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Introduction
Aortic stenosis is the most common acquired valvar 

disease, when severe and symptomatic, surgical approach 
was the gold standard therapy. It is Worth noticing that 
severe aortic stenosis treatment was change in the last years 
and trans catheter aortic-valve replacement (TAVR) become 
an important therapy for a specific group of patients with a 
severe aortic stenosis.

In this setting risk scoring play a important role, identifying 
patient with high risk whom could benefit from a percutaneous 
approach. Risk scoring systems have been developed to predict 
mortality after cardiac surgery in adults Preoperative risks 
tratification is essential to making sound surgical decisions. 

Risk Scores Models
Curiously, specific scores for mortality prediction in 

TAVR are recente publish. TAVR specific clinical prediction 
models are France TAVR registry (FRANCE-2 model) [1], 
the Italian TAVI registry (OBSERVANT model) [2] and the 
Society of Thoracic Surgeons/American College of Cardiology 
Transcatheter Valve Therapy registry (ACC model) [3].

The mostused score isthe STS score. This was generated 
from the U.S. database separated into three large cohorts with 
more than 100,000 patients each. In groups 2 and 3, only valve 
surgeries (aortic valve replacement, mitral valve replacement 
and mitral valve repair), combined valve surgery and coronary  

 
artery bypass grafting (CABG) were respectively included. The 
performance of the STS model are poor at predicting 30-day 
mortality post TAVR [4]

These scores were tested prospectively on every TAVR 
procedure in the United Kingdom from January 2007 to 
December 2014. A total of 7431 was assessed and all scores were 
analized in terms of calibration and discrimination. Calibration 
is the comparing between the expected and observed event 
rates (discrimination is the ability to distinguish between 
those who will experience an event and those who willnot. 
Discrimination of the risk models wasa nalyzed using the area 
under the receiver operating characteristic (ROC) curve.

The ACC and STS models were the closest to the observed 
mortality in terms of absolute and relative diferences [5]. The 
area underthe ROC curve was below 0.7 for all models, with the 
majority close to 0.6; the ACC and FRANCE-2 had the highest 
discrimination [5].

High Risk Aortic Stenosis Patients
First TAVR approval was made for patients were not 

candidates for surgeryorat high risk for complications due 
to surgery. These recomendation derived from two cohort of 
trial Partner: the high risk cohort included 699 patients with 
severe aortic stenosis and cardiac symptoms at 22 centers the 
median of STS score was 11.8% and the TAVR was non inferior 
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when comparing with cardiac surgery [6]. At 1 year, the rate 
of death from any cause in the intention-to-treat population 
(the primary study end point) was 24.2% in the transcatheter 
group as comparedwith 26.8% in the surgical patients [6]. 

In the cohort of patients who cannot undergo surgery, 
358 were included at 21 centers, with median STS score, 
11.6±6.0%. There were many patients with low STS scores, but 
with coexisting conditions that contributed to the surgeons 
determination that the patient was not a suitable candidate for 
surgery, including: an extensively calcified (porcelain) aorta 
(15.1%), chest wall.

Deformity or deleterious effects of chest-wall irradiation 
(13.1%), oxygen-dependent respiratory insufficiency (23.5%), 
and frailty. At the 1-year follow-up, the rate of death from 
any cause (the primary end point), as calculated with the use 
of a Kaplan-Meier analysis, was 30.7% in the TAVI group, as 
compared with 50.7% in the standard-therapy group without 
surgery [7].

Intermediate-Risk Patients with Severe Aortic 
Stenosis

Recently, the PARTNER 2 tria lshowed results of 2032 
intermediate-risk patients with severe aortic stenosis, at 
57 centers, to undergo either TAVR or surgical replacement. 
The intermediate-riskpatients, TAVR was similar to surgical 
aortic-valve replacement with respect to the primary end point 
of death or disabling stroke. The mediam of STS score was 
5.8%, 6.7% of the patients had an STS score that was lessthan 
4.0%, 81.3% had a score that was between 4.0% and 8.0%, and 
12.0% had a score that was greater than 8.0% [8].

Another study recently published from the SURTAVI 
investigators included a total of 1746 patients underwent 
randomization at 87 centers. The mean age of the patients 
was 79.8 years, and all were at intermediate risk for surgery 
with mean of STS score 4.5±1.6%. In this trial surgery was 
associated with higher rates of acute kidney injury, atrial 
fibrillation, and transfusion requirements, whereas TAVR 
had higher rates of residual aortic regurgitation and need for 
pacemaker implantation. The investigators concluded that 

TAVR was non inferior when comparing with cardicsurgery 
[9].

Conclusion
Probably in the next years all patients with aortic stenosis 

will be always schedule for TAVR. The risk score models will 
be used to give more information for the patients about the 
morbidities and mortality risks. The best score toused in your 
institution will be validated with local reality.
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