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ABSTRACT　
 
Background　  In  the last  years,  transcatheter  aortic  valve implantation (TAVI)  indication has expanded to younger and lower
risk patients. Consequently, interest in mid and long-term follow up and in the role of life expectancy, as a key factor for select-
ing the most tailored treatment, has grown. The aim of this retrospective study is to compare the 4-year survival of patients who
underwent aortic valve replacement (AVR) vs. TAVI at our department.
 
Methods　 From September 2017 to December 2020, 673 consecutive patients with severe aortic valve stenosis were enrolled for
AVR (n = 283) or TAVI (n = 390). Inclusion criteria was isolated severe aortic stenosis, while exclusion criteria were redo surgery,
valve-in-valve procedure and the need for concomitant surgical procedures. Based on the Lee index, patients were divided into
four groups  according  to  their  4-year  life  expectancy.  Four-year  survival  was  assessed  and  reported  using  the  Kaplan-Meier
method. A multivariate regression analysis of risk factors for 4-year mortality was performed.
 
Results　  Four years survival is always superior in the AVR patients (89.8% vs. 75.6%, P < 0.001). Surgery is associated with a
higher incidence of acute kidney injury (23% vs. 5.1%, P < 0.001),  while TAVI is related to a higher incidence of new onset left
bundle branch block (0 vs. 23.8%, P < 0.001), pace-maker implantation (2.5% vs. 11.8%, P = 0,02) and mild-to-moderate paravalvu-
lar leak (0.3% vs. 5.4%, P < 0.001). The independent risk factors for 4-years mortality are post-procedural AKI, poor mobility and
transcatheter procedure.
 
Conclusion　In our analysis, 4 years survival is always superior in the AVR patients. Life expectancy is a key factor for selecting
the most appropriate approach for each patient. A longer follow up is mandatory before extending TAVI indication to patients
with a long-life expectancy.

 

A ortic stenosis (AS) is the most common de-
generative valvular disease in develo-
ped countries, with a prevalence of 3%

among people over the age of 75.[1] Even if surgical
aortic valve replacement (AVR) remains the gold
standard for the treatment of AS, in the recent years
transcatheter aortic valve implantation (TAVI) has
been recognized as an attractive alternative to sur-
gery. This process has been accelerated by several
randomized clinical trials (RCTs) that have demon-
strated similar outcomes comparing AVR and TAVI
in high and intermediate-risk patients.[2-5]

Most recently, short and mid-term outcomes from
prospective RCTs, comparing surgical and tran-
scatheter approach in low-risk patients have been
published.[6,7] These results led to an increased in-
terest in the role of TAVI for the treatment of AS in
younger and lower risk patients.

Furthermore, particular attention was paid to the
choice of the best treatment option for elderly pa-
tients with a good life-expectancy.

Consequently, interest in mid and long-term fol-
low up and in the role of life expectancy, as a key
factor for selecting the most tailored treatment, has
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grown. The aim of this retrospective study is to
compare 4-year survival and post procedural out-
comes of patients who underwent AVR vs. TAVI at
our department. 

METHODS

The study design was approved by the local Eth-
ics Committee at the Mauriziano Hospital, Turin -
Italy (protocol number 260-2022). Informed consent
was obtained from all patients. 

Patient Population and Study Design

From September 2017 to December 2020, 673 con-
secutive patients with diagnosis of severe AS were
enrolled for AVR or TAVI at our department. Seve-
re AS was defined as a valve area of 1 cm2 or less, or
mean gradient of 40 mmHg or more, or maximal
aortic valve velocity of 4.0 m or more per second as
assessed by transthoracic echocardiography. Inclu-
sion criteria was isolated severe AS, while exclu-
sion criteria were prior heart surgery, valve-in-
valve procedure, and the need for concomitant sur-
gical procedures.

Procedural risk profile was assessed using Euro-
score II.[8] Baseline characteristics such as age, sex,
body mass index (BMI), hypertension, diabetes,
dyslipidemia, kidney function, chronic obstructive
pulmonary disease (COPD), peripheral vascular
disease (PAD), poor mobility, previous stroke or
transient ischemic attack (TIA), New York Heart
Association (NYHA) class were evaluated in both
groups.

Poor mobility was defined as a severe impairme-
nt of mobility secondary to musculoskeletal or neu-
rological dysfunction,[8] and can be considered as an
effective indicator of patient frailty.[9] Each patient
was allocated to the most appropriate approach after
an accurate Heart Team evaluation involving car-
diothoracic surgeons, cardiologists, anesthesiologi-
sts, and radiologists assessing clinical history, blood
tests, electrocardiogram, trans-thoracic echocardio-
graphy, computed tomography (CT), and cardiac
catheterization of the patients. Particular relevance
is given to the pre-operative CT which gives essen-
tial information necessary for proper patient selec-
tion and procedural success such as aortic annulus
size, valvular and subvalvular calcifications, distan-

ce from annular plane and coronary ostia, diameter
and amount of calcification of access route.

To minimize differences between the two groups,
patients were divided into 4 groups according to the-
ir 4-year life expectancy based on the Lee index.[10] It
is a prognostic index which considers demographic,
behavior, comorbidity and functional status vari-
ables. It allows to stratify adult patients (50 years or
older) into high-, intermediate-, and low-risk gro-
ups for 4-year mortality by adding the points for each
variable. The points assigned to each of the 12 pre-
dictor variables are listed in Table 1.

Following Lee index, patients were divided into 4
groups according to their 4-year life expectancy: (1)
10 points or less: 4-year life expectancy ≥ 75%; (2) 11-
12 points: 4-year life expectancy 55%; (3) 13 points:
4-year life expectancy 41%; (4) 14 points or more: 4-
year life expectancy ≤ 36%. 

Interventios

AVR were performed through full sternotomy or
minimally invasive approach, central cannulation,
hypothermic cardiopulmonary bypass (CBP), aortic
cross clamping and myocardial protection was
achieved using anterograde blood or crystalloid car-
dioplegia. Aortic prosthesis type and size were de-
termined by the surgeon during the procedure. Both
bovine pericardial valves such as Carpentier–Ed-
wards Magna Ease™ (Edwards Lifesciences, Irvine,
CA, USA) and Avalus™ (Medtronic, Minneapolis,
MN, USA), and porcine valve such Epic bioprosthe-
sis (Abbott, Chicago, IL, USA) have been implanted.

TAVI were performed mainly by a transfemoral
approach under conscious sedation. Alternative ap-
proach such as trans-subclavian, trans-carotid, tran-
sapical and transcaval were used only in few cases
when the former approach was not feasible. New ge-
neration self-expandable (Evolut[ Medtronic, Min-
neapolis, MN, USA], Portico/Navitor [Abbott, Ch-
icago, IL, USA ]), and balloon expandable (Sapien,
Edwards Lifesciences, Irvine, CA, USA) prosthesis
were implanted. Prosthesis type and size and the
most appropriate vascular access were established
according to pre-procedural computed tomogra-
phy. Cardiac catheterization was performed before
surgery in the AVR group and before or during the
procedure in TAVI patients. 
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Outcomes

The primary outcome assessed for the present
study was 4-year all-cause mortality. Other out-
comes of interest were: 30-day mortality, post pro-
cedural acute kidney injury (AKI), neurological
events, new pacemaker (PM) implantation, para-
valvular leak (PVL), new atrial fibrillation (AF) and
left bundle branch block (LBBB). All the patients re-
ceive a follow up visit at 3 or 5 months after the pro-
cedure and an annual follow up phone call. The
mean follow-up period was 1025 ± 378 days. 

Statistical Analysis

Data were collected into a dedicated database and
retrospectively analyzed. Normal variables and cat-
egorical variables were presented as mean and
standard deviation (SD) and as frequency and per-
centage respectively.

In univariate analysis continuous variables were
compared using unpaired t-test or Wilcoxon-Mann-
Whitney according to distribution type. Categorical
variables were compared with the use of the Chi-
square test or Fisher exact test.

Four-year survival was assessed and reported us-

ing the Kaplan-Meier method. A multivariate re-
gression analysis of risk factors for 4-year mortality
was performed. Results of the multivariate analysis
were expressed by hazard ratio and with a 95% CI.
All P-values were two‐sided and a P-values of 0.05
or less were considered statistically significant.

All analyses were performed with SPSS 26.0 (IBM,
Chicago, USA). 

RESULTS

During the study period, 673 patients with dia-
gnosis of severe AS underwent AVR (n = 283, 42%)
or TAVI (n = 390, 58%) at the Mauriziano Hospital
in Italy and were enrolled in the present analysis.
Preoperative patients’ characteristics and comorbid-
ities are reported in Table 2.

Patients in the TAVI group were older (82.6 ± 4.9 vs.
71.8 ± 11, P < 0.001), with higher incidence of COPD
(27.2% vs. 17.3%, P = 0.01), PAD (17.4% vs. 15.9%, P =
0.03), with higher Euroscore II (5.12 ± 4.9 % vs. 2.4 ±
2.8%, P < 0.0001), higher serum creatinine level (1.43 ±
4.28 vs. 0.91 ± 0.46, p=0.043)and frailer (poor mobil-
ity rate 22% vs. 67%, P < 0.001) when compared to the
AVR group.

Patients in the surgical group had a higher incid-
ence of smoking (45.2% vs. 27.7%, P < 0.001). Never-
theless, when compare surgical and TAVI patients,
divided into the abovementioned subgroups accor-
ding to their 4-year life expectancy, the differences
between the two study populations were minim-
ized (Table 3).

In the subgroup with low 4-year life expectancy
the only difference was about patients age, TAVI
patients were older (84.3 ± 4.2 vs. 73.4 ± 11.9, P < 0.001)
than surgical patients. In the two subgroups with
intermediate 4-year life expectancy TAVI patients
were older (82.25 ± 4.27/82.03 ± 4.09 vs. 73.15 ± 9.02/
74.69 ± 11, P < 0.001) when compared to the AVR
group, while surgical patients had a higher incid-
ence of smoking (65.3/60.3 % vs. 20.3/15%, P < 0.001).
Finally, in the subgroup with high 4-year life expec-
tancy TAVI patients were older (78.78 ± 5.03 vs. 69.86 ±
10.9, P < 0.001), with higher Scr level (2.68 ± 2.51 vs.
0.85 ± 0.24, P = 0.04) and higher incidence of NYHA
class III-IV (53.6% vs. 35.5%, P = 0.015) when compared
to the surgical group. AVR patients had a higher in-
cidence of smoking (27.7% vs. 3.6%, P < 0.001).

 

Table 1    Points assignment to each of the 12 predictor variables.

Variables Points

Age, yrs 1

　60−64 2

　65−69 3

　70−74 4

　75−79 5

　80−84 6

　≥ 85 7

Male sex 2

Diabetes mellitus 1

Cancer 2

Lung disease 2

Heart Failure 2

BMI < 25 kg/m2 1

Current smoker 2

Difficult with bathing 2

Difficult with managing finances 2

Difficult with walking several blocks 2

Difficult with pulling or pushing heavy objects 1

BMI: body mass index.
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Regarding intra-operativa data, less than 5% of
the patients did not receive a trasfemoral approach
and the 70% of AVR were performed through a
minimally invasive approach.

Post-operative outcomes are reported in Table 4.
The incidence of death from any cause at 30 days
was 2.5% (n = 7/283) in the AVR group and 1.8% (n =
7/390) in the TAVI group (P = 0.24). No significan-
tly differences were recorded in terms of neurolo-
gical complications, AF at discharge, access site in-
fection and sepsis.

The incidence of post-procedural AKI was signi-
ficantly higher in the AVR group when compared
to the TAVI group (n = 66/283 [23%] vs. 20/390 [5.1%],
P < 0.001), whereas permanent PM implantation oc-
curred in 11.8% (n = 46/390] of the patients in the
TAVI group and in 2.5% (n = 7/283) in the surgery
group (P = 0.02).

The incidence of PVL (at least mild-moderate) was
significantly higher in the TAVI group than in the
surgical group (n = 99/390 [5.4%] vs. 1/283 [0.3%],
P < 0.001). Post-procedural LBBB, persistent at dis-
charge, is a typical complication of transcatheter ap-
proach (n = 93/390 [23.8%] vs. 0/283 [0], P < 0.001).
Four-year survival was significantly higher in AVR
patients when compared to the TAVI group (n = 254/
283 [89.8%], vs. 295/390 [75.6%]; HR = 0.39 [95% CI:
0.26-0.59; P < 0.001]) (Figure 1). Post procedural out-

comes did not significantly differ in the subgroups
based on 4-year life expectancy.

In the subgroup with low 4-year life expectancy,
surgical patients had a higher incidence of post-pro-
cedural AKI (n = 3/34 [8.8%] vs. 4/142 [2.8%], P =
0.03) and AF (2/34 [5.8%] vs. 2/142 [1.4%], P = 0.03),
while TAVI patients had a higher rate of post pro-
cedural LBBB (n = 38/142 [26.8%] vs. 0, P < 0.001),
new PM implantation (n = 21/142 [16.2%] vs. 0, P <
0,001) and PVL (n = 6/142 [4.2%] vs. 0, P = 0.04).

In the subgroup with 4-year life-expectancy of
41%, AVR patients showed a higher incidence of
post-procedural AKI (n = 3/26 [11.5%] vs. 1/59
[1.71%], P = 0.02), whereas TAVI patients had a
higher incidence of LBBB (n = 12/59 [20.3%] vs. 0, P
< 0.001) and PVL (n = 5/59 [8.4%] vs. 0, P = 0.02).

In the subgroup with 4-year life-expectancy of
51%, AVR patients had a higher rate of post-proced-
ural kidney damage (n = 10/68 [14.7%] vs. 1/133
[0.75%], P = 0.02), whereas TAVI patients had a
higher incidence of LBBB (n = 30/133 [22.5%] vs. 0,
P < 0.001), new PM implantation (n = 15/133 [11.31%]
vs. 4/68 [5.9%], P = 0.02) and PVL (n = 7/133 [5.26%]
vs. 1/68 [1.47%] , P = 0.04).

In the subgroup with higher life-expectancy, sur-
gical patients had a higher rate of post-procedural
AKI(n = 10/155 [6.4%] vs. 0, P = 0,02), whereas
TAVI patients had a higher incidence of LBBB (n =

 

Table 2    Baseline characteristics and comorbidities of the two groups.

Variables AVR (n = 283) TAVI (n = 390) P-value

Age, yrs   71.8 ± 11      82.6 ± 4.9   < 0.001

Female 126 (44.5%) 212 (54.3%) 0.01

BMI, kg/m2 26.73 ± 4.58 26.12 ± 4.81 0.08

Hypertension 271 (95.7%) 361 (92.5%) 0.11

Diabetes 69 (24.4%) 113 (28.9%) 0.11

Dyslipidemia 138 (48.7%) 208 (53.3%) 0.24

Smoke 128 (45.2%) 108 (27.7%) < 0.001

COPD 49 (17.3%) 106 (27.2%) 0.01

PAD 45 (15.9%) 68 (17.4%) 0.03

Serum creatinine, mg/dL   0.91 ± 0.46   1.43 ± 4.28 0.043

Stroke/TIA 20 (7.1%) 39 (9.2%) 0.21

Poor mobility 19 (6.7%) 86 (22%) < 0.001

NYHA III-IV 114 (40.3%) 192 (49.3%) 0.063

Euroscore II   5.12 ± 4.9     2.42 ± 2.8   0.0001

Data are presented as mean ± SD or n (%). BMI: body max index; COPD: chronic obstructive pulmonary disease; PAD: peripheral artery
disease; TIA: transient ischemic attack.
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13/56 [23.2%] vs. 0, P < 0.001), new PM implanta-
tion(n = 4/56 [71%] vs. 3/155 [1.9%], P = 0.02) and
PVL (n = 4/56 [7.14%] vs. 0, P = 0.02).

A multivariate model revealed three independ-
ent predictors of 4-year mortality: post procedural
AKI (HR = 3.4, 95% CI: 1.97-5.98, P < 0.0001), poor mo-
bility (HR = 3.6, 95% CI: 2.13-6.29, P < 0.0001) and
transcatheter approach (HR 0.38, 95% CI 0.17−0.84,
P = 0.017). PVL almost reached statistically signific-

ancy (HR = 1.32, 95% CI: 0.97−1.79, P = 0.074) (Table 5).
In the subgroup with low 4-year life expectancy, the
Kaplan-Meier 4-year estimate survival was 70.9%
for patients in the TAVI group and 82.4% for pa-
tients in the surgical group (HR = 0.37 [95% CI: 0.23−
0.85; P = 0.024]) (Figure 2).
 
 

Table 5    Multivariate analysis of risk factors for 4-year mortality.

Variables P-value HR 95% CI

Age 0.75 0.99 0.95−1.03

PM implantation 0.326 0.64 0.27−1.5

AKI 0.0001 3.4 1.97-5.98

Poor mobility 0.0001 3.6 2.13−6.29

PVL mild-moderate 0.074 1.32 0.97−1.79

TAVI 0.017 0.38 0.17−0.84

AKI: acute kidney injury; PM: pacemaker; PVL: paravalvular
leak; TAVI: transcatheter aortic valve implantation.
 

In the subgroup with intermediate life expect-
ancy (41%), the Kaplan-Meier 4-year estimate sur-
vival was 67.8% for TAVI patients and 73.1% for
AVR patients (HR = 0.7 [95% CI: 0.29−1.68; P <
0.42]) (Figure 2).

In the other subgroup with intermediate life ex-
pectancy (55%), the Kaplan-Meier 4-year estimate
survival was 79.7% in the transcatheter group and
92.6% in the surgical group (HR = 0.31 [95% CI:
0.12−0.81; P < 0.01]) (Figure 2). In the subgroup
with high life expectancy, the Kaplan-Meier 4-year
estimate survival was 85.7% for TAVI patients and
92.9%  for AVR patients (HR = 0.53 [95%  CI:
0.21−1.32; P < 0.17]) (Figure 2). 

DISCUSSION

Since the first procedure was performed in a hu-
man in 2002,[11] TAVI has been recognized as an at-
tractive alternative treatment of severe AS. Over the
last years, TAVI has become the treatment of choice
of AS in prohibitive [12] and high-risk patients[2,3] and
a valid therapeutic option in intermediate-risk pa-
tients.[4,5] Recently, encouraged results have emer-
ged from RCTs comparing TAVI and AVR in low-
risk patients.[6,7]

Nowadays there is controversy in the literature
about the widespread use of TAVI among these cat-
egories of patients, given the unknown prosthesis
long-term durability and the impact on long-term

 

Table 4    Main post-operative outcomes.

Variables AVR
(n = 283)

TAVI
(n = 390) P-value

30-day mortality 7 (2.5%) 7 (1.8%) 0.24

AKI 66 (23%) 20 (5.1%) < 0.001

Stroke 6 (2.1%) 7 (1.8%) 0.7

TIA 2 (0.7%) 6 (1.5%) 0.5
aLBBB at discharge 0 93 (23.8%) 0.001
aAF at discharge 13 (4.6%) 12 (3.1%) 0.18

PM implantation 7 (2.5%) 46 (11.8%) 0.02

Access site infection 1 (0.3%) 2 (0.51%) 0.7

Sepsis 5 (1.8%) 7 (1.8%) 0.8

PVL (at least mild-moderate) 1 (0.3%) 21 (5.4%) P < 0.001

4-year mortality 29 (10.2%) 95 (24.4%) P < 0.001

Data are presented as n (%). aFor LBBB and AF at discharge perc-
entages, the denominator was the number of patients who deve-
loped post-procedural LBBB and AF in each group. AF: atrial fib-
rillation; AKI: acute kidney injury; LBBB: left bundle branch block;
PM: pacemaker; PVL: paravalvular leak.

 

Figure  1      Overall  4-year  Kaplan-Meier  survival  curves  for
AVR and TAVI patients. AVR: aortic valve replacement; TAVI:
transcatheter  aortic  valve  implantation;  SAVR:  surgical  aortic
valve replacement.

RESEARCH ARTICLE JOURNAL OF GERIATRIC CARDIOLOGY

  http://www.jgc301.com; jgc@jgc301.com 851



outcomes of TAVI complications such as PVL, con-
duction abnormalities, neurological and vascular
complications.

Even if recent data from RCTs demonstrated that
TAVI is a feasible and safe procedure also in low-
risk patients,[7,8,13] we must bear in mind that RCTs
usually include high selected patients, not corres-
ponding to the daily clinical practice. In this regard,
Takagi and collogues performed a meta-analysis of
mortality with ≥ 5 years of follow up in RCTs and in
propensity score matched (PSM) studies of TAVI
versus AVR. TAVI was associated with higher all-
cause mortality in PSM studies, while no differ-
ences between the two procedures were reported in
RCTs.[14]

Similar results have been reported in another

meta-analysis by Witberg and collogues, in low-risk
patients TAVI was significantly associated with in-
creased midterm mortality in PMS studies, where-
as no differences between the two approaches were
reported in RCTs [15] These findings can be expla-
ined by the fact that patients enrolled in RCTs may
not be representative of those typically seen in the
real-world practice.

Beyersdorf and collogues have confirmed the bet-
ter long-term survival rate of surgical patient.[16]

They analyzed 5-year outcome data from the Ger-
man Aortic Valve Registry (GARY) for 18010 pa-
tients underwent TAVI or AVR for severe AS. After
propensity score matching TAVI was associated
with significantly greater 5-year mortality than
AVR (41.9% vs. 30.3%, P < 0.0001). According to lit-

 

Figure 2    Kaplan-Meier survival curves for AVR and TAVI patients according to their 4-year 466 life expectancy. AVR: aortic valve
replacement; TAVI: transcatheter aortic valve implantation.
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erature, in our single-center retrospective analysis,
TAVI patients had a higher 4-year mortality when
compared to surgical patients (24.4% vs. 10.2%, P <
0.001). The higher mortality rate in TAVI patients is
not unexpected, they are usually older, frailer and
with more comorbidities than surgical patients, as
reported in the overall baseline characteristics of
our study population.

However, to make a meaningful comparison
between the two study populations, patients were
divided into 4 subgroups according to their 4-year
life expectancy based on Lee index; the midterm
survival remained superior in surgical patients and
this difference resulted statistically significant in
two subgroups.

One of the most interesting findings of our study
was that TAVI was an independent risk factor of 4-
year mortality. This result is in line with the literat-
ure; Barili and collogues demonstrated that TAVI
has a protective effect in the short time that re-
verses over the time and after 2 years TAVI beco-
mes a risk factor for all-cause mortality.[17]

In our analysis, as reported in literature, TAVI
patients had a significantly higher incidence of
postprocedural conduction abnormalities and PVL
and these complications can overall impact on mid-
and long-term survival. New-onset LBBB is a spe-
cific concern of TAVI and the development of LBBB
could lead to cardiovascular events including AV
block, sudden cardiac death, heart failure and re-
hospitalization.[18] Permanent pace-maker implanta-
tion leads to mechanical dyssinchrony and may de-
crease ventricular function.[19] Finally, PVL after
TAVI has a negative impact on both overall surviv-
al and functional class.[20]

Furthermore, as reported by the STS-ACC Re-
gistry in 2020 stroke and new pace-maker implanta-
tion rates had just a small decline over the years
despite technology improvements.[21] It is mandat-
ory to reflect if these complications rates are still
reasonable in lower risk patients too. In our analys-
is, the difference in terms of 4-year survival reached
the statistical significancy in the subgroups with
low and intermediate life-expectancy. This result
may be explained by the fact that the abovemen-
tioned TAVI complications probably had a greater
impact on frailer patients. We suppose that, if we
prolonged the follow up period, we would get the
same results in healthier patients too.

All these factors should be considered before ex-
tending routine clinical use of TAVI in younger and
lower risk patients. Finally, considering the other
post-procedural outcomes, despite several trials re-
ported higher incidence of new onset of AF in sur-
gical patients,[4,22] in our study it was mostly a tran-
sient complication whereas no significantly differ-
ences were reported in terms of AF rate at discharge.

Post-procedural AKI is a feared complication of
both surgical and transcatheter procedures. In our
analysis AKI had a higher incidence in surgical pa-
tients. However, in a further sub analysis we found
out that despite the higher AKI incidence in AVR
patients, kidney injury lasted longer in TAVI pa-
tients and had a greater impact on mid-term out-
comes.[23]

The single-center non-randomized study design
is clearly the main limitation. Results herein presen-
ted are specific to a single‐center and may not be easi-
ly applied across all hospitals and geographic set-
tings. Finally, a longer follow up and a larger study popu-
lation are mandatory to confirm these findings.

In conclusion, despite TAVI has become a well-
established alternative to surgery in high- and inter-
mediate-risk patients, its indication in lower-risk
patients is still controversial. In our analysis 4-year
survival was always superior in surgical patients
and TAVI has been recognized as an independent
risk factor of mid-term mortality. Our results stress
the importance of a longer follow up before extend-
ing TAVI indication to lower risk patients. Life ex-
pectancy, more than age, is a key factor for select-
ing the most appropriate approach in this patient
category. TAVI should be reserved to patients with
lower life expectancy who can benefit from the
early protective effect of TAVI. 
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