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F I G U R E 1 Bicuspid Aortic Valve Classiﬁcation
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*Type 2 did not occur in the study cohort. L ¼ left-coronary cusp; MDCT ¼ multidetector computed tomography; N ¼ non; NA ¼ not available; R ¼ right.

concomitant presence of coronary cusp fusion and

presumed that the underlying pathomechanism was

Martin Arnold, MD
Christian W. Hamm, MD, PhD
Thomas Walther, MD, PhD
Stephan Achenbach, MD, PhD
Helge Möllmann, MD, PhD

an offset of the prosthesis toward the conduction

*Department of Cardiology

system, but statistical signiﬁcance had not been

Kerckhoff Heart Center

demonstrated since only patients with coronary cusp

Benekestrasse 2-8

fusion had been considered.

61231 Bad Nauheim

calcium bridge (OR: 7.69; 95% CI: 2.08 to 28.46; p ¼
0.002) were independent predictors of permanent
pacemaker implantation. Jilaihawi et al. (1) recently

The present study comprises the largest consecu-

Germany

tive TAVR cohort systematically assessed for the

E-mail: w.kim@kerckhoff-klinik.de

presence of BAV using MDCT with concise diagnostic

https://doi.org/10.1016/j.jcmg.2017.12.010

criteria in all patients, hence minimizing the risk of

Ó 2018 by the American College of Cardiology Foundation. Published by Elsevier.

underestimating the prevalence of BAV and providing
a comprehensive overview of the various spectra of
BAV morphologies. Given that BAV is associated with
procedural challenges, the proper identiﬁcation and
classiﬁcation of BAV phenotypes is vital and requires
an elaborate imaging strategy that includes MDCT
with systolic reconstructions.
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