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Abstract and Introduction Results Results (cont’d)

Complications: AVR vs Ross Complications

5 - reoperation for bleeding (4.3%)
2 - transient renal failure requiring dialysis (1.7%)

Ross - AVR Pre-op Risk Factors after matching

Matched On: Age + 20, CVD,CHF (117 patients each group)

Matched On :Age_ + 20,CVD,CHF
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within 30 days; 2 for delayed tamponade and 4 for atrial fibrillation. Four patients
have undergone autograft reoperation, 2 required mechanical AVR, 2 repairs of an
annular false aneurysm. One patient required pulmonary homograft replacement.
Follow-up echo data showed 7 patients (6.0%) had Al=2+ and one (0.9%) had
Al=3-4+. Questionnaire response (88%) revealed 90% of patients experienced no
significant limitationsin activitiesof daily living (ADL).

The learning curve dropped below 180 minutes perfusion time at 35
patients. In the last 82 patients, there were no autograft reoperations, 2 (1.7%)
reoperations for bleeding, and only 4 (3.4%) had Al >1+ on follow-up echo.
Conclusion: The Ross Procedure carries alow morbidity and mortality, has few
autograft or homograft failuresin thefirst 5 years and no limitation to ADL for the
patients. Once a surgeon has surpassed the learning curve, the Ross Procedure
should be considered the primary operation for young patients with aortic valve
disease.

the Ross Procedure.

Methods

« Data was extracted from our STS certified database
« Supplementary data was obtained by chart reviews and from the Ross Reqgistry
« Patient questionnaires were used to assess limitations in ADL activity

« A1:1 match was obtained for the Ross patients and aortic valve replacements during the
corresponding time period

« The datawas then analyzed using chi-square or t-tests as appropriate to compare risk factors
and outcomes from the two techniques

= The cusum method was used to analyze the “learning curve”.
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Questionnaire response (88%) revealed 90% of patients experienced no significant
limitations in activities of daily living (ADL).

For the Ross procedure, the learning curve dropped below 180 minutes perfusion time at 35
patients (cusum). After that time, in the last 82 patients the results improved further:

0 - autograft reoperations,

2 - reoperations for bleeding (1.7%)

4 - had Al >1+ on follow-up echo (3.4%)
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Continuous Variables (ANOVA)

Xclamp Time (min) 84.3+37.3 157.2+24.1
Perfusion Time (min) 117.6 + 56.9 188.6 + 28.3 <0.001
ICU LOS (days) 2.4 +3.7 1.7+2.1 NS (0.09)
LOS (days) 7.1+6.4 58+3.2 0.05

<0.001
[

Summary
.

= The Ross Procedure carries a low morbidity and mortality

Mortality =3 (2.6%)
1 - heparin induced thrombocytopenia .
1 - pulmonary embolism
1 - myocardial infarction .

Few autograft or homograft failures were observed in the first 5 years
Patients reported they had no significant imitations to ADL
= Thelearning curve comprises about 35 patients

= Once asurgeon has surpassed the learning curve, the Ross procedure should be
considered the primary operation for young patients with aortic valve disease.



