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Commentary: Missing the mark
but we must keep trying
Although the shot does not hit the bull’s eye, with a
little work it will be on target.

CENTRAL MESSAGE

The rate of revascularization af-
ter aortic valve intervention is
unclear. Further insight will assist
with heart team planning, espe-
cially in the era of emerging
transcatheter therapies.
Thin X. Vo, MD, MSc, and
Fraser D. Rubens, MD, MSc, FACS, FRCSC

Decision-making regarding aortic valve prosthesis and
method of implantation at the time of aortic valve replace-
ment (AVR) has become increasingly complex and requires
the consideration of many factors. One area that remains un-
clear is the long-term rate of coronary revascularization
after AVR and how this may influence the selection of
interventions.

In this issue of JTCVS Open, Celik and colleagues1 help
illuminate the rate of coronary revascularization after surgi-
cal AVR in patients without significant coronary stenosis at
time of intervention. In their retrospective cohort study of
420 patients, they found a cumulative revascularization
rate of 6.9% at 20 years, with percutaneous coronary inter-
vention being the most common intervention (64%). The
authors suggest that these results may help provide an
approximation of the long-term revascularization rate after
transcatheter aortic valve implantation.

The authors should be commended for offering insight
on an area of limited knowledge. The cumulative revas-
cularization rate over a period of 20 years appears to
be quite low. Furthermore, a majority of these patients
only required revascularization for single-vessel disease
and in nonurgent fashion, suggesting that the burden of
coronary disease in these patients remains low over
2 decades.

These results, however, should be interpreted with
caution. The first concern is the high rate of loss to
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follow-up. Of the 2256 potentially eligible patients, only
420 were included, which probably underestimates the
burden of coronary artery disease faced by this patient pop-
ulation.2 This is important, as therewas a significant discrep-
ancy between the 2 groups. Nonfollowed patients were
older, withmore frequent degenerative tricuspid aortic valve
disease (as opposed to the greater rate of bicuspid aortic
valve disease in the followed group), factors that are likely
related to the outcome of revascularization. Therefore, the
patient population in the study of Celik and colleagues likely
does not accurately reflect even the low-risk transcatheter
aortic valve implantation population.3 From a statistical
standpoint, we are also sympathetic that due to the small
sample size, the primary outcome (time-to-first revasculari-
zation event) was infrequent (24 events) and thus the anal-
ysis may not be as credible. Likely, only 2 covariate
predictors could be reliably identified without overfitting.
Lastly, we would caution that there are also limitations to
identifying the impact of covariates with the technique of
competing risks that the authors chose. This strategy works
well in predicting outcomes, but it does not accurately iden-
tify the role of predictors. Nonetheless, their data do provide
some reassurance that in the younger patient population
requiring aortic intervention, the likelihood of requiring sur-
gery for bypass grafting in the future is probably on the lower
side. In fact, the chance of requiring reintervention for the
aortic valve over a period of 2 decades is likely greater, espe-
cially for bioprosthetic valves.4,5
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Vo and Rubens Commentary
Although they miss the bull’s eye, Celik and colleagues
do point us in the right direction and give the heart team
data to consider as we embark toward the new age of aortic
valve intervention.
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