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Innovations in Aortic Valve Replacement
A Comprehensive Overview of the Intuity Rapid Deployment Valve
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Abstract: Rapid deployment/sutureless (RDS) valves have recently emerged as
an innovative surgical solution, providing an alternative to traditional methods
of surgical aortic valve replacement (SAVR) by eliminating the need for suture
placement and tying. This innovation leads to a reduction in aortic crossclamp
and cardiopulmonary bypass times, enhancing the efficiency of the procedure.
Among the 2 available RDS valves, the Edwards Intuity valve in particular has
been demonstrated to be a particularly promising substitute in the field of SAVR.
The Intuity valve distinguishes itself from other RDS and conventional valves by
yielding superior outcomes, such as a significant reduction in mortality, increase
in the longevity of the valve, and a marked decrease in both mean and peak trans-
valvular pressure gradients. These benefits collectively contribute to its appeal
as a favorable new solution. However, further investigation is needed to conclu-
sively determine the long-term outcomes and safety of RDS valves. Nevertheless,
the utilization of the Intuity valve presents an exciting solution to the existing
limitations of conventional and minimally invasive SAVR, especially for patients
afflicted with severe aortic stenosis.

Key Words: aortic valve replacement, rapid deployment valve, Intuity,
clinical outcomes, cardiac surgery

(Cardiology in Review 2026;34: 30-39)

H istorically, patients with severe aortic stenosis (AS) who were
older, frail, had multiple comorbidities, or a decreased left
ventricular ejection fraction were often considered unsuitable for
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Rapid deployment valves have had a significant impact on minimally invasive and
complex cardiac surgery. There is mounting evidence supporting the safety and
efficacy of the Intuity bioprosthetic valve. There is also data suggesting that the
valve has shown a decreased need for permanent pacemaker implantation in
comparison to other rapid deployment valves. Therefore, it should be consid-
ered for deployment in the appropriately selected patients to reduce the risk of
requiring a permanent pacemaker.
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surgical aortic valve replacement (SAVR).'? Transcatheter aor-
tic valve implantation (TAVI) was developed as an alternative for
these patients and has demonstrated favorable outcomes, including a
26.8% decrease in mortality compared to conservative management
amongst inoperable patients.>* On the other hand, TAVI is associ-
ated with higher rates of vascular complications, paravalvular leak,
stroke, and long-term valve durability.>'

Rapid deployment/sutureless (RDS) aortic valves have emerged
as a relatively new surgical option that eliminates the need for suture
placement and tying. The concept of sutureless valves originated in
the early 1960s but was discontinued due to severe complications
such as paravalvular leakage and valve-related thromboembolisms.!!
RDS valves are pericardial aortic prostheses that anchor within the
aortic annulus using no more than 3 sutures, although it is worth
mentioning that in clinical practice, the use of more than 3 sutures
is a common occurrence.'>!* They can be implanted using either full
sternotomy or minimally invasive approaches, such as right anterior
minithoracotomy (RAMT) or upper ministernotomy, according to
surgeon preference.'* The RDS valve prostheses aim to reduce aortic
crossclamp and cardiopulmonary bypass time due to the sutureless
nature of the valves. After cardioplegia and subsequent aortotomy,
the diseased aortic valve leaflets are excised, and the annulus is decal-
cified. The RDS valves are then sized and implanted using delivery
systems, facilitating a faster operation.>!s

The Edwards Intuity valve (developed by Edwards Life-
sciences, [rvine) is one of the 2 types of RDS valves that are currently
available on the market (the other being the Perceval valve developed
by LivaNova, London, UK). This pericardial, stented aortic bioproth-
esis requires 3 guiding sutures for its implantation. Once implanted,
the valve features intra-annular and subannular balloon-expandable
cloth-covered frames that expand the left ventricular outflow tract and
stabilize the valve in position.'® The Intuity valve has shown superior
outcomes compared to other RDS valves, including improved dura-
bility and a significant reduction in mean and peak aortic valve pres-
sure gradients.'”!¥ This review aims to summarize the latest literature
on the utility of the Intuity prosthetic valve in SAVR, comparing its
performance and outcomes with those of conventional valves and
other RDS valves.

APPLICATION OF RAPID DEPLOYMENT/SUTURELESS
VALVES

Conventional Surgical Aortic Valve Replacement

Conventional SAVR refers to SAVR done through a median
sternotomy using either biological or mechanical prostheses and
remains the gold standard for AS patients at low-to-medium surgi-
cal risk."* The American Heart Association guidelines recommend
conventional SAVR over TAVI in patients younger than 65 years of
age, primarily due to concerns regarding long-term valve durability
of TAVL.>! However, the suitability of conventional SAVR in high-
risk patients remains unclear and is discussed further below.
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Intuity Rapid Deployment Valve

Technological advancements have led to the introduction
of RDS valves, representing a minimally invasive alternative that
eliminates the need for suture placement and tying.> Moreover, the
deployment and delivery mechanisms of RDS valve prostheses are
exceptionally swift following excision of the diseased valve.?? Conse-
quently, RDS valves display potential for use in conventional SAVR
for high-risk patients, as supported by recent data.

In a retrospective study of 979 patients, Ranucci et al* demon-
strated that RDS valves induced a greater clinical benefit in patients
with a left ventricular ejection fraction <40% and diabetic patients,
due to reduced aortic crossclamp time. These findings suggest that
RDS-SAVR may be particularly advantageous for populations at
high risk of systolic dysfunction. A meta-analysis by Phan et al**
revealed that the use of the RDS valve allowed for half the regular
aortic crossclamp and cardiopulmonary bypass time, with improved
prognosis in elderly and high-risk patients. This finding of improved
aortic crossclamp and cardiopulmonary bypass time, both of which
are independent risk factors for postoperative morbidity and mor-
tality,>2¢ is consistent among several studies.??*?7» Additionally,
Berretta et al® proposed that RDS-SAVR may be especially helpful in
high-risk patients who need SAVR with concomitant cardiac surgery
or complex operations, in order to minimize operation duration and
maximize results.

While the original sutureless valve was invented in the early
1960s, subsequent advancements have let to the creation of the
Edwards Intuity valve. Unlike other RDS valves, the Edwards Intuity
valve uses a sealing frame to anchor and seal the valve following
resection of the diseased native aortic valve.” Fixation of the valve
relies on contact with the walls of the left ventricular outflow tract,
necessitating a smooth, pliable, and stable surface area in the region
immediately below the valve leaflet insertion.?

Several studies have examined the safety, feasibility, and
efficacy of the Edwards Intuity valve in SAVR.*3* One such
study is the TRITON trial (Surgical Treatment of Aortic Stenosis
with a Next Generation Surgical Aortic Valve, ClinicalTrials.gov
identifier: NCT01445171°°) conducted in 2013. A total of 146
patients were studied (mean age 75.5+6.7 years), with 69.9% of
patients undergoing conventional SAVR via median sternotomy,
29.5% via an upper hemisternotomy, and 0.7% via a RAMT. The
procedure was found to be successful in 97.3% of patients. Fur-
thermore, valve-related mortality was found to be just 1.9%, with
75.0% of the remaining patients showing continued improvement
and 21.9% remained in the same NYHA class. Additionally, only
1 out of 146 patients (0.8%) developed valve-related conduc-
tion abnormalities postoperatively. Furthermore, 1 out of 146
patients (0.9%) developed a paravalvular leak (>1+). Early valve-
related mortality (<30 days) was 1.4%, while late mortality (>30
days) was 1.9%. The TRITON trial identified that patients who
underwent Edwards Intuity valve implantation had significantly
reduced aortic crossclamp and cardiopulmonary bypass times
in comparison to conventional aortic valve replacement, as well
as improved cardiac hemodynamic performance as measured on
echocardiography. However, the TRITON trial also reported that
while the <30-day valve-related postoperative permanent pace-
maker implantation rate in patients with no previous conduction
abnormalities (n = 102) was 0%, it was an alarming 17.9% in
those with previous conduction abnormalities (n = 39). The same
parameters measured at >30 days showed valve-related postop-
erative permanent pacemaker implantation in patients with no
baseline conduction abnormalities to be increased by only 1%,
and 0% among those with previous conduction abnormalities.
This rate is quite high in contract to the rate of 5% reported by
the European trials on the Edwards Intuity valve.** While the
exact reason for this finding is unclear, it may be owed to the
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high prevalence (nearly 30%) of preoperative conduction abnor-
malities present in patients enrolled in the study.

Similar outcomes were reported by the TRANSFORM (Mul-
ticenter Experience With Rapid Deployment Edwards Intuity Valve
System for Aortic Valve Replacement) trial conducted by Barnhart et
al,’! which had a 95% technical success rate. In the TRANSFORM
trial, 59% of patients underwent a full sternotomy, while the other
41% underwent a minimally invasive procedure. Furthermore, early
valve-related mortality (<30 days) was 0.5%, and late valve-related
mortality was 0.99%. At 1-year postoperatively, the mean pressure
gradient was 10.3mm Hg, while moderate and severe paravalvular
leak was as low as 1.2% and 0.4%, respectively. Akin to the TRITON
trial, the TRANSFORM trial also concluded that the Edwards Intu-
ity valve showed reduced aortic crossclamp and cardiopulmonary
bypass times and has exceptional hemodynamic performance. How-
ever, the TRANSFORM trial also reports a new pacemaker implan-
tation rate of 11.9%—again a relatively high rate.

While these trials support the notion that RDS valves, specif-
ically the Edwards Intuity valve, may be safer for elderly, high-risk,
and conventional SAVR-ineligible patients, their safety in patients
with preexisting conduction abnormalities must be evaluated. It is
proposed that in patients with baseline conduction abnormalities,
the Edwards Intuity valve’s balloon-expandable frame may cause
greater radial force inside the LVOT than a conventional valve,
thereby increasing the likelihood of pacemaker implantation. Further
research is needed to address why this valve seems to be associated
with such a risk.

Minimally Invasive Aortic Valve Replacement

Minimally invasive SAVR (MI-SAVR) encompasses various
techniques, with the majority of cases employing upper hemister-
notomy or RAMT approaches.’> While the use of upper hemister-
notomy is on the rise, RAMT remains less common.*® Both methods
minimize surgical trauma and enhance surgical exposure for valve
replacement.’” MI-SAVR is associated with reduced intraoperative
bleeding, shorter intensive care unit and hospital stays, and a shorter
duration of postoperative mechanical ventilation. However, some
have found that it may lead to longer operative times.> In this regard,
the use of RDS valves holds the promise of mitigating the prolon-
gation of operative times associated with MI-SAVR. Despite this
potential advantage, the use of MI-SAVR with RDS valves has for a
long time been limited within the cardiac surgery community due to
the lack of long-term clinical trials conclusively demonstrating their
benefit over other valve types for particular patient populations.®®3*

However, evidence supporting the use of RDS valves in
MI-SAVR has accrued in recent years. Wiedemann et al'* reported
excellent surgical outcomes with the Intuity prosthetic valve in
MI-SAVR using a RAMT approach and reported survival rates of
99%, 98%, and 93% at 6 months, 1-year, and 3 years, respectively.
Furthermore, Glauber et al* report a survival rate of 91.54% at the
S-year mark, with 5 explants reported, 3 of which were due to endo-
carditis, while the other 2 were due to nonstructural valve dysfunc-
tion. In another study by Berretta et al,*® 1935 patients underwent
sutureless and rapid deployment AVR, of which 1418 (73.3%) under-
went MI interventions. An upper ministernotomy was the approach
used in 56.4% (n = 800) of patients, and anterior right thoracotomy
in the other 43.6% (n = 618). Of those 1418 patients, Perceval valves
were used in 1011 (71.3%) and Intuity valves were used in 407
(28.7%) patients. The study shows a total pacemaker implantation
rate of 9% that significantly decreased over the course of the obser-
vational period from 20.6% to 5.6% (P = 0.002). Furthermore, the
study showed that the Perceval valve was associated with a shorter
intraoperative period, while the Intuity valve showed better postoper-
ative hemodynamic parameters.
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The TRITON trial discusses similar outcomes of MI-SAVR.
A minimally invasive approach was used in 30.1% of patients, with
48.8% of them being isolated AVR. The TRITON trial concluded sim-
ilar deductions; the Edwards Intuity valve provides valuable utility
in minimally invasive surgery, while simultaneously reducing aortic
crossclamp and cardiopulmonary bypass times.** In the TRANSFOR
trial on the other hand, 41% of patients underwent minimally inva-
sive surgery, demonstrating an aortic crossclamp time of 63.1+25.4
minutes, and a cardiopulmonary bypass time of 84.6+33.5 minutes,
with the Edwards Intuity valve in MI-SAVR. These were found to
be shorter aortic crossclamp and cardiopulmonary bypass times in
comparison to the MI-SAVR comparators from the Society of Tho-
racic Surgeons database, which showed an aortic crossclamp time of
82.9 minutes, and a cardiopulmonary bypass time of 111.4 minutes.>!

Other comprehensive studies have also extensively explored
the utilization of RDS in MI-SAVR procedures.*>* Considering
this, Beretta et al.*® suggested that large-scale evidence supports the
preference for utilization of RDS valves as the primary approach
in MI-SAVR. However, it is noteworthy to add that, to date, most
studies exploring the utilization of RDS in MI-SAVR procedures
have been noncontrolled and often noncomparative studies. Further
research is needed to determine the exactness of the superiority of
RDS valves in MI-SAVR.

Concomitant Procedures

RDS valves provide a surgical alternative for patients who
might otherwise be ineligible for surgery due to extended operative
times.*!' Procedures that often require longer-than-anticipated opera-
tive times include those performed on patients undergoing simulta-
neous procedures alongside SAVR. For instance, in cases of severe
AS and concurrent coronary artery disease, both SAVR and coronary
artery bypass grafting may need to be performed. The application of
the RDS valves in such procedures may allow for a decrease in aortic
crossclamp and cardiopulmonary bypass times.

In the TRITON trial by Kocher et al** which assessed the effi-
cacy and safety of the Edwards Intuity valve in patients undergoing
SAVR, 24.7% of procedures were conducted concomitantly with
coronary artery bypass grafting, while another 16.4% of procedures
were performed alongside other operations, such as Maze procedure,
mediastinal tumor excision, or repair of an atrial septal defect. These
complex RDS-SAVR procedures (ie, Edwards Intuity valve SAVR
with concomitant surgery) once again revealed reduced aortic cross-
clamp and cardiopulmonary bypass times (60+19 and 96+ 30 min-
utes, respectively) as compared to conventional (ie, non-RDS) SAVR
with concomitant surgery (87 and 113 minutes, respectively).** These
results support the hypothesis that the Edwards Intuity valve may
be a more favorable prosthesis choice for patients requiring multiple
procedures.

On the other hand, a 2-center clinical trial conducted by Bottio
et al* comparing the efficacy of RDS-SAVR using the Edwards Intu-
ity valve plus myocardial revascularization versus standard SAVR plus
myocardial revascularization revealed that no significant difference was
found in the 5-year mortality between standard and RDS-SAVR. Fur-
ther research is needed to determine whether the use of the Edwards
Intuity valve in patients requiring concomitant surgeries provides sig-
nificant long-term benefit over non-RDS valves. Several patients with
severe AS may also present with concurrent mitral valve disease and
require dual valve replacement. This poses a great risk, as chances of the
2 valve prostheses interfering with 1 another are high due to their prox-
imity, particularly when both are implanted within the same procedure.
This scenario was first studied in a case series by Ferrari et al*® in 2014,
who performed concomitant aortic and mitral valve repair/replacement
on 2 patients. Both procedures deployed the Edwards Intuity valve for
SAVR and were found to be successful with minimal interference from
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the valve on the mitral prosthesis (in the first case) and mitral ring (in
the second case). A later study by Bechtel et al* further supported this
finding, showing the success of RDS-SAVR using the Edwards Intuity
valve with concomitant mitral valve surgery in 16 patients. Furthermore,
in 2017, Schlémicher et al** demonstrated that RDS-SAVR using the
Edwards Intuity valve system in patients undergoing combined aortic
and mitral valve surgery also displayed consistently lower aortic cross-
clamp and cardiopulmonary bypass times, with a 1-year survival of 81%.

These results suggest that the indications for RDS valves
could potentially be expanded to include patients with concomitant
mitral valve disease, as well as those requiring concomitant proce-
dures for other reasons. However, it is worth mentioning that the cur-
rently available literature has limitations due to the lack of studies on
the long-term outcomes in these patient populations.

Bicuspid Aortic Valves

The utility of RDS valves in patients with a bicuspid aortic
valve (BAV) remains unclear. One major concern is the potential
occurrence of paravalvular leak due to the asymmetric anatomy of the
aortic root and the increased risk of valve dislocation.* Literature on
the safety and efficacy of RDS valves in BAV patients presents con-
flicting findings. For instance, Miceli et al* reported that using RDS
valves in BAV is safe, with a 30-day mortality of 1.6%. On the other
hand, Miceli et al*® showed that using RDS valves in these patients
may increase the risk of postoperative complications, such as aortic
regurgitation, atrial fibrillation, atrioventricular block, and the need
for a pacemaker. Another study conducted by Coti et al*’ reported
significantly better mortality rates in BAV patients in comparison to
tricuspid aortic valve patients, but also observed a higher incidence of
moderate to severe paravalvular regurgitation during long-term follow-
up. This observation raises an important consideration regarding
the potential trade-off between favorable early outcomes (including
lower risk of operative mortality and shorter operative times) on the
1 hand, and the increased occurrence of paravalvular regurgitation
associated with the use of RDS valves in BAV patients on the other
hand. Given that the elliptic aortic annulus in BAV patients presents
a challenge for RDS valves, and as the approach using RAMT gains
traction for MI-SAVR, Sa et al*® have detailed their specific surgical
technique. Their focus lies on the procedural intricacies in the context
of the 2-sinus BAV laterolateral phenotype. Further investigation is
warranted to fully understand the implications of this increased fre-
quency and its impact on the overall efficacy and long-term prognosis
of BAV patients undergoing RDS valve implantation. Consequently,
the use of RDS valves in BAV patients is still a matter of debate.

OUTCOMES OF THE EDWARDS INTUITY RAPID
DEPLOYMENT VALVE

Several studies have demonstrated the results of Edwards
Intuity valve to be superior to those of conventional SAVR (as well
as other RDS valves). Table 1 gives a concise summary of semi-
nal studies describing several key outcomes of the Edwards Intuity
valve. Comparisons of these outcomes to conventional SAVR can be
found in the subsections below.

Mortality and Stroke

Numerous studies have reported promising clinical outcomes of
RDS-SAVR with the Edwards Intuity valves pertaining to mortality and
stroke rates.'*?*%* In a meta-analysis of clinical trials involving Edwards
Intuity valves, the pooled proportions of long-term outcomes revealed
an 8.9% all-cause mortality rate and a 3.7% cardiac-related mortality
rate after 5 years.?® These results are favorable compared to previous
data, such as the 15.0% 5-year all-cause mortality rate reported by Wil-
liams et al*® for conventional SAVR. A separate study reported a 2.6%
30-day mortality rate among patients receiving Edwards Intuity valves,
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indicating positive clinical outcomes associated with these valves.?® Fur-
thermore, a comparison study demonstrated a lower 30-day mortality
rate of 2.6% in patients receiving the Edwards Intuity valve compared
to 5.1% in patients receiving the Perceval valve.’! At the 5-year mark,
Pelce et al*® reported a 12.4% mortality rate with the usage of Edwards
Intuity valves.

The superiority of Edwards Intuity valve is further supported
by another study which documented a lower rate of stroke with the
Edwards Intuity valve in comparison to conventional AVR (0%
vs 1.6%; P < 0.044).2 However, data reporting the rate of stroke
in patients receiving the Edwards Intuity valve is conflicting. For
example, Ensminger et al*> documented a higher risk of stroke in
RDS patients in comparison to conventional AVR (0.9% vs 2.2%;
P < 0.001), while another study found no significant difference in
stroke rates between RDS and conventional AVR patients.*® Further
research is necessary to determine the risk and incidence of stroke in
RDS patients receiving the Edwards Intuity valve.

The incidence of valve-associated infection, a rare complication,
is typically less than 1% among recipients of Edwards Intuity valves.?
Reoperation rates are also low, with only 2.8% of patients requiring
reoperation within 5 years postvalve implantation.** Severe bleeding is
an important consideration for any surgical procedure, including SAVR.
In a clinical trial involving 839 patients who received the Edwards Intu-
ity RDS valve, only 3.5% experienced significant bleeding.*’ However,
while Edwards Intuity valves have demonstrated positive outcomes in
clinical trials and studies, it is important to note that individual patient
outcomes may vary due to multiple factors. Continued monitoring and
evaluation of the long-term outcomes of these valves are also necessary
to ensure optimal patient care.

Pacemaker Rate, Paravalvular Leak, and Patient-
Prosthesis Mismatch

Atrioventricular block necessitating pacemaker implantation
can develop with SAVR utilizing the Edwards Intuity RDS valve.
Studies have shown 30-day incidence rates of pacemaker implanta-
tion between from 5% to 8%.%*3%5 In the study by White et al,*® 6.8%
of patients undergoing RDS-SAVR required a new pacemaker, com-
pared to only 2.3% in the conventional SAVR group (P = 0.009).%
In line with this, other studies have identified increased rates of atrial
fibrillation and conduction abnormalities in patients undergoing
RDS_SAVR'SZ.SS,S‘),GO

Paravalvular leak is another significant complication of SAVR
and can lead to significant morbidity and mortality. A review article of
3993 patients showed that only 4.2% of individuals undergoing RDS-
SAVR with the Edwards Intuity valve developed a paravalvular leak
within 1-year postvalve implantation,®’ which is consistent with other
reports.’*>3 Furthermore, Erfe et al®® reported similar rates of moderate
or greater paravalvular leak with RDS-SAVR and conventional SAVR
(0.2% vs 0.1%, respectively, P = 0.210). A recently published meta-
analysis with reconstructed time-to-event data of matched studies com-
pared surgical AVR with RDS valves versus TAVI and showed that the
pooled risk of 30-day mortality did not favor any group, but patients
undergoing surgical AVR with RDS valves had a lower risk of para-
valvular leak. No statistically significant differences were observed for
30-day stroke, AKI, major bleeding, permanent pacemaker implanta-
tion, prosthesis-patient mismatch, and postoperative aortic valve area. In
the follow-up, the authors observed a higher risk of mortality with TAVI;
however, the interpretation of these results warrant caution due to the
fact that patients receiving RDS valves tended to be younger than TAVI
patients.® Dokollari et al®, reported a similar finding in their systematic
review, with a lower paravalvular leak in Intuity valve recipients in com-
parison to TAVI (Intuity 0% and TAVI 2.17%)).

Regarding patient-prosthesis mismatch, which occurs when
the implanted prosthetic valve is too small for the patient’s valve, the

© 2024 Wolters Kluwer Health, Inc. All rights reserved.

incidence is minimal among Edwards Intuity valve recipients; severe
mismatch (ie, an indexed effective orifice area of <0.65 cm?/m?) only
develops in 3% of patients and transvalvular pressure gradients are
comparable to other prosthetic heart valves.* Since it is reported that
prosthesis-patient mismatch increases perioperative, early-, mid-,
and long-term mortality rates after surgical AVR, the lower rates of
mismatch with RDS valves is of utmost importance to improve out-
comes.® This suggests that the Edwards Intuity valve provides an
appropriate prosthesis size for most patients, minimizing the risk of
patient-prosthesis mismatch.

Thus, while the higher rates of pacemaker implantation should
be seriously considered, the overall incidences of paravalvular leak
and patient-prosthesis mismatch associated with the Edwards Intuity
RDS valve remains relatively low. However, careful patient selection
by considering comorbidities, intraoperative techniques, and postop-
erative surveillance using regular follow-ups are crucial in minimiz-
ing and managing these potential complications.

Durability

Several studies with follow-up times up to 10 years post-SAVR
have provided evidence for the long-term structural and functional
durability of the Edwards Intuity valve,*>* with a low incidence
of structural valve degeneration.’** In addition to clinical studies,
researchers have utilized computer simulations and other modeling
techniques, including finite element analysis, to evaluate the dura-
bility of the Edwards Intuity valve.®”*8 One such study demonstrated
that the Edwards Intuity valve exhibited robust mechanical resilience
during the cardiac cycle, suggesting its suitability for long-term use.*
It is important to note that factors such as patient age, comorbidities,
and surgical skill can influence the longevity of the valve. Further-
more, while these results are encouraging, comparisons to conven-
tional SAVR remain unclear, particularly regarding durability in the
very long term and the settings of exercise and endurance testing.*’

COMPARISON TO PERCEVAL VALVE

Comparing different RDS valves, the Edwards Intuity valve
demonstrates lower mean (10.79+4.78 vs 15.48+7.51 mmHg) and
peak (17+7 vs 2248 mmHg) transvalvular pressure gradients than
the Perceval valve.”” However, Liakopoulos et al®' found similar
peak or mean pressure gradients between the 2 groups, but a higher
indexed orifice area in the Intuity group. Cardiopulmonary bypass
times, aortic crossclamp times, 30-day mortality, need for pacemaker
implantation, and incidence of cerebrovascular events were similar
between the 2 groups.’! Patients receiving the Perceval RDS valve
demonstrate higher rates of increased rate of prolonged postopera-
tive thrombocytopenia, while Intuity valve recipients experience only
transient thrombocytopenia.’”! Further large-scale prospective stud-
ies are required to validate these findings and establish the potential
superiority of the Edwards Intuity valve in this context.

CONCLUSION

Rapid deployment aortic valves have emerged as a surgical
option that eliminates the need for suture placement and tying. The
Edwards Intuity Elite valve, a type of RDS valve, has demonstrated
to be a promising surgical option. In comparison to other RDS valves
and conventional valves, the Intuity valve has shown to produce
better results. These improvements include increased longevity, a
considerable decrease in the mean and peak aortic valve pressure
gradients, and a shorter duration of thrombocytopenia. While further
studies are needed to determine the long-term outcomes and safety
of RDS valves, the use of the Intuity valve offers a potential solution
to the limitations of conventional SAVR and MI-SAVR for patients
with severe AS.
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