31839-7/sref3
http://refhub.elsevier.com/S0022-5223(18)31839-7/sref4
http://refhub.elsevier.com/S0022-5223(18)31839-7/sref4
http://refhub.elsevier.com/S0022-5223(18)31839-7/sref4
http://refhub.elsevier.com/S0022-5223(18)31839-7/sref4
http://refhub.elsevier.com/S0022-5223(18)31839-7/sref5
http://refhub.elsevier.com/S0022-5223(18)31839-7/sref5
http://refhub.elsevier.com/S0022-5223(18)31839-7/sref5
http://refhub.elsevier.com/S0022-5223(18)31839-7/sref5

	Benchmark to avoid judgment under uncertainty in the choice
	References


