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Main pathologies, most used imaging modalities and
treatment options for each segment of the aorta.
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Systematic Assessment of the Aortic Dimensions

*Mid-ascending, proximal arch, distal arch,
proximal-desending aorta diameters

Sinus of Valsalva diameter

Edge to outer edge Edge to inner edge
measurement measurement

Sinus to sinus measurement

Aorta length
measurement

Figure 10: Systemic assessment of aortic dimensions. (A) Maximum total aortic diameter, (B) maximum true lumen diameter, (C) minimum true lumen diameter and
(D) minimum total aortic diameter.
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max = 382 HU
avg = 311 HU
stdev = 40 HU




Les bicuspidies aortiques



Bicuspid aortic valve cortopathy (BAVA) phenotypes

Root phenotype —— Possible evolution —— Root extended phenotype

Ascending extended phenotype +—— Possible evolution 4—— Ascending phenotype
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aona
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Aortic root Aortic root
dilaton dilation

* Patients are more likely to be younger

* Patients are likely to be taller and male

+ Dilation of the sinus of Valsalve and aortic regurgitation often in parallel
+ Present right-left cusp fusion

+ Rare with right-noncoronary cusp fusion

Aortic arch dilation past
brachiccaphalic trunk

Tubular

aora Tubular
ditation aorta

dilation

sino-tubular,

» Patients are more likely to be older

+ Pathology not limited to either sex

« Associated with cortic stenosis and hypertension

+ Present right-left cusp fusion and right-noncoronary cusp fusion




Recommendations for BAV Aortopathy Interventions: Replacement of
the Aorta in Patients With BAV
Referenced studies that support the recommendations are

summarized in the

In patients with a BAV and a diameter of
the aortic root, ascending aorta, or both

of 25.b cm, surgery to replace the aortic
root, ascending aorta, or both is recom-

mended."?

In patients with a BAV and a cross-sectional
aortic root or ascending aortic area (cm®) to
height (m) ratio of =210 em?/m, surgery to
replace the aortic root, ascending aorta, or
both is reasonable, when performed by expe-
rienced surgeons in a Multidisciplinary Aortic
Team.®*

In patients with a BAV, a diameter of the aortic
root or ascending aorta of 5.0 cm to b.4 cm,
and an additional risk factor for aortic dissec-
tion (Table 14), surgery to replace the aortic
root, ascending aorta, or both is reasonable,
when performed by experienced surgeons in a
Multidisciplinary Aortic Team.!®

In patients with a BAV who are undergoing
surgical aortic valve repair or replacement,
and who have a diameter of the aortic root

or ascending aorta of 24.5 cm, concomitant
replacement of the aortic root, ascending
aorta, or both is reasonable, when performed
by experienced surgeons in a Multidisciplinary
Aortic Team.'®

In patients with a BAV, a diameter of the aortic
root or ascending aorta of 5.0 cm to 5.4 cm,
no other risk factors for aortic dissection
(Table 14), and at low surgical risk, surgery

to replace the aortic root, ascending aorta, or
both may be reasonable, when performed by
experienced surgeons in a Multidisciplinary
Aortic Team.'?®

Table 14. Risk Factors for Aortic Dissection

Family history of aortic dissection

Aortic growth rate 20.3 cm/y

Aortic coarctation

“Root phenotype” aortopathy

Petite taille: SAo/Taille; >10 crd/m




Thresholds for intervention in aortic root and ascending aortic aneurysm

‘ | Bicuspid aortic valve (BAV)

Tricuspid aortic valve (TAV)

w w -,
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Aortic root

Recommendation Table 22: Therapeutic options: aortic root

Recommendations

For aortic dilatations and aneurysms
involving the aortic root with a struc-
turally diseased aortic valve, replace-
ment of the aortic valve and sinuses
with coronary ostia direct reimplanta-
tion (modified Bentall operation) is
recommended.

[559-561]

Valve-sparing root replacement
should be considered for patients
with a non-diseased tricuspid aortic
valve and dilated root, especially
young patients, if performed by expe-
rienced surgeons.

[562, 563]

Valve-sparing root replacement may
be considered for patients with a non-
diseased bicuspid aortic valve and
dilated root if performed by surgeons
with specific expertise in aortic valve
repair.




Les syndromes aortiques aigus



Aortic Intramural Penetrating
dissection hematoma atherosclerotic
ulcer




TEM Aortic Dissection Classification T Type

The classification is based on the modified
Stanford clossification that includes type,
location of the primary entry tear (entry
location) and malperfusion status (TEM)

Type A Type B non-A
gortic gortic non-B
dissection dissection gpmc .
ssection
EO E1 E2 E3 e
noentry ascending aortic descending
detectoble ocorto arch aorta
E Entrylocation
EO 3 E2 E3 E0) E3 EO E2) (€3)
o MO no malperfusion - A
(#) with clinical symptoms
M1 coronary
Entry o linicol
lacoticn M2 supraaortic (=) without clinical symptoms
] M3 spinal, visceral, renal, iliac

Figure 6: Type, entry, malperfusion classification for acute aortic dissection. TEM: type, entry, malperfusion.



Acute aortic dissection type A
Conceptual approach

TEMtype A
E1

Emergent ascending Emergent ascending
and hemiarch and hemiarch
replacement replacement

Figure 11: Extent of treatment for acute type A aortic dissection. EQ, no entry visible; E1, ascending entry; E2, arch entry; E3 descending entry; FET: frozen elephant

trunk; LSA: left subclavian artery; TEM: type, entry, malperfusion.
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Type A intramural haematoma.

Recommendation Table 8: Acute aortic diseases: type A

intramural haematoma

Recommendations

Class®

In patients with acute type A IMH
with complications or high-risk fea-
tures, emergency surgery is
recommended.

imaging may be considered in
patients with type A IMH in the
absence of high-risk features.

Optimal medical therapies and serial

Level®

Ref”

283,
287-290]

tear in the descending aorta, TEVAR
may be considered in addition to
OMT in spedalized centres.

In selected patients with acute type A
IMH without high-risk features but a

Table 4: High-risk features in intramural haematomas

Age >70vyears [293, 294]

Initial aortic diameter >45 mm [293, 295]

Mean aortic diameter growth rate >5 mmy/year [296]

Wall thickness of involved segment >10 mm [297]

Pleural effusion based on Hounsfield units [298, 299]

Presence of aortic ulcer or ulcer-like projection [294, 300]




Penetrating Atherosclerotic Ulcer (PAU)

Atherosclerotic
vlcer

Hematoma

b

Penetrating atherosclerotic ulcer.

Recommendation Table 10: Acute aortic diseases: penetrat-
ing atherosclerotic ulcer

Recommendations

In patients with PAUs in the ascending aorta
and the presence of IMH or rupture, urgent
aortic repair is recommended.

In patients with high-risk PAUs located in
the distal arch or descending aorta, TEVAR
should be considered if anatomically
suitable.

In patients with high-risk PAUs located in
the distal arch or descending aorta unsuit-
able for TEVAR, open surgical repair should
be considered after careful evaluation of
operative risk.
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Marfan Syndrome

Recommendations for Marfan Syndrome Interventions: Replacement of
the Aortic Root in Patients With Marfan Syndrome

Referenced studies that support the recommendations are

2a

summarized in the

C-LD

Recommendations

1.

In patients with Marfan syndrome and an
aortic root diameter of =5.0 cm, surgery to
replace the aortic root and ascending aorta is
recommended.'

In patients with Marfan syndrome, an aortic
root diameter of 4.5 cm, and features associ-
ated with an increased risk of aortic dissection
(see Table 10), surgery to replace the aortic
root and ascending aorta is reasonable, when
performed by experienced surgeons in a Mul-
tidisciplinary Aortic Team.'3#

Table 10. Features Associated With Increased Risk of Aortic
Complications in Marfan Syndrome

Family history of aortic dissection

Rapid aortic growth (=0.3 cm/y)

In patients with Marfan syndrome and a maxi-
mal cross-sectional aortic root area (cm?2)

to patient height (m) ratio of =10, surgery to
replace the aortic root and ascending aorta is
reasonable, when performed by experienced
surgeons in a Multidisciplinary Aortic Team.®

Diffuse aortic root and ascending aortic dilation'*

Marked vertebral arterial tortuosity'®

2b

C-LD

In patients with Marfan syndrome and an aor-
tic diameter approaching surgical threshold,
who are candidates for valve-sparing root
replacement (VSRR) and have a very low
surgical risk, surgery fo replace the aortic root
and ascending aorta may be reasonable when
performed by experienced surgeons in a Mul-
tidisciplinary Aortic Team.>*




Recommendation Table 16: Heritable thoracic aortic disease

Recommendations

Genetic testing is recommended in
patients with thoracic aortic disease
<60vyears of age, family history of TAD,
arterial aneurysms in other segments and
those with syndromic features.

Testing of family members is recom-
mended by simpler, more cost-efficient
Sanger sequencing of only the suspect
genetic area.

Marfan syndrome

In patients with Marfan syndrome, surgery
on the aortic root or ascending aorta is rec-
ommended at a diameter of >50 mm.

[374, 375]

In patients with Marfan syndrome and
high-risk features,* surgery on the aortic
root or ascending aorta should be con-
sidered at a diameter of >45 mm.

[374, 375]

In patients with Marfan syndrome with-
out high-risk features with a high likeli-
hood of undergoing valve-sparing aortic
root replacement and very low surgical
risk, surgery on the aortic root or ascend-
ing aorta may be considered at a diame-
ter of >45 mm when performed by an
experienced aortic team.

b C -

In patients with Marfan syndrome, sur-
gery of the aortic arch, descending thora-
cic aorta or abdominal aorta should be
considered at a diameter of >50 mm of
the respective aortic segment.

lla C -

Loeys-Dietz syndrome

In patients with Loeys-Dietz syndrome,
indication for surgery is recommended
based on the specific genetic variant,
aortic diameter, aortic growth rate, family
history, history of aortic events, patient
age and other individual patient-related
factors and discussed by a multidiscipli-
nary aortic team.

In patients with Loeys-Dietz syndrome
attributable to a pathogenic variant in
TGFBR1 or TGFBRZ, surgery on the aortic
root or ascending aorta is recommended
at a diameter of >45 mm.

In patients with Loeys-Dietz syndrome
attributable to a pathogenic variant in
TGFBR1 and high-risk features,* surgery
on the aortic root or ascending aorta
may be considered at a diameter of
>40mm.

b

In patients with Loeys-Dietz syndrome
attributable to a pathogenic variant in
TGFBR2 and high-risk features,” surgery
on the aortic root or ascending aorta
should be considered at a diameter of
40 mm.

In patients with Loeys-Dietz syndrome
attributable to a pathogenic variant in
TGFB3, surgery on the aortic root or
ascending aorta may be considered ata
diameter of 250 mm.

b

In patients with Loeys-Dietz syndrome
attributable to a pathogenic variant in
SMAD3, surgery on the aortic root or
ascending aorta should be considered at
adiameter of >45 mm.

In patients with Loeys-Dietz syndrome
attributable to a pathogenic variant in
TGFBR1, TGFBR2 or SMAD3, surgery to
replace the intact aortic arch, descending
aorta or abdominal aorta at a diameter of
>45mm may be considered.

b

In patients with Loeys-Dietz syndrome
attributable to a pathogenic variant in
SMAD2 or TGFB2, surgery on the aortic
root or ascending aorta may be consid-
ered at a diameter of 245 mm.

lib




Table 13. Surgical Thresholds for Prophylactic Aortic Root and Ascending Aortic Re-
placement in Nonsyndromic Heritable Thoracic Aortic Disease Based on the Genetic
Variant and Additional Risk Factors for Aortic Dissection

COR* LOE* Genetic Variant Risk Factors Aortic Diameter (cm)
2a C-LD ACTAZ No >4.5

2b C-EO ACTA2 Yest >4.2

2b C-LD PRKG1 No >4.2

2b C-EO PRKGT Yest >4.01

*Patient has risk factors for aortic dissection (family history of type A aortic dissection with minimal aortic en-
largement, aortic growth rate >0.3 cm/y) or significant valve disease requiring surgery.

tEarlier surgery may be considered in patients with a family history of type A aortic dissection in the setting of
no or minimal aortic dilation, aortic growth rate >0.3 cm/y, or at the patient’s request.

Colors correspond to COR and LOE in Table 2.
COR indicates class of recommendation; and LOE, level of evidence.



Turner



Recommendations for Diagnostic Testing, Surveillance, and Surgical

Intervention for Aortic Dilation in Turner Syndrome (Continued)

COR

LOE

Recommendations

C-EO

5.

In patients with Turner syndrome and risk
factors for aortic dissection (Table 12), surveil-
lance aortic imaging at an interval depending
on the aortic diameter, AS|, and aortic growth
rate is recommended (Figure 18).°

2a

C-LD

2b

C-EO

In patients with Turnery syndrome who are

215 years old and have an ASI| of 226 cm/m?
plus risk factors for aortic dissection (Table
12), surgical intervention to replace the aortic
root, ascending aorta, or both is reasonable ®'?

In those without risk factors for aortic
dissection, surgical intervention to replace the
aortic root, ascending aorta, or both may be
considered.

Table 12. Risk Factors for Aortic Dissection in Patients With
Turner Syndrome

Aortic coarctation

Aortic dilation

Bicuspid aortic valve

Hypertension

ASI=

mavaortic diam (cm)/BSA




Quelle Chirurgie ?
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AMedian age : 53 (1180)

A 70% men
AAsymptomatic : 191 (64%)
ANYHA Il & IV: 11 (3.6%)
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AMedian Aorta Diameter (mm) : 52 (4082)



ABicuspidvalve:

AMarfan:

AAcute type A dissection :

ARedo(Ross):

AChronicdissection:

57 (19%)

18 (6%)

10 (3.3%)

7 (2,8%)

2 (0,8%)



Results



ATricuspidaortic valve repair

AFreemarginplication
A Commisuroplasty

A Pericardialpatch
ABicuspidaortic valve repair

AFreemarginplication
A Commisuroplasty

APericardialpatch

n=243

4 %

5%

0.4%

n=57

12%

9%

2%



AMedian time follow up (years 7.1 (4.311.5/max 19.5)

AL ostfor follow up 5 (1.7%)



P
DAVID PROCEDURE

n =300
o
A~ 7 N

Lost to follow-up

EARLY OUTCOMES n=5(1.7%) LATE OUTCOMES
\I/ N
Mortality Reoperations Mortality Reoperations
n=3(1%) n=15(5%) n=26 n=22
Valve-related Non-valve-related Cardiac-related Valve-related Non-valve-related
n=0 n =15 (5%) n=9 n=19 n=3
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Chest exploration for bleeding Non-cardiac-related Prosthetic AVR
n =14 (4.6%) n=17 n=15
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Riskdactorsfor AR>2

Variable HR Cl195%

PreoperativeARX H 1.782 [1.352-2.350] 0.0001

Ventriculo-aortic junction diameterxx H @ 3Y3Y9 [1.7266.616] 0.0004




David procedure: a 21-year experience with 300 patients

Retrospectlve single center study

O=-=<>»0

mICOmMOOID

Operated from 1998 to 2019

For aortic root aneurysm
Tricuspid aortic valve, n = 243
Bicuspid aortic valve, n =57

reintervention = 92.5%

Predictive factors

- associated with
1% early mortality /. postoperative Al= 2
in multivariate analysis
No early valve-related

reoperation \
19 late valve-related 3 %55« preoperative Alz 2
reintewentions ; ‘.. s . HR 1.782 [1.352-2.350]
Alf bl ], \ \ P<0.001
‘S‘:Jr:?vm ':2_9% . Ventriculo-aortic junction
E S P e, U diameter > 29 mm
- Freedom from valve-related HR 3.379 [1.726-6.616]

P<0.001

The David procedure provides excellent outcomes in selected patients

THE ANNALS OF
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Manganiello et al, 2021
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| faut remplacer la valve aortique
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Quelle survie apres une chirurgie
de la valve aortique ?
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Loss In Life Expectancy After o
Surgical Aortic Valve Replacement -

SWEDEHEART Study

Natalie Glaser, MD, PuD,*" Michael Persson, MD,”“ Veronica Jackson, MD, PuD,” Martin J. Holzmann, MD, PuD,%*
Anders Franco-Cereceda, MD, PuD,"”“ Ulrik Sartipy, MD, PuD"*



TABLE 1 Baseline Characteristics in 23,528 Patients Who
Underwent Aortic Valve Replacement in Sweden Between

1995 and 2013

Age, yrs
Female
Civil status

Mot married or cohabiting

Household disposable income, kSEK

Education, yrs
<10
10-12
=12
Region of birth
Non-MNordic countries
Biological valve prosthesis
Body mass index, kg/m?
Diabetes mellitus
Atrial fibrillation
Hypertension
Hyperlipidemia
Stroke
Peripheral vascular disease
Chronic pulmonary disease
Prior myocardial infarction
Prior PCI
Prior major bleeding event
Alcohol dependency
Liver disease
Cancer
eGFR, ml/min/1.73 m*
=60
45-60
30-45
15-30
<15 or dialysis

70.7 £10.8
9,296 (39.5)

6,937 (29.5)
213 (145, 310)

8,096 (47.6)
6,107 (35.9)
2,815 (16.5)

979 (5.2)
15,692 (66.7)
267+ 4.4
3,991 (17.0)
3,328 (04.1)
5717 (24.3)
2,230 (9.5)
2,240 (9.5)
1,466 (6.2)
1,752 (7.4)
3,522 (15.0)
1,929 (8.2)
1,205 (5.1)
383 (1.6)
206 (0.9)
1,762 (7.5)

13,140 (66.8)
4,291 (21.8)
1,724 (8.8)

317 (1.6)
201 (1.0)

Heart failure
Left ventricular ejection fraction, %

=50
30-49
=30

Isolated AVR
Year of surgery

1995-2000
2001-2006
2007-2013

4,494 (19.1)

10,187 (72.8)
3,004 (21.5)
799 (5.7)
13,727 (58.3)

7,403 (31.5)
7,030 (29.9)
9,095 (38.7)
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underwent aortic valve replacement in Sweden between 1995 and 2013.
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Figure 1. All-Cause Mortality

Mean Ross AVR IRRIV, Random
Study or Subgroup Follow-up,y log (IRR) SE Total Total (95%Cl)
Randomized trial
Doss et al, 26 2005 1.0 0.6931 1.2247 20 20 2.00(0.18-22.05)
5ubtotal (95% CI) 20 20 2.00(0.18-22.05)
Heterogeneity: not applicable
Test for overall effect: z=0.57 (P=.57)
Matched fadjusted observational
Jagaers et al, 2’ 1998 1.7 -0.4185 1.5492 22 27 066 (0.03-13.71)
Concha et al,3? 2005 25 -1.4023 1.1180 63 62 0.25(0.03-2.20)
Andreas et al, 32 2014 8.9 -0.9555 04015 159 173 0.38 (0.17-0.85)
Mazine et al,3* 2016 14.0 -0.4415 03498 208 208 0.64(0.32-1.28)
Sharabiani et al, 34 2016 5.3 -0.8544 0.5380 224 468 0.43(0.15-1.22)
Buratto et al,3® 2018 10.0 -1.0986 04644 275 275 0.33(0.13-0.83)
Subtotal (95% CI) 951 1213 0.45(0.30-0.67)
Heterogeneity: 12 =0.00: ¥2=1.97, df =5 (P=.85): 2= 0%
Test for overall effect: z=3.88 (P <.001)
Unmatched/unadjusted observational
Akhyari et al, 3% 2009 3.7 07742 1.6330 18 20 0.46(0.02-11.32)
Klieverik et al,3” 2006 7.0 -1.4250 0.6567 81 204 0.24(0.07-0.87)
Zsolt et al, 3% 2008 5.4 -1.8140 1.5492 17 17 0.16(0.01-3.40)
Mokhles et al, 31 2011 6.0 0.3706e 03469 925 408 1.45(0.73-2.86)
Subtotal (95% CI) 1041 649 0.53(0.15-1.91)
Heterogeneity: 12 =0.88: ¥2=7.30, df =3 (P=.06): 12=50%
Test for overall effect: z=0.97 (P=.323)
Total (95% CI) 2012 1882 0.54(0.35-0.82)

Heterogeneity: t2=0.13: ¥2=13.95, df=10(P=.18): I?=28%
Test for overall effect: z=2.85 (P=.004)
Test for subgroup differences: ¥2=1.47: df=2 (P=.48): 1=0%
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At 15 years, the cumulative incidence of all-cause mortality is significantly lower after the Ross procedure (gray) compared with biological
aortic valve replacement (blue) (HR: 0.42; P= 0.003) or mechanical aortic valve replacement (red) (HR: 0.45; P= 0.0086). Survival after the
Ross procedure is equivalent to that of the age-, sex-, and race-matched U.S. general population (purple).
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Group 10 years 20 years
o BioAVR 9.7% (51%-17.8%) 25.1% (15.5%-39.0%)
35% 1  Ross 31% (1.0%-9.2%) 9.6% (4.4%-20.3%)
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Figure 3. Stroke at Follow-up

Mean Ross AVR IRR IV, Random
Study or Subgroup Follow-up, ¥y log (IRR) SE Total Total (95%CI)
Randomized clinical trial
Doss et al,26 2005 1.0 1.0986 1.633 20 20 3.00(0.12-73.64)
Subtotal (95% CI) 20 20 3.00(0.12-73.64)
Heterogeneity: not applicable
Test for overall effect: z=0.67 (F=.50)
Matched/adjusted observational
Jaggers et al, 27 1998 1.7 0.0924 1.633 22 27 1.10(0.04-26.92)
Concha et al,3? 2005 25 -1.1651 1.633 62 58 0.31(0.01-7.66)
Mazine et al,3? 2016 14.0 -1.7579 0.810 207 207 0.17 (0.04-0.84)
Subtotal (95% CI) 291 292 0.26(0.07-0.95)
Heterogeneity: 2 =0.00: ¥2=1.05, df =2 (P=.50): I2= 0%
Test for overall effect: z=2.04 (F=.04)
Unmatched/unadjusted observational
Andreas et al, 32 2014 8.9 -2.4364 1.0488 15 171 0.09(0.01-0.68)
Subtotal (95% CI) 156 171 0.09(0.01-0.68)
Heterogeneity: not applicable
Test for overall effect: z=2.32 (F=.02)
Total (95% CI) 467 483  0.26 (0.09-0.80)

Heterogeneity: 12=0.14: ¥2=4.37, df=4 (P=.36): P=8%
Test for overall effect: z=2.35 (P=.02)
Test for subgroup differences: ¥2=3.32: df=2 (P=.19): I21=39.8%

Favors : Favors
Ross Autograft | Mechanical AVR

Weight,

—— T E— 114

11.4

114
— 114
= 40.1
e —— 62.8
= 25.8
e 25.8
s 100.0

0.001 0.1 1 10 100

IRR IV, Random Effects, (95% C)

MazineA JAMA:2018



FIGURE 4 Cumulative Incidence of Thromboembolic Events
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FIGURE 2 Long-Term Cumulative Incdidence of Stroke
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At 15 years, the cumulative incidence of stroke after mechanical aortic valve replacement (red) is 4.8%, which is significantly higher than that

observed after biological aortic valve replacement (blue) (3.3%) or the Ross procedure (gray) (2.1%).
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FIGURE 3 Long-Term Cumulative Incidence of Major Bleeding
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Figure 4. Major Bleeding at Follow-up

Mean Ross AVR  IRR IV, Random Favors | Favors Weight,
Study or Subgroup Follow-up, ¥y log (IRR) SE Total Total (95% Cl) Ross Autograft Mechanical AVR 4
Randomized clinical trial
Doss et al, 28 2005 1.0 -1.0986 1.6330 20 200 0.33(0.01-8.18) = 1.5
Subtotal (95% CI) 20 20 0.33(0.01-8.18) *— 1.5

Heterogeneity: not applicable
Test for overall effect: z=0.67 (P=.50)
Matched/fadjusted observational

Jaggers et al,27 1998 1.7 0.0924 16330 22 27 1.10(0.04-26.92) . 7.5
Concha et al, 30 2005 2.5 -2.2637 14907 &2 58 0.10(0.01-1.93) = . 9.0
Mokhles et al,3! 2011 6.0 -0.8487 0.8165 253 253 0.43(0.09-2.12) o— 30.1
Mazine et al,?3 2016 14.0 -3.7656 1.4292 207 207 0.02(0.00-0.38) <= 0.8

Subtotal (95% CI) 544 545 0.21(0.05-0.93) -*- 56.4
Heterogeneity: 12=.75: ¥2=4.36, df =3 (P=.23): I?=31%
Test for overall effect: z=2.06 (P=.04)

Unmatched/unadjusted observational

Klieverik et al, 37 2006 7.0 23327 14475 79 200 0.10(0.01-166) < . ; 9.6
Zsolt et al,3® 2008 5.4 -1.3032 16330 17 17 0.27(0.01-6.67) : 7.5
Andreas et al, 32 2014 8.9 -3.0242 10274 156 171 0.05(0.01-0.36) =« = 19.0
Subtotal (95% CI) 252 388 0.08(0.02-0.36) —— 36.1

Heterogeneity: 12=0.00: 2 =0.81, df =2 (P=.67): F=0%
Test for overall effect: z=3.33 (P<.001)
Total (95% CI) 816 953 0.7 (0.07-0.40) * 100.0
Heterogeneity: 12=0.00: 2 =6.52, df=7 (P=.48): I7=0% :
Test for overall effect: z=4.02 (P=.001)
Test for subgroup differences: x2=1.01: df=2 (P=.60); I2=0% :
0.001 I:I.Il JI. ll'I] lII}I]
IRR IV, Random Effects, (95% CI)

MazineA JAMA:2018




FIGURE 5 Long-Term Cumulative Incidence of Endocarditis

15 +

o

Cumulative Incidence of Infective
Endocarditis (%)

b
0
Years Since Surgery
Number at Risk
— Bioprosthetic 434 375 275 109
- == Mechanical 434 366 281 127
------ Ross 434 372 293 128

ElHamamsyWACC 2022,



FIGURE 5 Cumulative Incidence of Permanent Pacemaker Implantation
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