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Abstract 

Objectives New technologies for the treatment of Aortic Stenosis are evolving to minimize risk and treat an increas-
ingly comorbid population. The Sutureless Perceval Valve is one such alternative. Whilst short-term data is promising, 
limited mid-term outcomes exist, until now. This is the first systematic review and meta-analysis to evaluate mid-term 
outcomes in the Perceval Valve in isolation.

Methods A systematic literature review of 5 databases was performed. Articles included evaluated echocardio-
graphic and mortality outcomes beyond 5 years in patients who had undergone Perceval Valve AVR. Two reviewers 
extracted and reviewed the articles. Weighted estimates were performed for all post-operative and mid-term data. 
Aggregated Kaplan Meier curves were reconstructed from digitised images to evaluate long-term survival.

Results Seven observational studies were identified, with a total number of 3196 patients analysed. 30-day mortality 
was 2.5%. Aggregated survival at 1, 2, 3, 4 and 5 years was 93.4%, 89.4%, 84.9%, 82% and 79.5% respectively. Per-
manent pacemaker implantation (7.9%), severe paravalvular leak (1.6%), structural valve deterioration (1.5%), stroke 
(4.4%), endocarditis (1.6%) and valve explant (2.3%) were acceptable at up to mid-term follow up. Haemodynamics 
were also acceptable at up mid-term with mean-valve gradient (range 9–13.6 mmHg), peak-valve gradient (17.8–
22.3 mmHg) and effective orifice area (1.5–1.8  cm2) across all valve sizes. Cardiopulmonary bypass (78 min) and Aortic 
cross clamp times (52 min) were also favourable.

Conclusion To our knowledge, this represents the first meta-analysis to date evaluating mid-term outcomes in the 
Perceval Valve in isolation and demonstrates good 5-year mortality, haemodynamic and morbidity outcomes.

Key question What are the mid-term outcomes at up to 5 years follow up in Perceval Valve Aortic Valve 
Replacement?

Key findings Perceval Valve AVR achieves 80% freedom from mortality at 5 years with low valve gradients and mini-
mal morbidity.
Key outcomes Perceval Valve Aortic Valve Replacement has acceptable mid-term mortality, durability and haemody-
namic outcomes.
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Background
Aortic Stenosis remains the most common valve pathol-
ogy requiring intervention in developed countries, with 
significant morbidity and mortality if left untreated [1, 
2]. Aortic Valve Replacement (AVR) remains the current 
treatment of choice, however an ageing population and 
increasing incidence of disease combined with increas-
ing morbidity and potential surgical risk, has prompted 
the need for interventions which minimise surgical risk 
[3, 4]. The response to this has been the introduction of 
Trans-catheter Aortic Valve Replacement (TAVR) and 
Sutureless/Rapid-Deployment Aortic Valve Replacement 
(SURD-AVR) [5, 6]. Promisingly, SURD-AVR has demon-
strated shortened cardiopulmonary bypass (CPB) times 
and aortic cross clamp times (ACC) both for isolated 
AVR and concomitant procedures [7, 8]. Post-operative 
outcomes remain comparable with those of standard 
surgical AVR (SAVR) with respect to mortality, compli-
cations and valve haemodynamics [7, 9, 10] Mid-term 
data had been lacking until Williams et  al. conducted 
the first meta-analysis of mid-term outcomes in patients 
who had received SURD-AVR either with the Sutureless 
Perceval Valve, (Corcym SRL, Saluggia, Italy, previously 
LivaNova) or rapid deployment Intuity Valve (Edwards 
Life Sciences, California, USA) [11]. The analysis of four 
observational studies demonstrated satisfactory five-year 
survival for SURD-AVR, comparative to current survival 
seen in SAVR [11, 12]. Additionally, haemodynamic out-
comes, whilst unable to be meta-analysed, were promis-
ing at five years and were once again comparable with 
other reported haemodynamic data for SAVR [11, 13, 
14]. However, due to the limited published data available 
at that time, two studies only evaluating each valve were 
available for their analysis with limited numbers at fol-
low-up, especially in papers analysing the Perceval Valve 
[15, 16]. With the publication of more mid-term data in 
this field, this systematic review and meta-analysis of 
published data aims to be the first to evaluate the mid-
term outcomes and valve haemodynamics of the Perceval 
Valve with an increased number of patients at mid-term 
follow-up.

Methods
Literature search
A systematic review and Meta-Analysis of Perce-
val Valve implantation was undertaken in accord-
ance with PRISMA guidelines. Five data bases were 

analysed—PubMED, SCOPUS, Cochrane Database, 
EMBASE and Ovid MEDLINE. Dates searched were 
from data-base inception to June 2022. Search terms 
utilised keywords in combination and MeSH headings. 
Headings utilised were rapid deployment AND Aor-
tic Valve bioprosthesis or AVR, Sutureless AND Aortic 
Valve bioprosthesis OR AVR. Additionally, references 
from retrieved articles were assessed individually and 
included if inclusion criteria were met.

Inclusion and exclusion criteria
Studies were included if patients had undergone AVR 
with a Perceval Valve either in isolation or with a con-
comitant procedure. Studies could be randomised con-
trol trials or observational studies. They had to have 
reported outcomes up to five years with full survival data 
required. Studies were excluded if they included valves 
other than the Perceval Valve or if there was insufficient 
time to event survival data (defined as up to five years). 
Grey literature was included as were studies not in Eng-
lish. Case reports, expert opinion, narrative reviews, 
abstracts and presentations were excluded.

Data extraction
Data was extracted directly from texts, tables and Addi-
tional file 1. Where data was incomplete, authors of pub-
lications were emailed directly. All retrieved articles were 
reviewed by two reviewers (JJ and AT). Disagreements 
between reviewers were discussed with a third reviewer 
(JG) and if required, discussions were conducted 
amongst all investigators.

Outcomes and statistical analysis
The primary outcome of interest was survival and 
haemodynamic performance at five years. Secondary 
outcomes included: early and late post operative mortal-
ity and morbidity, early and late re-intervention and valve 
explantation/TAVR intra-operative failure and CPB and 
ACC times. Using a random effects model, dichotomous 
and continuous outcomes were pooled to provide either 
weighted averages or proportion with a reported 95% 
Confidence Interval (CI). Heterogeneity was calculated 
with an  I2 statistic with minimal heterogeneity being 
between 0–49%, moderate between 50 and 74% and high 
being > 75%. Funnel plots would be utilised to assess 
publication bias. The method utilised by Williams et  al. 
and devised by Guyot et al. to aggregate overall survival 
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was instituted [11, 17]. This generated individual patient 
data from digitised Kaplan–Meier curves and created an 
aggregate survival curve. DigitiseIT (DigitalRiver GmbH, 
Cologne, Germany) was used to extrapolate the digitised 
curves. Comprehensive Meta-Analysis Software V3.3 
(Biostat Incorporated, NJ, USA) was utilised in the analy-
sis of dichotomous and continuous outcomes. Quality of 
studies was reviewed with the Cochrane GRADE system, 
with bias assessed through the Risk of Bias in Non-Ran-
domised Studies of Interventions tool (ROBINS-I) [18, 
19].

Results
Quality of evidence
The study selection process is outlined in Fig.  1. Ini-
tially, 730 articles were identified and after removal of 
duplicates and exclusion of inappropriate articles, 110 
were identified for full review. In total, 104 articles were 
excluded. Three studies were excluded due to overlap 
with registry data from the final included papers [20–22]. 

One study was excluded as it was a presentation with only 
the abstract available [23]. Seven studies were included 
in the final analysis with a combined patient number of 
3196 patients [9, 16, 21, 24–27].

All seven studies were observational, with three pro-
spective cohort studies [16, 21, 25] and four prospective 
cohort studies, with mean follow up time between 1.8 and 
7 years [9, 24, 26, 27]. Refer to Table 1 for details. Three 
of the studies included complete echocardiographic 
data at five years [21, 24, 28] whilst one did not contain 
peak valve gradient (PVG) data [16]. Two of the included 
studies did not report complete echocardiographic data 
but did include latest follow up echocardiographic data 
with a mean follow-up time of 3 years and maximum of 
11.2 years [27] and median of 2.6 years with a maximum 
of 13.5 years [26]. One study failed to include echocardi-
ographic data [9]. In three of the four studies, echocardi-
ographic data was collected independently and analysed 
[21, 24, 25] whilst in one, it was institutional data [16]. 
All studies reported five-year mortality estimates with 

Fig. 1 PRISMA flow sheet outlining publication search strategy
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at-risk data provided. The three prospective studies were, 
non-randomised single arm studies [16, 21, 25]. One of 
the retrospective studies compared TAVR with the Per-
ceval Valve, one compared SAVR with the Perceval Valve 
whilst the remaining two evaluated the Perceval Valve in 
isolation [9, 24, 26, 27]. Four of the studies were multi-
centre, with three of these studies evaluating data across 
multiple centres in Europe [21, 24, 25] and one multi-
national trial [16]. The remaining three were single-cen-
tre [9, 26, 27]. All studies, except Glauber et al., provided 
explicit inclusion and exclusion criteria [9, 16, 21, 24–27]. 
Loss to follow-up was not clearly reported in three of the 
four studies [16, 21, 26]. Fischlein et  al. suffered signifi-
cant attrition losing 293 of the 628 patients who under-
went valve replacement, whilst three of the studies had 
near complete follow up data [9, 24, 25, 27]. Only one 
study included final follow-up numbers for echocardio-
graphic data [25]. Authors from 6 of the 7 studies dis-
closed a conflict of interest with LivaNova, now owned 
by Gyrus Capital and run by CORCYM, either financially 
as consultants or as recipients of research grants [9, 16, 
21, 24–27]. Significant heterogeneity was encountered in 
key outcomes such as mid-term mortality and PVL with 
moderate heterogeneity encountered with SVD, explan-
tation/reintervention and pacemaker implantation. Fun-
nel plots were not utilised as there were less than 10 
studies included in this meta-analysis.

Demographics
Baseline demographics are reported in Table  2. The 
weighted average age was 78 with the population being 
44% male and 56% female. Only study included weight, 

height, body-surface area (BSA) and only two reported 
BMI and so neither was pooled. The pooled population 
was relatively free of comorbidities. Chronic lung disease 
and CKD were the most reported comorbidities (16% 
and 9% respectively), followed by diabetes and peripheral 
arterial disease. Euroscore-1 was reported in four studies, 
with a weighted average of 11 (95% CI 8.8–13.3) whilst 
Euroscore-2 was reported in two studies both of which 
had low risk scores. NYHA III/IV symptoms were seen 
in 53.9% (44.6–63.1) of the population. Due to a lack of 
reporting in 3 out of the four studies, surgical character-
istics were unable to be pooled. In those that reported 
it, 93–100% of valves were tricuspid and between 2 and 
10% were bicuspid [16, 21, 24, 28]. Four studies reported 
the indication for surgery, with aortic stenosis or mixed 
aortic stenosis/insufficiency the primary indication in 
98–100% of cases[16]. Whilst data was not provided, 
Scezel et  al. also noted that < 1% of patients underwent 
valve replacement for pure aortic insufficiency [27]. 
Pre-operative surgical characteristics are summarised 
in Table  3. Pre-operative haemodynamics were unable 
to be pooled as only three studies reported on this data 
[16, 24, 28]. Where reported, MVG was between 45 and 
49.3 mmHg, PVG was between 73.5 and 78.2 mmHg and 
EOA was 0.7. Mean LVEF in three studies was between 
58 and 63% [21, 24, 28], whilst 68–80% of patients 
between three studies having an LVEF of > 50% [9, 26, 
27]. Pre-operative haemodynamic data is summarised in 
Table 4.

Intra‑operative outcomes
Intra-operative findings are summarised in Table  5. 
Of the remaining 2318 patients, 71.62% (47.1–90.7) 

Table 1 Summary of quality of evidence. ROBINS-I (risk of bias in non-randomised studies tool), GRADE (grading of recommendations, 
assessment, development and evaluation)

Papers Study design Trials/registries Patient 
number

Median 
follow up 
(years)

Loss to follow 
up

Confounders 
factors 
identified

Risk of bias 
(ROBINS‑I)

GRADE sore

Meuris et al. 
(2015)

Prospective 
Cohort

Perceval Pilot 
Trial (5 years)

30 5 Unclear No Severe  +  +  + Moderate

FIschlein et al. 
(2021)

Prospective 
Cohort

CAVALIER 658 3.8 46.7% No Severe  +  +  + Moderate

Glauber et al. 
(2019)

Prospective 
Cohort

SURE-AVR 
Registry

480 2.4 Not clearly 
Stated

No Severe  +  +  + Moderate

Muneretto et al. 
(2022)

Retrospective 
Cohort

None: Institu-
tional Data

481 5 No Loss to fol-
low up

Yes Moderate  +  +  + Moderate

White et al. 
(2022)

Retrospective 
Cohort

None: Institu-
tional Data

295 2.4 No Loss to fol-
low up

Yes Severe  +  + Low

Szecel et al. 
(2021)

Retrospective 
Cohort

None: Institu-
tional

468 3.1 1% loss to follow 
up

No Severe  +  +  + Moderate

Lamberigts et al. 
(2022)

Retrospective 
Cohort

None: Institu-
tional

784 7 Unclear No Severe  +  +  + Moderate
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underwent isolated AVR and 27.6% (8.9–51.8) under-
went a concomitant procedure. With respect to surgi-
cal access, 58.43% (27.5–86.1) of patients underwent full 
sternotomy 41.6% (14–72.6) underwent a minimally inva-
sive approach with 17.5% undergoing ministernotomy 
and 14.5% undergoing right anterolateral thoracotomy. 
Pooled ACC times for AVR were 52 (43.31–60.6) whilst 
CPB times were 78.1 (67.8–88.4). Pooled ACC times for 
isolated procedures were 35.71 (33.64–37.8) and for CBP 
were 57.7 (52.6–62.8). Concomitant ACC and CPB times 
were unable to be pooled due to insufficient data, how-
ever concomitant ACC times were reportedly between 
45 and 79 min whilst CPB times were between 73.4 and 
118  min [21, 27, 28]. The most implanted valves sizes 
were medium and large with weighted averages of 49% 
(37.7–60.3) and 33.6% (26.8–40.73) respectively. Small 
and extra-large valves were seldom implanted in 9.2% 
(5.6–13.7) and 11% (4.6–19.7) respectively.

Mid‑term mortality and haemodynamics
Survival at 1, 2, 3, 4 and 5 years was 93.4%, 89.4%, 84.9%, 
82% and 79.5% (refer to Fig. 2).

Weighted pooled estimates for overall mortality with a 
mean follow up of 4.1 years was 11.2% (4.1 to 21.3). Echo-
cardiographic data was unable to be pooled as studies 
did not provide patient numbers for each time point and 
only four studies included full echocardiographic data as 
seen in Table 6 [16, 21, 24, 28]. Discharge MVG ranged 
from 6.9  mmHg to 13.9  mmHg whilst each time point 
between one and five years remained at a range between 
7.7–13.6  mmHg. Post-discharge PVG ranged between 
14.5  mmHg and 23.2  mmHg whilst the one–five-year 
ranges were between 17.1 mmHg and 22.3 mmHg. Scezel 
et  al. with 3  years mean follow up had MVG and PVG 
of 13  mmHg and 23  mmHg respectively [27]. Lamber-
igts et  al. with 2.6  years median follow-up had median 
MVG and PVG of 11 and 20 mmHg [26]. EOA remained 

between 1.5–1.7cm2 at discharge, whilst between one 
and five years ranged between 1.5 and 1.8  cm2.

Mid‑term morbidity outcomes
Mid-term outcomes up to five years are summarised 
in Table  7. Weighted pooled estimates for follow-up, 
up to five years, demonstrated PVL rates 3.6% (95% 
CI 2.2–5.4%) whilst severe PVL was 1.6% (95% CI 0.7–
2.7%), although the definition of this was inconsistently 
reported. SVD occurred in 1.5% (95% CI 0.7–2.6%) with 
less than 1% of valves replaced or reintervened upon 
because of SVD. Mid-term weighted estimates for stroke 
were 4.4% (95% CI 3.2–6%) whilst infective endocardi-
tis was only 1.6% (95% CI 0.72–2.9%). Permanent Pace-
maker Implantation (PPI) had a weighted pooled average 
of 7.9% (95% CI 5.6–10.5%). A weighted average of 2.3% 
(95% CI 1.3–3.4%) of valves were explanted, with endo-
carditis the most common reason for explantation.

Early post‑operative outcomes
Early mortality of less than thirty days had a weighted 
average of 2.5% (05% CI 1.8–3.3%). Post-operative 
stroke occurred with a weighted estimate of 2.1% (95% 
CI 1.7–2.7%). Early PPI had a weighted average of 6.8% 
(95% CI 5.2–8.6%). Explantation occurred in less than 1% 
of cases, with paravalvular leak responsible for almost 
90% of those cases. Notably, 56% of cases of severe PVL 
occurred within the first 30 days of operation with 90% 
of explantations/reinterventions due to PVL occurring 
within those first 30 days (Table 8). Reasons for paraval-
vular leak in the early period were provided in one study 
only with malposition the most cited reason [24].

Discussion
With increasingly comorbid patients, Aortic Valve dis-
ease and its management continue to evolve and with it, 
the need for procedures that minimise procedural risk. 
The invent of SURD-AVR addresses this through the 

Table 4 Pre-operative haemodynamic data: MVG (mean valve gradient), peak valve gradient (PVG), EOA (effective orifice area), LVEF 
(left ventricular ejection fraction)

Study MVG (mmHg) PVG (mmHg) EOAcm2 LVEF%

Meuris et al N/A N/A N/A 63

FIschlein et al. (2021) 45 +− 15.9 73.5 + − 24.9 0.7 +− 0.2 56.6

Glauber et al. (2020) 49.3 + − 14.6 N/A 0.7 + − 0.2 N/A

Muneretto et al. (2022) 47.9 +− 16.6 78.2 + − 25.2 0.7 + − 0.2 57.7

White et al. (2022) N/A N/A N/A N/A

Szecel et al. (2021) N/A N/A N/A N/A

Lamberigts et al. (2022) N/A N/A N/A N/A

Weighted average (95% CI) N/A N/A N/A N/A



Page 8 of 15Jolliffe et al. Journal of Cardiothoracic Surgery          (2023) 18:129 

Ta
bl

e 
5 

In
tr

a-
op

er
at

iv
e 

da
ta

: A
CC

 (a
or

tic
 c

ro
ss

-c
la

m
p 

tim
e)

, C
PB

 (c
ar

di
op

ul
m

on
ar

y 
by

pa
ss

 ti
m

e)
, S

 (s
m

al
l),

 M
 (m

ed
iu

m
), 

L 
(la

rg
e)

, X
L 

(e
xt

ra
-la

rg
e)

St
ud

y
Is

ol
at

ed
 

AV
R

Co
nc

om
ita

nt
 

AV
R

Av
g 

A
CC

 
(M

in
)

Is
o 

A
CC

 
(M

in
)

Co
nc

om
ita

nt
 

A
CC

 (M
in

)
Av

g 
CP

B 
(M

in
)

Is
o 

CP
B 

(M
in

)
Co

nc
om

ita
nt

 
CP

B 
(M

in
)

S
M

L
XL

In
tr

ao
pe

ra
tiv

e 
fa

ilu
re

M
eu

ris
 

et
 a

l. 
(2

01
5)

16
 (5

3%
)

14
 (4

6%
)

N
/A

29
.3

 +
 −

8.
0

45
.4

 +
 −

15
.4

N
/A

46
.4

 +
 −

6.
7

73
.4

 +
 −

21
.8

0
30

 
(1

00
%

)
0

0
0

FI
sc

hl
ei

n 
et

 a
l. 

20
21

41
8 

(6
3.

6%
)

21
0 

(3
1.

9%
)

40
.7

 +
 −

 1
8.

1
35

.5
 +
−

 1
2.

4
52

.3
 +
−

 2
2.

9
64

.8
 +

 −
25

.2
58

.7
 +
−

 2
0.

2
78

.7
 +
−

 2
9.

4
84

 
(1

3.
4%

)
29

0 
(4

6.
2%

)
25

5 
(4

0.
6%

)
29

 
(4

.6
%

)
30

 (3
.1

%
)

G
la

ub
er

 
et

 a
l. 

20
20

45
7 

(9
5.

21
%

)
23

 (4
.8

%
)

51
 +
−

 1
7

N
/A

N
/A

81
 +
−

 3
6.

7
N

/A
N

/A
72

 (1
6%

)
15

1 
(3

1.
5%

)
20

3 
(4

2.
3%

)
54

 
(1

1.
3%

)
N

/A

M
un

er
-

et
to

 e
t a

l. 
20

22

48
1 

(1
00

%
)

0
35

 +
 −

16
35

 +
−

 1
6

N
/A

56
 +
−

 2
5

56
 +
−

 2
5

N
/A

N
/A

N
/A

N
/A

N
/A

N
/A

W
hi

te
 

et
 a

l. 
(2

02
2)

20
1 

(6
8.

1%
)

90
 (3

1%
)

73
.8

 +
−

 3
7.

5
N

/A
N

/A
10

8.
3 
+
−

 5
6.

4
N

/A
N

/A
N

/A
N

/A
N

/A
N

/A
N

/A

Sz
ec

el
 

et
 a

l. 
(2

02
1)

20
1 

(4
5%

)
26

7 
(5

7%
)

61
 +
−

 3
0

39
 +

 −
13

79
 +
−

 3
2

94
 +
−

 4
0

66
 +

 −
22

11
8 
+

 −
40

29
 (6

%
)

16
0 

(3
4%

)
17

5 
(3

7%
)

10
4 

(2
2%

)
N

/A

La
m

be
r-

ig
ts

 e
t a

l. 
(2

02
2)

34
9 

(4
5%

)
43

5 
(5

5%
)

51
 +
−

 3
4.

8
38

 (3
2–

45
)

N
/A

81
 +
−

 6
1–

11
9

61
 +
−

 5
1–

72
.8

N
/A

63
 (8

%
)

26
7 

(3
4.

1%
)

29
1 

(3
7.

1%
)

16
3 

(2
0.

8%
)

21
 (2

.7
%

)

W
ei

gh
te

d 
av

er
ag

e
71

.6
2%

 
(4

7.
1–

90
.7

)

27
.6

%
 

(8
.9

–5
1.

8)
52

 (4
3.

31
–

60
.6

)
35

.7
1 

(3
3.

64
–3

7.
8)

N
/A

78
.1

 (6
7.

8–
88

.4
)

57
.7

 (5
2.

6–
62

.8
)

N
/A

9.
2%

 
(5

.6
–

13
.7

)

49
%

 
(3

7.
7–

60
.3

)

33
.6

%
 

(2
6.

8–
40

.7
3)

11
%

 
(4

.6
–

19
.7

)

N
/A

I2
99

.5
1%

99
.5

%
40

%
55

.3
5%

N
/A

43
.4

%
35

%
N

/A
90

.2
%

96
.5

%
91

.4
%

96
.9

%
N

/A



Page 9 of 15Jolliffe et al. Journal of Cardiothoracic Surgery          (2023) 18:129  

minimisation of tissue manipulation, cross clamp and 
bypass times and its excellent haemodynamics even in 
small aortic annuli [7, 29, 30]. Whilst numerous stud-
ies in the literature report the intraoperative, immedi-
ate post-operative data and short-term data, few have 
addressed outcomes beyond five years. Whilst Williams 
et  al. published the first meta-analysis evaluating inter-
mediate outcomes in all SURD-AVR, this review, to our 
knowledge, is the first to evaluate intermediate outcomes 
specifically in the Perceval Valve and adds to a growing 
body of literature outlining the safety and effectiveness of 
these valves [11].

With respect to the primary outcome, five-year aggre-
gate freedom from mortality in this study was 79% 
which is similar to that found in the current literature 
for SAVR, which has been reported repeatedly between 
75% and 86% [31–34]. Whilst meta-analysis was unable 
to be conducted for haemodynamic data, performance 
across the four studies at five years was promising with 
MVG, PVG and EOAs ranging between 7.7–13.6 mmHg, 
14.5–23.2 mmHg 1.5–1.8cm2respectively [16, 21, 24, 28]. 
This remains comparable with data evaluating Stented 
and Stentless Bioprosthetic Valves at five years with 
MVG’s between 8 and 18 mmHg, PVG between 15 and 
30 mmHg and EOA of 1.4–1.6cm2 and [35–38]. The Per-
ceval Valve differs from a Stented Valve due to its lack 
of sewing ring. This affords the valve a larger EOA. For 

this reason, proponents for the Perceval Valve note one 
of its significant advantages is in the patient with the 
small aortic annulus [39, 40]. Observational studies have 
demonstrated reduced incidence of short-term patient 
prosthesis mismatch and haemodynamics compared 
with Stented Valves in this cohort, whilst the comparable 
short-term outcomes with Stentless Valves were offset by 
the Perceval Valve’s significantly reduced intra-operative 
times [40, 41]. Unfortunately, the studies evaluated in this 
review did not focus on this patient population with 75% 
receiving medium, large and extra-large valve sizes. Con-
sequently, mid-term haemodynamic and outcome data 
remain elusive in this group. 

Mid-term performance was acceptable as severe PVL 
and SVD remained low with pooled averages of 1.6% and 
less than 1.5% respectively. SVD remained comparable 
with the current literature, with freedom from SVD at 
5  years between 98–100% [42–45]. PVL rates remained 
low in our review with a pooled estimate of 3.6%. This is 
higher than the PVL leak rates reported in conventional 
bioprosthetic valves, which is between 0 and 1% but lower 
than those reported for TAVR, which is between 3 and 
25% [45–50]. At five years, between 15 and 30% of TAVR 
patients will have mild to severe PVL, with PVL an inde-
pendent risk factor for mid-term mortality [38, 47, 51]. 
Weighted PVL rates in the current study, were less than 
those found in the Williams et  al. meta-analysis (9.2%), 

Fig. 2 Reconstructed Kaplan Meier curve of 5-year mortality data
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whilst severe PVL remained similar [11]. This difference 
is difficult to interpret but may be the result of the inclu-
sion of the Intuity Valve in their analysis. Increased rates 
of PVL in the Intuity valve when compared to SAVR have 
been demonstrated in the CADENCE-MIS trial whilst 
a 2020 meta-analysis demonstrated a 3.3% re-interven-
tion rate due to PVL in those who received an Intuity 
Valve[52, 53]. In the current analysis, re-intervention 
rates secondary to PVL were less than 1%. Whilst annular 
asymmetry and geometry have been proposed as poten-
tial mechanisms for the rates of PVL in Intuity Valve 
patients, such findings wouldn’t be unique to the Intuity 
Valve, especially given the Perceval’s lack of sutures and 
inability to reshape the aortic annulus, without modify-
ing the technique of implantation [54, 55]. An advan-
tage of the Perceval Valve is its collapsed configuration 

prior to deployment which allows direct visualisation 
and confirmation of position prior to deployment. Fol-
lowing deployment, this visualisation of and flexibility in 
the stent, allows for small adjustments to be made within 
the annulus to prevent or avoid PVL and if not correctly 
positioned, facilitates easy removal. Whilst the inclusion 
of the Intuity Valve in the Williams et  al. analysis may 
explain the increased PVL rate, this didn’t seem to impact 
their rate of explant which was identical to that found in 
this analysis [11]. However, Flynn et al.’s 2020 meta-anal-
ysis comparing the Intuity Valve with the Perceval Valve, 
found a statistically significant increased incidence of 
overall post-operative PVL in the Perceval group, how-
ever no difference was seen in moderate or severe rates of 
PVL [56]. Currently, no comparative data evaluating mid 
to long-term outcomes in these valves exists, and to date, 

Table 6 Summary of mid-term echocardiographic data: MVG (mean valve gradient), Peak valve gradient (PVG), EOA (effective orifice 
area), LVEF (left ventricular ejection fraction)

Post‑operative 1 year 2‑year

Study MVG 
(mmHg)

PVG 
(mmHg)

EOAcm2 MVG 
(mmHg)

PVG 
(mmHg)

EOAcm2 MVG 
(mmHg)

PVG 
(mmHg)

EOAcm2

Meuris et al. 
(2015)

N/A N/A N/A 9.9 + −4.6 20.9 + −9.2 1.55 + −0.35 8 + −4.1 16.6 + −7.2 1.51 + −0.26

FIschlein 
et al. (2021)

10.3 +− 4.5 19.4 +− 8 1.5 +− 0.4 9.1 +− 5.0 17.1 + −8.7 1.5 +− 0.4 9.3 +− 4.8 17.1 +− 8.4 1.5 +− 0.4

Glauber et al. 
(2020)

13.9 +− 4.7 19.4 +− 8 1.7 +− 0.4 11.6 +− 5.1 N/A 1.7 + −0.5 11.3 +− 5.4 N/A 1.6 + −0.4

Muneretto 
et al. (2022)

11.1 + −5.7 23.2 +− 9.3 1.5 +− 0.4 10.9 +− 5.9 21.26 + −9.5 1.54 + −0.31 11.2 +− 6.1 21.5 +− 9.2 1.53 +− 0.31

White et al. 
(2022)

6.9 +− 4.1 14.5 +− 7.7 N/A N/A N/A N/A N/A N/A N/A

Szecel et al. 
(2021)

15.3 +− 5.8 27.9 +− 10.1 N/A N/A N/A N/A N/A N/A N/A

Lamberigts 
et al. (2022)

14 (11–18) 25 (20–32) 1.6 (1.3–1.9) N/A N/A N/A N/A N/A N/A

3‑year 4‑ year 5‑year

Study MVG 
(mmHg)

PVG 
(mmHg)

EOAcm2 MVG 
(mmHg)

PVG 
(mmHg)

EOAcm2 MVG 
(mmHg)

PVG 
(mmHg)

EOAcm2

Meuris et al. 
(2015)

8.3 + −2.5 16.6 + −6.2 1.68 + −0.4 7.6 + −3.6 17.5 + −7.8 1.68 + −0.43 9.3 + −5.5 21.4 +− 11.5 1.69 +− 0.42

FIschlein 
et al. (2021)

9.3 +− 5.8 17.2 +− 9.8 1.5 +− 0.4 9.6 +− 5.7 18.5 +− 10.4 1.5 +− 0.3 9.0 +− 6.3 17.8 +− 11.3 1.5 +− 0.5

Glauber et al. 
(2020)

11.3 +− 5.4 N/A 1.4 + −0.4 12.6 +− 6.2 N/A 1.5 + −0.4 13.6 + −8.6 N/A 1.5 + −0.5

Muneretto 
et al. (2022)

11.6 +− 5.8 21.9 +− 9.1 1.50 +− 0.31 12 +− 5.4 22.1 +− 9.1 1.45 +− 0.32 12.2 +− 5.7 22.3 +− 9–0 1.42 + −0.31

White et al. 
(2022)

N/A N/A N/A N/A N/A N/A N/A N/A N/A

Szecel et al. 
(2021)

N/A N/A N/A N/A N/A N/A N/A N/A N/A

Lamberigts 
et al. (2022)

N/A N/A N/A N/A N/A N/A N/A N/A N/A
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there are no randomised studies evaluating their short-
term outcomes. Subsequently, direct comparative trials 
of anatomically and geometrically similar groups would 
be required to determine the true differences in observed 
leak rates.

Post-operative stroke and infective endocarditis at both 
early and mid-term follow up remained similar to those 
reported in the literature SAVR [7, 12, 57]. With respect 
to TAVR, stroke rates in the post-operative period are 
similar to those recorded in this analysis, with rates 
between 2–5% seen in the literature comparing SURD-
AVR and TAVI [49, 58]. Whilst in the short-term stroke 
rate appears comparable to SURD-AVR, recorded rates at 
five years are between 10 and 15%, much higher than the 
4% seen in this analysis [38, 59, 60]. Pacemaker implan-
tation remains a consideration for Sutureless Valves with 
a weighted pooled estimate of 7.9%, which is similar to 
what has been reported in the literature for Perceval 
Valves, with rates between 4 and 10% [61–63]. Factors 
such as intra-annular placement, oversizing and sub-
annular nitinol frame protrusion have been suggested 

as possible mechanisms for Atrioventricular (AV) nodal 
blockade and requirement for PPI [64–66]. Like others, 
our sizing and implantation technique has evolved over 
time, with guiding thread placement at or close to the 
annulus and avoidance of over-sizing now routinely uti-
lised to mitigate the risk of AV blockade and PPI inser-
tion [65, 67]. Furthermore, several studies have noted 
that pre-operative right bundle branch block (RBBB) and 
QRS prolongation are independent risk factors for PPI. 
Subsequently, we use careful consideration before these 
patients proceed to Perceval Valve implantation [68–70]. 
More recently one author (SM) has routinely used pre-
operative computerised tomography (CT) Aortogram 
(TAVI protocol) measurements of aortic annular perim-
eter and area to guide intra-operative Perceval sizing, 
derived from Perceval sizing measurements of the inflow 
ring diameter “out of the jar”[71]. This has routinely sim-
plified sizing and eliminated concerns of oversizing and 
pinwheeling of leaflets as well as reducing overall pace-
maker rates. Use of CT measurements to predict AV 
sizing is growing in stature. The group in Massa have 
recognized that oversizing of the Perceval Valve by more 
than 30%, based on pre-operative aortic annular area led 
to an increased likelihood of increased trans-prosthetic 
gradients and stent infoldings [72]. Park et al., have sug-
gested the use of pre-operative CT-based sizing for the 
Intuity Elite Valve. They found the CT based AV annulus 
dimensions and left ventricular outflow tract dimensions 
predicted AV blockade, PPI and PVL when using the 
Intuity Valve[73]. Based on our experience in Melbourne, 
pre-operative CT is used whenever possible prior to Per-
ceval Valve implantation and has assisted in sizing, access 
and appropriate patient selection.

Extended ACC and CPB times have been associated 
with increased morbidity and mortality post-operatively 
[74, 75]. An advantage of the Perceval Valve is its rapid-
ity of deployment and reduced tissue manipulation. This 
analysis echoes these findings with a weighted ACC and 
CPB time of 52 and 82 min respectively, in all cases, and 
38 and 61 min in isolated AVR cases. It is reflective of the 
current literature with ACC times cited between 17 and 
60 min and CPB times between 35 and 90 min [76]. How-
ever, with adequate myocardial protection likely suited 
to dealing with higher risk patients undergoing isolated 
AVR, the real benefit will be reflected in those undergo-
ing concomitant procedures where prolonged ACC and 
CPB times may become unavoidable [77–79]. Three of 
the seven studies captured data on patients undergo-
ing concomitant procedures [16, 25, 27]. Concomitant 
ACC times were similar to those found in the literature 
which are reportedly between 30–70 min and 44–88 min 
for ACC and CPB respectively [76]. Unfortunately, there 
remains a significant lack of data evaluating concomitant 

Table 7 Mid-term mortality and morbidity data: IE (infective 
endocarditis), PPI (permanent pacemaker implantation), SVD 
(structural valve deterioration), PVL (paravalvular leak)

Total Weighted average I2 (%)

Mortality 354/2382 11.2% (4.1–21.3) 97.7

SVD 39/2408 1.5% (.7–2.6) 68.1

PVL 97/2901 3.6% (2.2–5.4) 79.3

PVL severe 39/2403 1.6% (0.7–2.7) 68.2

Explant/valve in valve 70/2901 2.3% (1.3–3.4) 69.2

Explants due to PVL 19/2901 0.6% (01–1.5) 81.4

Explants/valve in valve due to 
SVD

17/2403 0.4% (0.05–1.2) 79.2

Explants due to Endocarditis 29/2403 1.1% (0.72–1.5) 0

PPI 171/2087 7.9% (5.6–10.5) 73.7

Stroke 118/2698 4.4% (3.2–6) 58.1

IE 50/2871 1.6% (0.72–2.9) 79

Table 8 Short-term outcomes < 30 Days: IE (infective endocarditis), 
PPI (permanent pacemaker implantation), SVD (structural valve 
deterioration), PVL (paravalvular leak)

Total Weighted average I2

Mortality 79/3166 2.5% (1.8–3.3) 47.6%

Stroke 65/3196 2.1% (1.7–2.7) 0

PVL 27/3196 0.9% (0.55–1.3) 26.4%

Severe PVL 22/3196 0.7% (0.3–1.2) 58.5%

Explants 19/2871 0.6% (0.097–1.5) 81%

Explants due to PVL 17/2901 0.5% (0.09–1.3) 79.3%

PPI 224/3196 6.8% (5.2–8.6) 69.5%
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procedures in isolation. Consequently, the benefit SURD-
AVR affords these patients remains unknown [20].

Whilst long-term data comparing SAVR or TAVR with 
Perceval Valve implantation has been lacking, Muner-
etto et al. has provided the first insights into its mid-term 
capabilities against TAVI [24]. After propensity match-
ing, they demonstrated superior post-operative mortality 
and significantly less peripheral vascular complications 
and PPI in the Perceval Valve group [24]. At 5-year fol-
low up significantly less mortality and major adverse car-
diovascular and cerebrovascular events (MACCE), lower 
mean gradients and reduced PVL were seen in the Perce-
val Valve group [24]. Similar findings have been echoed 
in a recent meta-analysis of ten comparative studies pub-
lished by Sa et  al. [80].However, haemodynamic assess-
ment was limited to post-operative outcomes, with only 
long-term PVL and mortality data pooled. Furthermore, 
only one of their included studies recorded 5-year mor-
tality data, whilst two studies only provided data beyond 
two years, with four of the studies providing no data 
beyond twelve months [80]. Subsequently, comparative 
data evaluating mid-long term haemodynamic outcomes 
remains scarce. Supplementing this new wave of com-
parative data is the Perceval Sutureless Implant Versus 
Standard Aortic Valve Replacement Trial (PERSIST-AVR 
trial), comparing SAVR with Perceval Valve implantation, 
which has demonstrated promising 12-month results [81, 
82]. This blinded multi-centre RCT has demonstrated 
non-inferior haemodynamics, mortality and (MACCE) 
at 12  months, with significantly reduced cross-clamp 
and bypass times [81, 82]. The results from PERSIST-
AVR are promising and with encouraging mid-term 
data demonstrating acceptable mortality, morbidity and 
hemodynamic outcomes, surgeons may have increased 
confidence with the performance of this valve.

Promisingly, recent evidence has evaluated extended 
indications for SURD-AVR for both Perceval and Intu-
ity Valves. Due to abnormal annular geometry posed by 
Bicuspid Aortic Valves (BAV), concerns regarding para-
valvular leakage have resulted in its contra-indication 
in those with BAV. Several studies have demonstrated 
acceptable ACC times between 40 and 70  min, CPB 
times between 50 and 80 min and perioperative mortal-
ity between 0–2% with no studies identifying major PVL 
at discharge [83–85]. However, one study evaluating the 
Intuity Valve’s mid to long-term performance demon-
strated a significantly higher incidence of PVL, with 10% 
of BAV patients having severe PVL compared with only 
3% in the TAV group, although this did not have a sig-
nificant influence on reoperation or mortality [86]. Other 
indications such as aortic regurgitation have been evalu-
ated recently with acceptable operative and short-term 
outcome data demonstrated in a small cohort of patients, 

however long-term data is lacking [87]. Whilst prom-
ising, this data has to be interpreted with caution. All 
studies were retrospective and evaluated small cohorts 
of patients, and only one evaluated mid-term data. Fur-
ther research will be required before the indications for 
SURD-AVR can be extended.

Limitations in this study require consideration when 
interpreting the findings. Five of the seven studies were 
non-randomised, single arm observational trials [16, 21, 
25–27]. Due to their design, confounders were unable 
to be accounted for. These factors, in conjunction with 
their unclear recruitment strategies, insufficient report-
ing of key outcome data and reported financial conflicts 
of interest, introduce significant selection and reporting 
bias into the sample. However, at least with respect to 
short term data, this is lessened by the large sample sizes 
and wide recruitment base. Whilst the long-term data is 
promising, modest numbers at long-term follow-up as 
well as absence of loss-to follow-up reporting in three 
studies, adds attrition bias into this study. The signifi-
cant heterogeneity encountered in key outcomes, whilst 
likely explained by differences in procedural approach, 
population size and variation in concomitant procedures, 
limits the confidence in some of the above findings. 
Additionally, despite patients undergoing concomitant 
procedures or those with small aortic roots identified 
as two key groups likely to benefit from reduced surgi-
cal times offered by implantation of this valve, no short 
or long-term data was available for either at the time of 
this review. This leaves a significant, unanswered gap in 
the literature for these groups. Long-term randomised 
control trials will be required to affirm the findings in this 
study.

Conclusions
This is the first systematic review and meta-analysis eval-
uating the mid-term outcomes and durability of the Per-
ceval S Valve in isolation. The analysis has demonstrated 
that the Perceval Valve has acceptable haemodynamics, 
durability and mortality with acceptable freedom from 
mortality at mid-term follow-up. However, future long-
term, randomised, comparative data will be required to 
better characterise the Perceval Valve’s clinical outcomes.

Appendix A: Example MeSH keywords and search 
strings

1. Sutureless Aortic Valve
2. Sutureless AND Aortic Valve Stenosis
3. Sutureless AND Aortic Valve Replacement OR AVR
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4. Perceval Valve AND Aortic Valve Replacement OR 
AVR

5. Perceval Valve AND Aortic Valve Stenosis OR Aortic 
valve stenosis OR Aortic Valve OR Aortic valve

6. Aortic Stenosis or Aortic Valve Stenosis
7. SURD OR SURD-AVR OR SURD-Aortic Valve 

Replacement
8. Rapid-Deployment AND Aortic Valve Stenosis

Supplementary Information
The online version contains supplementary material available at https:// doi. 
org/ 10. 1186/ s13019- 023- 02273-7.

Additional file 1. 

Acknowledgements
Not applicable.

Author contributions
JJ: Conception of ideas, data-collection, data-analysis, write up and revision. 
SM: Conception of ideas, data-analysis and heavy revisions. AT: Data-collection, 
Data-analysis and heavy revisions. PS: Data-analysis and heavy revisions. JT: 
Data-analysis and heavy revisions. CM: Data-collection, data-analysis and 
heavy revisions. LDB: Data-analysis and revisions. HFG: Data-analysis and 
soft-ware and statistical code implementation. JG: Conception of ideas, Data-
extraction, Data-analysis and heavy revisions.

Funding
No funding was utilised in the development of this manuscript.

Availability of data and materials
All data generated or analysed during this study are included in this published 
article. If raw data is required, this can be made available upon request to the 
corresponding author.

Declarations

Ethics approval and consent to participate
Ethics was not required for this project.

Consent for publication
No patient or participant data was sourced and thus consent for publication 
was not required.

Competing interests
The authors have no conflicts of interest to disclose.

Author details
1 Cardiothoracic Department, Royal Melbourne Hospital, 300 Grattan Street 
Parkville, Melbourne, VIC, Australia. 2 School of Cardiac Surgery, University 
of Brescia, Brescia, Italy. 3 Centre for Cardiovascular Biology and Disease 
Research, Latrobe University, Melbourne, VIC, Australia. 

Received: 16 October 2022   Accepted: 4 April 2023

References
 1. Du Y, Gössl M, Garcia S, Enriquez-Sarano M, Cavalcante JL, Bae R, et al. 

Natural history observations in moderate aortic stenosis. BMC Cardiovasc 
Disord. 2021;21(1):108.

 2. Bamford P, Said C, Al-Omary MS, Bhagwandeen R, Boyle A. aortic valve 
replacement rates in Australia from 2004 to 2019. Intern Med J. 2021.

 3. Yi B, Zeng W, Lv L, Hua P. Changing epidemiology of calcific aortic valve 
disease: 30-year trends of incidence, prevalence, and deaths across 204 
countries and territories. Aging (Albany NY). 2021;13(9):12710–32.

 4. Nguyen V, Willner N, Eltchaninoff H, Burwash IG, Michel M, Durand E, et al. 
Trends in aortic valve replacement for aortic stenosis: a French nation-
wide study. Eur Heart J. 2022;43(7):666–79.

 5. Al-Maisary S, Farag M, Te Gussinklo WH, Kremer J, Pleger ST, Leuschner F, 
et al. Are sutureless and rapid-deployment aortic valves a serious alterna-
tive to TA-TAVI? A matched-pairs analysis. J Clin Med. 2021;10(14).

 6. Durko AP, Osnabrugge RL, Van Mieghem NM, Milojevic M, Mylotte D, 
Nkomo VT, et al. Annual number of candidates for transcatheter aortic 
valve implantation per country: current estimates and future projections. 
Eur Heart J. 2018;39(28):2635–42.

 7. Meco M, Montisci A, Miceli A, Panisi P, Donatelli F, Cirri S, et al. Sutureless 
perceval aortic valve versus conventional stented bioprostheses: meta-
analysis of postoperative and midterm results in isolated aortic valve 
replacement. J Am Heart Assoc. 2018;7(4).

 8. Flameng W, Herregods MC, Hermans H, Van der Mieren G, Vercalsteren 
M, Poortmans G, et al. Effect of sutureless implantation of the Perceval 
S aortic valve bioprosthesis on intraoperative and early postoperative 
outcomes. J Thorac Cardiovasc Surg. 2011;142(6):1453–7.

 9. White A, Bozso SJ, Lakey O, Hong Y, Wang S, Nagendran J, et al. Rapid 
deployment valves versus conventional tissue valves for aortic valve 
replacement. J Thorac Cardiovasc Surg. 2022;163(6):2036–42.

 10. Woldendorp K, Doyle MP, Bannon PG, Misfeld M, Yan TD, Santarpino 
G, et al. Aortic valve replacement using stented or sutureless/rapid 
deployment prosthesis via either full-sternotomy or a minimally 
invasive approach: a network meta-analysis. Ann Cardiothor Surg. 
2020;9(5):347–63.

 11. Williams ML, Flynn CD, Mamo AA, Tian DH, Kappert U, Wilbring M, et al. 
Long-term outcomes of sutureless and rapid-deployment aortic valve 
replacement: a systematic review and meta-analysis. Ann Cardiothor 
Surg. 2020;9(4):265–79.

 12. Dellgren G, David TE, Raanani E, Armstrong S, Ivanov J, Rakowski H. Late 
hemodynamic and clinical outcomes of aortic valve replacement with 
the Carpentier-Edwards Perimount pericardial bioprosthesis. J Thorac 
Cardiovasc Surg. 2002;124(1):146–54.

 13. Raimundo R, Moreira S, Saraiva F, Cerqueira RJ, Teixeira P, Salgueiro E, et al. 
Early and mid-term haemodynamic performance and clinical outcomes 
of St. Jude Medical Trifecta™ valve. J Thoracic Dis. 2018;10(2):889–98.

 14. van der Straaten EPJ, Rademakers LM, van Straten AHM, Houterman S, Tan 
MESH, Soliman Hamad MA. Mid-term haemodynamic and clinical results 
after aortic valve replacement using the Freedom Solo stentless biopros-
thesis versus the Carpentier Edwards Perimount stented bioprosthesis. 
Eur J Cardiothorac Surg. 2015;49(4):1174–80.

 15. Shrestha M, Fischlein T, Meuris B, Flameng W, Carrel T, Madonna F, et al. 
European multicentre experience with the sutureless Perceval valve: clini-
cal and haemodynamic outcomes up to 5 years in over 700 patients. Eur 
J Cardiothorac Surg. 2016;49(1):234–41.

 16. Glauber M, Di Bacco L, Cuenca J, Di Bartolomeo R, Baghai M, Zakova D, 
et al. Minimally invasive aortic valve replacement with sutureless valves: 
results from an international prospective registry. Innovations (Philadel-
phia, Pa). 2020;15(2):120–30.

 17. Guyot P, Ades AE, Ouwens MJNM, Welton NJ. Enhanced secondary analy-
sis of survival data: reconstructing the data from published Kaplan-Meier 
survival curves. BMC Med Res Methodol. 2012;12(1):9.

 18. Balshem H, Helfand M, Schünemann HJ, Oxman AD, Kunz R, Brozek J, 
et al. GRADE guidelines: 3. Rating the quality of evidence. J Clin Epide-
miol. 2011;64(4):401–6.

 19. Sterne JA, Hernán MA, Reeves BC, Savović J, Berkman ND, Viswanathan M, 
et al. ROBINS-I: a tool for assessing risk of bias in non-randomised studies 
of interventions. BMJ. 2016;355: i4919.

 20. Baghai M, Glauber M, Fontaine R, Castillo JC, Walker AH, Livi U, et al. Clini-
cal outcomes after implantation of a sutureless aortic bioprosthesis with 

https://doi.org/10.1186/s13019-023-02273-7
https://doi.org/10.1186/s13019-023-02273-7


Page 14 of 15Jolliffe et al. Journal of Cardiothoracic Surgery          (2023) 18:129 

concomitant mitral valve surgery: the SURE-AVR registry. J Cardiothorac 
Surg. 2021;16(1):154.

 21. Meuris B, Flameng WJ, Laborde F, Folliguet TA, Haverich A, Shrestha M. 
Five-year results of the pilot trial of a sutureless valve. J Thorac Cardiovasc 
Surg. 2015;150(1):84–8.

 22. Glauber M, Kent WDT, Asimakopoulos G, Troise G, Padrò JM, Royse A, et al. 
Sutureless valve in repeated aortic valve replacement: results from an 
international prospective registry. Innovations. 2021;16(3):273–9.

 23. Meuris B, Fishlein T, Folliguet T, Hakim-Meibodi H, Misfeld M, Carrel T, et al. 
Hemodynamic outcome at 5y of the perceval sutureless valve: results 
from an international prospective trial. Struct Heart. 2020;4(sup1):162.

 24. Muneretto C, Solinas M, Folliguet T, Di Bartolomeo R, Repossini A, 
Laborde F, et al. Sutureless versus transcatheter aortic valves in elderly 
patients with aortic stenosis at intermediate risk: a multi-institutional 
study. J Thorac Cardiovasc Surg. 2022;163(3):925-35.e5.

 25. Fischlein T, Meuris B, Folliguet T, Hakim-Meibodi K, Misfeld M, Carrel 
T, et al. Midterm outcomes with a sutureless aortic bioprosthesis in a 
prospective multicenter cohort study. J Thorac Cardiovasc Surg. 2021.

 26. Lamberigts M, Szecel D, Rega F, Verbrugghe P, Dubois C, Meuris B. Suture-
less aortic valves in isolated and combined procedures: thirteen years of 
experience in 784 patients. J Thoracic Cardiovasc Surg. 2022.

 27. Szecel D, Eurlings R, Rega F, Verbrugghe P, Meuris B. Perceval suture-
less aortic valve implantation: midterm outcomes. Ann Thorac Surg. 
2021;111(4):1331–7.

 28. Fischlein T, Meuris B, Folliguet T, Hakim-Meibodi K, Misfeld M, Car-
rel T, et al. Midterm outcomes with a sutureless aortic bioprosthesis 
in a prospective multicenter cohort study. J Thorac Cardiovasc Surg. 
2022;164(6):1772-80.e11.

 29. Flynn CD, Williams ML, Chakos A, Hirst L, Muston B, Tian DH. Sutureless 
valve and rapid deployment valves: a systematic review and meta-analy-
sis of comparative studies. Ann Cardiothor Surg. 2020;9(5):364–74.

 30. Bening C, Hamouda K, Oezkur M, Schimmer C, Schade I, Gorski A, et al. 
Rapid deployment valve system shortens operative times for aortic valve 
replacement through right anterior minithoracotomy. J Cardiothorac 
Surg. 2017;12(1):27.

 31. Martinsson A, Nielsen SJ, Milojevic M, Redfors B, Omerovic E, Tønnessen 
T, et al. Life expectancy after surgical aortic valve replacement. J Am Coll 
Cardiol. 2021;78(22):2147–57.

 32. Persson M, Glaser N, Nilsson J, Friberg Ö, Franco-Cereceda A, Sartipy U. 
Comparison of long-term performance of bioprosthetic aortic valves in 
Sweden From 2003 to 2018. JAMA Netw Open. 2022;5(3):e220962-e.

 33. Shultz BN, Timek T, Davis AT, Heiser J, Murphy E, Willekes C, et al. A pro-
pensity matched analysis of outcomes and long term survival in stented 
versus stentless valves. J Cardiothorac Surg. 2017;12(1):45.

 34. Chan V, Kulik A, Tran A, Hendry P, Masters R, Mesana TG, et al. Long-term 
clinical and hemodynamic performance of the Hancock II versus the 
Perimount aortic bioprostheses. Circulation. 2010;122(11 Suppl):S10–6.

 35. Bach DS, Kon ND, Dumesnil JG, Sintek CF, Doty DB. Ten-year outcome 
after aortic valve replacement with the freestyle stentless bioprosthesis. 
Ann Thorac Surg. 2005;80(2):480–6.

 36. Chang HW, Kim WS, Ahn JH, Carriere KC, Jeong DS, Cho YH, et al. Late 
clinical outcomes of aortic valve replacement with Carpentier-Edwards 
pericardial valves. J Thorac Dis. 2019;11(12):5372–81.

 37. Bartus K, Litwinowicz R, Bilewska A, Stapor M, Bochenek M, Rozan-
ski J, et al. Final 5-year outcomes following aortic valve replacement 
with a RESILIA™ tissue bioprosthesis. Eur J Cardio-Thoracic Surg. 
2021;59(2):434–41.

 38. Makkar RR, Thourani VH, Mack MJ, Kodali SK, Kapadia S, Webb JG, et al. 
Five-year outcomes of transcatheter or surgical aortic-valve replacement. 
N Engl J Med. 2020;382(9):799–809.

 39. Shalabi A, Spiegelstein D, Sternik L, Feinberg MS, Kogan A, Levin S, et al. 
Sutureless versus stented valve in aortic valve replacement in patients 
with small annulus. Ann Thorac Surg. 2016;102(1):118–22.

 40. Beckmann E, Martens A, Alhadi F, Hoeffler K, Umminger J, Kaufeld T, et al. 
Aortic valve replacement with sutureless prosthesis: better than root 
enlargement to avoid patient-prosthesis mismatch? Interact Cardiovasc 
Thorac Surg. 2016;22(6):744–9.

 41. Dedeilias P, Baikoussis NG, Prappa E, Asvestas D, Argiriou M, Charitos C. 
Aortic valve replacement in elderly with small aortic root and low body 
surface area; the Perceval S valve and its impact in effective orifice area. J 
Cardiothorac Surg. 2016;11(1):54.

 42. Anselmi A, Ruggieri VG, Belhaj Soulami R, Flécher E, Langanay T, Cor-
bineau H, et al. Hemodynamic results and mid-term follow-up of 850 
19 to 23 mm perimount magna ease valves. Thorac Cardiovasc Surg. 
2019;67(4):274–81.

 43. Anselmi A, Ruggieri VG, Lelong B, Flecher E, Corbineau H, Langanay T, 
et al. Mid-term durability of the Trifecta bioprosthesis for aortic valve 
replacement. J Thorac Cardiovasc Surg. 2017;153(1):21-8.e1.

 44. Axtell AL, Chang DC, Melnitchouk S, Jassar AS, Tolis G, Villavicencio MA, 
et al. Early structural valve deterioration and reoperation associated with 
the mitroflow aortic valve. J Card Surg. 2018;33(12):778–86.

 45. Riess F-C, Cramer E, Hansen L, Schiffelers S, Wahl G, Wallrath J, et al. Clini-
cal results of the Medtronic Mosaic porcine bioprosthesis up to 13 years. 
Eur J Cardiothorac Surg. 2010;37(1):145–53.

 46. Bartus K, Litwinowicz R, Bilewska A, Stapor M, Bochenek M, Rozanski J, 
et al. Final 5-year outcomes following aortic valve replacement with a 
RESILIA™ tissue bioprosthesis. Eur J Cardiothorac Surg. 2020;59(2):434–41.

 47. Mack MJ, Leon MB, Smith CR, Miller DC, Moses JW, Tuzcu EM, et al. 
5-year outcomes of transcatheter aortic valve replacement or sur-
gical aortic valve replacement for high surgical risk patients with 
aortic stenosis (PARTNER 1): a randomised controlled trial. The Lancet. 
2015;385(9986):2477–84.

 48. Wang N, Tsai YC, Niles N, Tchantchaleishvili V, Di Eusanio M, Yan TD, et al. 
Transcatheter aortic valve implantation (TAVI) versus sutureless aortic 
valve replacement (SUAVR) for aortic stenosis: a systematic review and 
meta-analysis of matched studies. J Thorac Dis. 2016;8(11):3283–93.

 49. Takagi H, Umemoto T. Sutureless aortic valve replacement may improve 
early mortality compared with transcatheter aortic valve implantation: a 
meta-analysis of comparative studies. J Cardiol. 2016;67(6):504–12.

 50. Leon MB, Smith CR, Mack MJ, Makkar RR, Svensson LG, Kodali SK, et al. 
Transcatheter or surgical aortic-valve replacement in intermediate-risk 
patients. N Engl J Med. 2016;374(17):1609–20.

 51. Abdel-Wahab M, Landt M, Neumann F-J, Massberg S, Frerker C, Kurz T, 
et al. 5-Year outcomes after TAVR with balloon-expandable versus self-
expanding valves: results from the CHOICE randomized clinical trial. JACC 
Cardiovasc Intervent. 2020;13(9):1071–82.

 52. Klop IDG, Kougioumtzoglou AM, Kloppenburg GTL, van Putte BP, 
Sprangers MAG, Klein P, et al. Short-term outcome of the intuity rapid 
deployment prosthesis: a systematic review and meta-analysis. Interact 
Cardiovasc Thorac Surg. 2020;31(4):427–36.

 53. Borger MA, Moustafine V, Conradi L, Knosalla C, Richter M, Merk DR, et al. 
A randomized multicenter trial of minimally invasive rapid deployment 
versus conventional full sternotomy aortic valve replacement. Ann Thorac 
Surg. 2015;99(1):17–25.

 54. Ferrari E, Roduit C, Salamin P, Caporali E, Demertzis S, Tozzi P, et al. Rapid-
deployment aortic valve replacement versus standard bioprosthesis 
implantation. J Card Surg. 2017;32(6):322–7.

 55. Dvir D, Barbash IM, Ben-Dor I, Torguson R, Badr S, Minha SA, et al. Paraval-
vular regurgitation after transcatheter aortic valve replacement: diagno-
sis, clinical outcome, preventive and therapeutic strategies. Cardiovasc 
Revascular Med. 2013;14(3):174–81.

 56. Flynn CD, Williams ML, Chakos A, Hirst L, Muston B, Tian DH. Sutureless 
valve and rapid deployment valves: a systematic review and meta-analy-
sis of comparative studies. Ann Cardiothorac Surg. 2020;9(5):364–74.

 57. Brown JM, O’Brien SM, Wu C, Sikora JA, Griffith BP, Gammie JS. Isolated 
aortic valve replacement in North America comprising 108,687 patients 
in 10 years: changes in risks, valve types, and outcomes in the Society 
of Thoracic Surgeons National Database. J Thorac Cardiovasc Surg. 
2009;137(1):82–90.

 58. Meco M, Miceli A, Montisci A, Donatelli F, Cirri S, Ferrarini M, et al. Suture-
less aortic valve replacement versus transcatheter aortic valve implanta-
tion: a meta-analysis of comparative matched studies using propensity 
score matching. Interact Cardiovasc Thorac Surg. 2017;26(2):202–9.

 59. Barbanti M, Tamburino C, D’Errigo P, Biancari F, Ranucci M, Rosato S, et al. 
Five-year outcomes of transfemoral transcatheter aortic valve replace-
ment or surgical aortic valve replacement in a real world population. 
Circul Cardiovasc Intervent. 2019;12(7):e007825.

 60. Kapadia SR, Leon MB, Makkar RR, Tuzcu EM, Svensson LG, Kodali S, 
et al. 5-year outcomes of transcatheter aortic valve replacement 
compared with standard treatment for patients with inoperable 
aortic stenosis (PARTNER 1): a randomised controlled trial. Lancet. 
2015;385(9986):2485–91.



Page 15 of 15Jolliffe et al. Journal of Cardiothoracic Surgery          (2023) 18:129  

•
 
fast, convenient online submission

 •
  

thorough peer review by experienced researchers in your field

• 
 
rapid publication on acceptance

• 
 
support for research data, including large and complex data types

•
  

gold Open Access which fosters wider collaboration and increased citations 

 
maximum visibility for your research: over 100M website views per year •

  At BMC, research is always in progress.

Learn more biomedcentral.com/submissions

Ready to submit your researchReady to submit your research  ?  Choose BMC and benefit from: ?  Choose BMC and benefit from: 

 61. Moscarelli M, Santarpino G, Athanasiou T, Mastroroberto P, Fattouch K, 
Nasso G, et al. A pooled analysis of pacemaker implantation after Perceval 
sutureless aortic valve replacement. Interact Cardiovasc Thorac Surg. 
2021;33(4):501–9.

 62. Liakopoulos OJ, Gerfer S, Rahmanian P, Eghbalzadeh K, Djordjevic I, 
Schlachtenberger G, et al. Rapid Deployment Aortic Valve Replace-
ment with the Perceval S and Intuity Elite. Thorac Cardiovasc Surg. 
2021;69(5):412–9.

 63. Vilalta V, Cediel G, Mohammadi S, López H, Kalavrouziotis D, Resta H, et al. 
Incidence, predictors and prognostic value of permanent pacemaker 
implantation following sutureless valve implantation in low-risk aortic 
stenosis patients. Eur J Cardiothorac Surg. 2022.

 64. Geršak B, Glauber M, Bouchard D, Jug J, Solinas M. Oversizing increases 
pacemaker implantation rate after sutureless minimally invasive aortic 
valve replacement. Innovations. 2020;15(5):449–55.

 65. Vogt F, Moscarelli M, Nicoletti A, Gregorini R, Pollari F, Kalisnik JM, et al. 
Sutureless aortic valve and pacemaker rate: from surgical tricks to clinical 
outcomes. Ann Thorac Surg. 2019;108(1):99–105.

 66. Tavlasoglu M, Guler A, Yesil FG. Should sutureless aortic valve replace-
ment be preferred only for decreasing aortic crossclamp time? J Thorac 
Cardiovasc Surg. 2014;147(5):1726–7.

 67. Yanagawa B, Cruz J, Boisvert L, Bonneau D. A simple modification to lower 
incidence of heart block with sutureless valve implantation. J Thorac 
Cardiovasc Surg. 2016;152(2):630–2.

 68. Brookes JDL, Mathew M, Brookes EM, Jaya JS, Almeida AA, Smith JA. 
Predictors of pacemaker insertion post-sutureless (perceval) aortic valve 
implantation. Heart Lung Circ. 2021;30(6):917–21.

 69. Mugnai G, Moran D, Nijs J, Chierchia GB, Velagic V, Ströker E, et al. Electro-
cardiographic and clinical predictors of permanent pacemaker insertion 
following Perceval sutureless aortic valve implantation. J Electrocardiol. 
2019;56:10–4.

 70. Rahmanian PB, Eghbalzadeh K, Kaya S, Menghesha H, Gerfer S, Liakopou-
los OJ, et al. Determination of risk factors for pacemaker requirement fol-
lowing rapid-deployment aortic valve replacement†. Interact Cardiovasc 
Thorac Surg. 2018;27(2):215–21.

 71. Kappetein AP, Head SJ, Généreux P, Piazza N, van Mieghem NM, 
Blackstone EH, et al. Updated standardized endpoint definitions for 
transcatheter aortic valve implantation: the Valve Academic Research 
Consortium-2 consensus document. Eur Heart J. 2012;33(19):2403–18.

 72. Cerillo AG, Amoretti F, Mariani M, Cigala E, Murzi M, Gasbarri T, et al. 
Increased gradients after aortic valve replacement with the perceval 
valve: the role of oversizing. Ann Thorac Surg. 2018;106(1):121–8.

 73. Park SJ, Rhee Y, Lee C-H, Kim HJ, Kim JB, Choo SJ, et al. 3-Dimensional 
computed tomographic assessment predicts conduction block and 
paravalvular leakage after rapid-deployment aortic valve replacement. 
Eur J Cardiothorac Surg. 2021;61(4):899–907.

 74. Shultz B, Timek T, Davis AT, Heiser J, Murphy E, Willekes C, et al. Outcomes 
in patients undergoing complex cardiac repairs with cross clamp times 
over 300 minutes. J Cardiothorac Surg. 2016;11(1):105.

 75. Al-Sarraf N, Thalib L, Hughes A, Houlihan M, Tolan M, Young V, et al. Cross-
clamp time is an independent predictor of mortality and morbidity in 
low- and high-risk cardiac patients. Int J Surg. 2011;9(1):104–9.

 76. Sian K, Li S, Selvakumar D, Mejia R. Early results of the Sorin(®) Perceval 
S sutureless valve: systematic review and meta-analysis. J Thorac Dis. 
2017;9(3):711–24.

 77. Bar-El Y, Adler Z, Kophit A, Kertzman V, Sawaed S, Ross A, et al. Myocardial 
protection in operations requiring more than 2 h of aortic cross-clamp-
ing. Eur J Cardiothorac Surg. 1999;15(3):271–5.

 78. Bezon E, Choplain JN, Aziz Khalifa AA, Numa H, Salley N, Barra JA. Con-
tinuous retrograde blood cardioplegia ensures prolonged aortic cross-
clamping time without increasing the operative risk. Interact Cardiovasc 
Thorac Surg. 2006;5(4):403–7.

 79. Moh’d AF, Al-Odwan HT, Altarabsheh S, Makahleh ZM, Khasawneh MA. 
Predictors of aortic clamp time duration and intensive care unit length of 
stay in elective adult cardiac surgery. Egypt Heart J. 2021;73(1):92.

 80. Sá MP, Jabagi H, Dokollari A, Awad AK, Van den Eynde J, Malin JH, et al. 
Early and late outcomes of surgical aortic valve replacement with 
sutureless and rapid-deployment valves versus transcatheter aortic valve 
implantation: Meta-analysis with reconstructed time-to-event data of 
matched studies. Catheter Cardiovasc Interv. 2022;99(6):1886–96.

 81. Fischlein T, Caporali E, Asch FM, Vogt F, Pollari F, Folliguet T, et al. Hemo-
dynamic performance of sutureless vs. conventional bioprostheses for 
aortic valve replacement: the 1-year core-lab results of the randomized 
PERSIST-AVR trial. Front Cardiovasc Med. 2022;9.

 82. Fischlein T, Folliguet T, Meuris B, Shrestha ML, Roselli EE, McGlothlin 
A, et al. Sutureless versus conventional bioprostheses for aortic valve 
replacement in severe symptomatic aortic valve stenosis. J Thorac Cardio-
vasc Surg. 2021;161(3):920–32.

 83. Li HY, Tsai FC, Lu CH, Chou AH, Huang HC, Gersak B. Sutureless valve in 
bicuspid aortic stenosis: modified technique and midterm outcome. The 
Thoracic and Cardiovascular Surgeon. 2022.

 84. Miceli A, Berretta P, Fiore A, Andreas M, Solinas M, Santarpino G, et al. 
Sutureless and rapid deployment implantation in bicuspid aortic valve: 
results from the sutureless and rapid-deployment aortic valve replace-
ment international registry. Ann Cardiothor Surg. 2020;9(4):298–304.

 85. Nguyen A, Fortin W, Mazine A, Bouchard D, Carrier M, El Hamamsy I, et al. 
Sutureless aortic valve replacement in patients who have bicuspid aortic 
valve. J Thorac Cardiovasc Surg. 2015;150(4):851–7.

 86. Coti I, Werner P, Kaider A, Mach M, Kocher A, Laufer G, et al. Rapid-deploy-
ment aortic valve replacement for patients with bicuspid aortic valve: a 
single-centre experience. Eur J Cardio-Thoracic Surg. 2022;62(4).

 87. Zubarevich A, Rad AA, Amanov L, Szczechowicz M, Osswald A, Torabi S, 
et al. Sutureless aortic valve replacement in pure aortic regurgitation: 
expanding the indications. J Cardiothorac Surg. 2022;17(1):198.

Publisher’s Note
Springer Nature remains neutral with regard to jurisdictional claims in pub-
lished maps and institutional affiliations.


	Perceval valve intermediate outcomes: a systematic review and meta-analysis at 5-year follow-up
	Abstract 
	Objectives 
	Methods 
	Results 
	Conclusion 
	Key question 
	Key findings 
	Key outcomes 

	Background
	Methods
	Literature search
	Inclusion and exclusion criteria
	Data extraction
	Outcomes and statistical analysis

	Results
	Quality of evidence
	Demographics
	Intra-operative outcomes
	Mid-term mortality and haemodynamics
	Mid-term morbidity outcomes
	Early post-operative outcomes

	Discussion
	Conclusions
	Appendix A: Example MeSH keywords and search strings
	Anchor 26
	Acknowledgements
	References


