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[ Abstract] Bicuspid aortic valve is a kind of malformation caused by genetic factors which is a kind of congenital aortic valve

malformation with a high incidence rate in the population. The main method for diagnosing bicuspid aortic valve is transthoracic

echocardiography. In recent years, transcatheter aortic valve replacement has been gradually developed. But currently, surgery is still the main

method for treating various diseases caused by bicuspid aortic valve. This article reviews the pathogenesis and recent progress in clinical

treatment of bicuspid aortic valve,and provides reference for the treatment of patients with bicuspid aortic valve.
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