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More than six million elderly adults in USA, are newly eligible for statin
therapy based on a strict interpretation of the Justification for the Use of
Statins in Primary Prevention: An Intervention Trial Evaluating Rosuvastatin
(JUPITER) trial (4). The number of individuals eligible for statin therapy
increases to more than 10 million adults when extrapolated to individuals
with normal LDL-cholesterol levels, as determined by the National
Cholesterol Education Program Adult Treatment Panel Ill (NCEP ATP)
cutoff points, and elevated hs-CRP levels. In conclusion, alternate-day
dosing may be efficacious and safe alternative to daily dosing for primary
prevention in some individuals.
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Dilemma in the strategy of treatment:
revascularization or medical treatment?

Tedavi stratejisinde ikilem: Revaskiilarizasyon mu, ibbi
ledavi mi?

Dear Editor,

We have read, with a great interest, the paper titled “Dilemma in the
strategy of treatment: revascularization or medical treatment” by Tatli et
al. (1) which gives rise to thought about patients without angina with coro-
nary artery diseases. In their summary of the case, they reported literature
search and their own opinions on the case having significant narrowing at
the left anterior descending (LAD) and right coroner artery (RCA).
Principally, we would like to mention that the one of the most striking point
of the case was a 43-year-old female suffering from coronary artery dis-
ease. We advocate that the success for all treatment attempts (such as
medical, percutaneous coronary intervention (PCl), coronary artery
bypass surgery (CABG)) will be low without determination of the etiology
of early atherosclerosis.

Besides the study of Hochman et al. (2) cited by the authors in their
paper for the proof of revascularization of infarct related artery in the

treatment of late stage myocardial infarcts (MI) as being not entirely suc-
cessful, more well-rounded study of Abbate et al. (3) reported a positive
opinion on possibility of the revascularization in late stage cases.

Search of recently published literature revealed that there has been a
debate in priority whether to use PCl or CABG in two vascular disease
patients (4-6). Kimura et al. (4) compared the PCl and CABG and reported
that there was no significant difference between two groups especially in
asymptomatic patients with LAD and RCA clogging. However, Daemen et
al. (5) also found no differences between groups, the repeated revascular-
ization and major cerebrovascular attacks rates were higher in PCI
groups. However this case, as pointed out by Eagle et al. (6) can be con-
sidered within the indication of class IIA of asymptomatic coronary artery
two-vessel disease.

Our contribution to the authors own views politely stated and open for
other ideas is that priority should be directed toward stress tests (myocar-
dial perfusion scintigraphy, stress electrocardiography) before ventricular
functions of patients deteriorate and evaluation of live tissue then if fea-
sible PCl and CABG may practiced.
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Author reply
Dear Editor,
We appreciate the comments of the authors concerning our manu-

script “Dilemma in the strategy of treatment: revascularization or medical
treatment?”(1).
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A normofunctioning caged-ball aortic valve
prosthesis for 31 years A

Otuz bir yildir normal fonksiyonlari olan bir top kafes aort
kapak protezi

Starr-Edwards (S- E) ball cage prosthetic valve was first successfully
implanted in mitral position in September 1960 (1). Since then, S-E ball
valves have been widely used in all over the world with good results till 2007
when Edwards Lifesciences discontinued production of the S-E valve.
Their usage was abandoned because prosthetic valves with better hemo-
dynamics and with less thromboembolic potential were introduced to the
market. The S-E ball cage valve was known for its long durability. We
report a case with 9 no. S-E aortic caged-ball valve prosthesis, which has
been well-functioning for 31 years.

A 50 years old male patient was referred to the echocardiography
laboratory after a routine physical examination. He had no complaints. He
had undergone aortic valve replacement for rheumatic aortic valve dis-
ease with a S-E caged-ball aortic valve (no.9) in 1977. After 15 years of
asymptomatic period; his symptoms recurred and he underwent a second
surgery and 27 no. Medtronic mechanical monoleaflet mitral valve was
implanted in 1995. The prosthetic valve in the aortic position was function-
ing well at that time. From then, he attended outpatient appointments
regularly with no complaints with grade | New York Heart Association
(NYHA) functional class. Routine echocardiography and cine-fluoroscopy
controls showed normofunctioning aortic and mitral mechanical valves
(Fig. 1-2, Video 1. See corresponding video/movie images at www.ana-
karder.com).

Inthe past decades; aortic S-E caged-ball valves have been used suc-
cessfully all over the world. The only Food and Drug Administration (FDA)
approved caged-ball valve is the S-E valve. The complications related to
S-E caged-ball valves are; thromboembolism, hemolytic anemia, valve
failure, cloth wear, endocarditis, and pannus formation (2). Orszulak et al.
(3) have reported that survival rate of patients with prosthetic aort valve at
20 years were 31,2 % -including 6,2 % operative mortality- in a series of
1100 S-E caged ball aortic prostheses with a 24.8 years mean follow up
time. They found that advanced NYHA class (lll or 1V), older age (>56
years) and lower ejection fraction (<0.56) were predictive of poor late
survival. They did not find any valve failure in 1100 patients and they rec-
ommend that especially S-E valves of larger sizes (9A and above) provide
an excellent, safe and durable alternative in the aortic position. Godje et

Figure 1. Closing of the caged-ball prosthesis
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Figure 2. Opening of the caged-ball prosthesis

al. (4) have reported 16.6 % survival rate in patients with aortic S-E ball
valves after 30 years. For the S-E prosthesis, 40-year survival after mitral
valve replacement and 41- year survival after aortic valve replacement
have been reported (5).

Although natural heart valves allow blood to flow straight through the
center of the valve (central flow), caged ball valves completely block cen-
tral flow and collisions with the occluder ball cause damage to blood cells,
stimulate thrombosis and formation of blood clots. The high pressure gra-
dient, less effective orifice area and the absence of a central blood flow
with the patient morbidity rates are the factors that leaded scientists to
design new mechanical valves (4).

Our case demonstrates long durability of caged ball valves. The patient
has a normofunctioning S-E caged-ball aortic valve implanted 31 years ago.
His functional capacity is classified as NYHA class 1.
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