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To the Editor:
In the age of transcatheter aortic valve implantation, the

surgical aortic valve replacement is living a renovation
phase, trying to redefine its role, despite 60 years of evi-
dence.1 The rapid deployment valve (RDV) is the sole inno-
vation—besides the minimally invasive approaches—in
this field during the past years. In this context, we read
with attention the article by White and colleagues,2 which
showed no better outcome comparing RDV with standard
valves, but also does not provide information on which pa-
tients are likely to benefit from RDV.3 We would like to
point out further concepts to improve future research.

Firstly, the problem of the study population size should be
considered. Some differences, despite being present, are not
measurable because of the small sample size.4 Given some
recent evidence, the incidence of all-cause mortality 5 years
after a surgical aortic valve replacement in a population with
a mean age of 78 years (very similar to those analyzed in the
article byWhite and colleagues2) is 30.3%5 and after RDVs
is 21.9%.6 To reach a power of 0.8, the minimum sample
size to avoid a Type II error should be 856 patients (428
for each group). Indeed, the Perceval Sutureless Implant
Versus Standard Aortic Valve Replacement trial has been
designed to include 910 patients.7 This adequately powered
trial will be able to provide the definitive response concern-
ing the advantages of sutureless prostheses.

The second point begins from the only evidence on which
every prior article agrees: The benefit of reducing cardio-
pulmonary bypass and crossclamp times. Surgeons should
ask themselves:Which patient is likely to benefit of a reduc-
tion of times? As Albert Einstein stated: “Time is relative;
its only worth depends upon what we do as it is passing.”
Saving time per se might not be sufficient to show an advan-
tage, but saving time during a time-demanding procedure
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(such as minimally invasive and/or combined procedures)
could be significant. The minimally invasive approach is
associated with high levels of patient satisfaction with fewer
blood product transfusions, reduced postoperative ventila-
tion time, faster mobilization, and reduced stay in an inten-
sive care unit.8 In their article, White and colleagues2 failed
to report the incidence and type of minimally invasive ap-
proaches, such as partial upper sternotomy or right anterior
thoracotomy. As well, the type and complexity of combined
procedures (about 1 out of 3) were not reported in detail.
Finally, RDVs are apparently a good solution in case of

highly calcified annuli. A highly calcified annulus is an
important risk factor for stroke, conduction disturbances,
and annulus rupture. This is unfortunately a not measurable
(until now) condition, bringing an important bias to compar-
ative studies. Recently, the improvements in computed to-
mography imaging could bring an objectively quantitative
measure of this important variable, allowing future studies
to make groups comparable under this aspect.9

Innovations rarely allow enormous progresses, especially
if the context where they are applied had already proved
excellent results (the standard surgical aortic valve replace-
ment had proven and improved its performance over
60 years). However, innovations could allow small but
significant progress under some conditions (eg, highly
calcified sites, complex, minimally invasive, and/or time-
demanding operations).
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