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Abstract
Aims: There are no studies comparing transcatheter aortic valve implantation (TAVI) to conservative man-
agement in patients with chronic kidney disease stage 3-5 and severe aortic stenosis. We sought to compare 
the mortality rate and change in renal function in this patient population.

Methods and results: This was a single-centre retrospective cohort study that included all patients with 
chronic kidney disease stage 3-5 and severe aortic stenosis who underwent TAVI or were treated conserva-
tively between 2010 and 2015. Three hundred and sixty patients were included (162 TAVI and 198 con-
servatively treated patients). Several statistical methods were used, including propensity score matching and 
inverse probability weighting. Mean follow-up was 1.9 years. Conservative management was associated 
with a hazard ratio of 3.95 (95% CI: 2.59-6.02) for mortality compared with TAVI. After one year there 
was a significant decrease in renal function in the control group (39.6±13.9 ml/min to 34.4±15.3 ml/min), 
but not in the TAVI group (41.7±13 ml/min to 42.9±14.5 ml/min) (p-value=0.001).

Conclusions: TAVI is associated with improved survival in patients with aortic stenosis and chronic kid-
ney disease stage 3-5 compared to conservative management and protects from further decline in renal 
function up to one-year follow-up.
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Abbreviations
AF atrial fibrillation
AS aortic stenosis
CKD chronic kidney disease
eGFR estimated glomerular filtration rate
ESRD end-stage renal disease
HD haemodialysis
IHD ischaemic heart disease
SAVR surgical aortic valve replacement
SCr serum creatinine
TAVI transcatheter aortic valve implantation

Introduction
Chronic kidney disease (CKD) affects up to 75% of aortic steno-
sis (AS) patients, increasing aortic valve disease prevalence and 
accelerating its progression1. In the CKD population, AS is assoc-
iated with reduced survival2,3.

Up to 50% of AS patients with CKD are not referred to surgical 
aortic valve replacement (SAVR) due to excessive surgical risk4-6. 
Transcatheter aortic valve implantation (TAVI) has emerged as an 
alternative to SAVR in such patients7-10.

With few exceptions11-14, the current body of clinical evidence 
suggests that CKD increases post-TAVI mortality15-21.

Given their worse prognosis, the obvious question is whether 
the proven superiority of TAVI over conservative management in 
the overall severe AS population extends to CKD patients as well. 
At present, no study has compared mortality of patients with AS 
and CKD undergoing TAVI or managed conservatively. We sought 
to evaluate the effect of TAVI on survival and renal function in 
patients with stage 3-5 CKD and severe symptomatic AS com-
pared to conservative management.

Methods
STUDY DESIGN
This was a retrospective cohort study.

STUDY POPULATION
We reviewed our centre’s echocardiography database for the 
period between January 2010 and December 2015 and identi-
fied patients with first diagnosis of severe symptomatic AS (mean 
aortic valve gradient ≥40 mmHg and symptoms of chest pain, 
 dyspnoea or syncope). Patients who underwent SAVR (as docu-
mented in the patient’s electronic medical record) were excluded. 
We then divided the patients into two study groups – the TAVI and 
conservative management groups.

The patient selection process was as follows:
–  TAVI group: patients were identified in our institution’s TAVI 

registry22. We used preoperative (<2 days) serum creatinine 
(SCr) values to calculate the baseline estimated glomerular 
filtration rate (eGFR) according to the CKD-EPI formula23. 
Patients with an eGFR >60 mL/min/1.73 m2 were excluded. All 
other patients were classified into four groups on the basis of 
baseline eGFR: 45-59 (CKD stage 3a), 30-44 (CKD stage 3b), 

15-29 mL/min/1.73 m2 (CKD stage 4), and <15 mL/min/1.73 m2 
or haemodialysis (CKD stage 5). Patients who had fewer than 
three measurements of SCr level in the year prior to the TAVI 
were excluded. eGFR was required to remain stable (within 
CKD stage) for at least two measurements during the year prior 
to inclusion.

–   Conservative management group: we excluded all patients who 
did not have documented symptoms related to AS, as docu-
mented in either a hospital discharge paper or an outpatient 
clinic visit summary. Determination of eGFR and classifica-
tion of patients into CKD subgroups was identical to that of the 
TAVI group.
In addition, we excluded patients with other significant val-

vular disease, patients with active metastatic neoplastic disease, 
and those with significant cognitive decline (as estimated by the 
attending physician in the cardiology/nephrology clinic). To pre-
vent immortal time bias, control patients were included only if 
they survived the median time between the AS diagnosis and the 
TAVI procedure in the TAVI group.

FOLLOW-UP CREATININE VALUES
Follow-up creatinine levels were collected at approximately three 
months and one year after the diagnosis of symptomatic AS or 
the TAVI procedure from each patient’s electronic medical record.

ENDPOINTS
Our primary endpoint was overall mortality. The secondary end-
point included eGFR at three-month and one-year follow-up.

PROCEDURE
Candidates for TAVI were evaluated by the institutional Heart 
Team and the decision to perform TAVI was based on the patients’ 
clinical history, clinical status, anatomical suitability and geriatric 
assessment24-26.

STATISTICAL METHODS
Baseline patient characteristics are presented as means and stand-
ard deviations or median and interquartile range, as appropriate. 
Proportions were used for categorical variables. To compare base-
line characteristics, the Student’s t-test/Mann-Whitney U test/
Pearson χ2 test were used as appropriate.

We constructed a propensity score for prediction of the prob-
ability for referral to TAVI, using a logistic regression model with 
TAVI as outcome (Supplementary Table 1). The area under the 
receiver operating characteristic curve for this model was 0.78 
(95% CI: 0.73-0.83).

We used several methodologies to evaluate the effect of TAVI 
on patient survival. First, we plotted Kaplan-Meier curves for 
mortality according to treatment group in the entire cohort and 
compared the risk of mortality with TAVI vs. conservative treat-
ment using the log-rank test. To adjust for differences in base-
line characteristics between the two groups and quantify the effect 
of TAVI on mortality, we used a multivariate Cox proportional 



e505

EuroIntervention 2
0
1
8

;14
:e

5
0

3
-e

510

Benefit of TAVI in chronic kidney disease patients

hazards ratio model. A forward stepwise regression model was 
used with a p-value of 0.05 for inclusion and 0.1 for exclusion. 
The proportionality assumption was confirmed by assessing for 
significant interaction between the covariates and time.

Second, we stratified the patients into four groups according to 
propensity score quartiles. For this analysis we excluded patients 
below the 5th and above the 95th percentiles in order to reduce the 
effect of extreme propensity score values on the analysis. We used 
stratified Kaplan-Meier curves for mortality for each group and 
compared the results using the log-rank test for each stratum sepa-
rately and across the propensity score strata combined.

Third, we assembled a propensity score-matched cohort 
with a 1:1 ratio of TAVI and conservative management patients, 
using a calliper of 0.02. A Kaplan-Meier survival curve was plot-
ted with a log-rank test for significance level.

Finally, we used a generalised linear model with logit link func-
tion, with outcomes inversely weighted to each patient’s propen-
sity score, to assess the odds ratio for survival up to five years at 
one-year intervals.

To identify characteristics associated with benefit/harm from 
TAVI, we performed interaction analysis by dichotomous sub-
groups categorised by age, gender, valve area, ejection fraction, 
eGFR, diabetes, atrial fibrillation (AF) and ischaemic heart dis-
ease (IHD).

Finally, we compared eGFR change between the groups dur-
ing follow-up, using a repeated measures analysis of variance 
(ANOVA) to evaluate the interaction between TAVI and eGFR 
change over time at three months and one year compared to 
baseline.

Results
A total of 1,257 patients were diagnosed with severe AS at our 
institution during the study period. Thirty-four patients underwent 
SAVR; 317 of the remaining patients underwent TAVI. An addi-
tional 160 patients who underwent TAVI were not diagnosed at 
our centre. Of the total 477 patients who underwent TAVI, 198 had 
stable CKD stage 3-5 – these patients were included in the TAVI 
(intervention) group. Of the 901 patients who did not undergo 
SAVR or TAVI, 419 had stable CKD stage 3-5, 336 of whom 
had documented symptoms attributable to AS during the three 
months prior to the diagnosis. After applying all the pre-speci-
fied exclusion criteria, 162 patients were included in the con-
servative management (control) group. A detailed description of 
the patient inclusion/exclusion process for the study is shown in 
Supplementary Figure 1A and Supplementary Figure 1B.

PREPROCEDURAL AND OPERATIVE CHARACTERISTICS
Baseline demographic, echocardiographic and clinical charac-
teristics of the study cohort by treatment group are presented 
in Table 1. Distribution of CKD stages and eGFR was similar 
between the TAVI and conservative management groups.

Compared with the TAVI group, patients in the conservative 
management group were older and had higher rates of diabetes, 

Table 1. Baseline demographic, echocardiographic and clinical 
characteristics of the entire study population.

Baseline variables
Conservative 
management 

(n=162)
TAVI (n=198) p-value

Age (years) 84.7±6.0 82.8±6.5 0.005

Male sex 64 (39.5%) 93 (47%) 0.155

Body mass index (kg/m2) 26.7±4.4 27.3±4.3 0.212

Smoker 9 (5.6%) 16 (8.1%) 0.422

Diabetes 78 (48.1%) 72 (36.4%) 0.024

Hypertension 158 (97.5%) 185 (93.4%) 0.968

Coronary artery disease 140 (86.4%) 118 (59.6%) <0.001

Dyslipidaemia 152 (93.8%) 173 (87.4%) 0.040

Atrial fibrillation 82 (50.6%) 66 (33.3%) 0.001

Prior stroke 32 (19.8%) 38 (19.2%) 0.894

Peripheral vascular 
disease 32 (19.8%) 28 (14.1%) 0.155

Chronic obstructive 
pulmonary disease 30 (18.5%) 37 (18.7%) 0.967

Peak aortic gradient 
(mmHg) 68.9±20.7 77.4±21.8 <0.001

eGFR (ml/min/1.73 m2) 39.2±13.7 41.9±13 0.056

eGFR 3a 58 (35.8%) 97 (49%)

0.085
eGFR 3b 68 (42%) 65 (32.8%)

eGFR 4 24 (14.8%) 26 (13.1%)

eGFR 5 12 (7.4%) 10 (5.1%)

Aortic valve area (cm2) 0.67±0.14 0.64±0.18 0.084

Haemoglobin (g/dL) 11.36±1.65 11.61±1.7 0.164

Platelets (/L) 220.4±83.9 200.5±82.3 0.025

Albumin (g/dL) 3.8±0.4 3.6±0.5 <0.001

Oral anticoagulants 39 (24.1%) 55 (27.8%) 0.426

Calcium channel 
blockers 64 (39.5%) 93 (47.2%) 0.143

Aldosterone antagonists 17 (10.4%) 19 (9.5%) 0.768

Loop diuretics 114 (70.4%) 124 (62.6%) 0.123

Beta-blockers 110 (67.9%) 128 (64.6%) 0.516

Statin 130 (80.2%) 169 (85.4%) 0.199

Ace inhibitors 103 (63.6%) 148 (74.7%) 0.022

Aspirin 112 (69.1%) 134 (67.7%) 0.767

Dyspnoea 150 (92.6%) 198 (96%) 0.165

Chest pain 57 (35.2%) 39 (19.7%) 0.001

Syncope 12 (7.4%) 20 (10.1%) 0.372

eGFR: estimated glomerular filtration rate; TAVI: transcatheter aortic 
valve implantation

dyslipidaemia, IHD and AF, and complained more of chest pain. 
Patients in the TAVI group were more likely to be treated with 
ACE inhibitors compared with patients managed conservatively. 
There was no difference in left ventricular function between the 
two groups. However, patients in the TAVI group had a higher 
peak aortic valve gradient.
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OVERALL SURVIVAL
After a mean follow-up of 1.9 years, the mortality rate was 
32.7% (53/162) with TAVI vs. 49.5% (98/198) with conserva-
tive treatment (log-rank p<0.001). Using multivariate Cox analy-
sis, conservative management was associated with a hazard ratio 
of 3.95 (95% CI: 2.59-6.02) for mortality compared with TAVI 
(Figure 1).

When stratified by propensity score quartiles, in each quartile 
TAVI was associated with better survival compared with con-
servative treatment (log-rank p=0.019, 0.004, <0.001 and 0.001 
for quartiles 1 to 4, respectively), and the difference for the 
entire cohort across the strata was highly significant (p<0.001) 
(Supplementary Figure 2A-Supplementary Figure 2D).

PROPENSITY-MATCHED ANALYSIS
1:1 ratio propensity score matching yielded 80 patient pairs with 
no significant differences in baseline characteristics between 
TAVI and conservatively managed patients (Supplementary 
Table 2). A Kaplan-Meier survival curve showed significantly bet-
ter survival for the TAVI group (p<0.001) (Figure 2).

INVERSE PROBABILITY WEIGHTED ANALYSIS
One-year survival analysis included 300 patients (166 in the 
TAVI group and 134 in the conservatively managed group). Sixty 
patients were excluded for not having the required follow-up time 
period. Of the 300, 220 patients survived. The one-year mortal-
ity rate was significantly increased for patients in the conservative 

p<0.001

0 1 2 3 4 5
Years

No. at risk
Conservative 80 41 (0.39) 11 (0.67) 2 (0.92)
TAVI 80 55 (0.15) 27 (0.25) 9 (0.42)

Conservative
TAVI
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Figure 2. Effect of TAVI on mortality in the propensity-matched cohort. Kaplan-Meier analysis for overall survival in the propensity score-
matched cohort, comparing TAVI to conservative management. TAVI: transcatheter aortic valve implantation
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p<0.001
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No. at risk
Conservative 162 76 (0.4) 18 (0.7) 4 (0.89)
TAVI 198 144 (0.11) 68 (0.28) 19 (0.44)

Conservative
TAVI

Figure 1. Effect of TAVI on mortality in the entire cohort. Kaplan-Meier analysis for overall survival of the entire cohort, comparing TAVI to 
conservative management. The HR is for the multivariate adjusted Cox model for overall mortality. HR: hazard ratio; TAVI: transcatheter 
aortic valve implantation
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management group with 58 deaths (43.3%) vs. 22 deaths (13.3%) 
with TAVI (adjusted OR 4.48, 95% CI: 1.89-10.63). The second-, 
third-, fourth- and fifth-year mortality rates were also lower in the 
TAVI group compared with the conservative management group 
(Supplementary Table 3).

Subgroup analysis for valve area, left ventricular function, 
AF, eGFR, gender, diabetes and IHD for the outcome of one-
year survival (Supplementary Figure 3) showed consistent results 
in all subgroups, apart from diabetes – which was associated 
with a significantly reduced survival advantage in the TAVI group 
(p for interaction=0.025).

CHANGE IN RENAL FUNCTION AT THREE MONTHS AND 
ONE YEAR
At three-month follow-up, eGFR in patients who underwent TAVI 
increased slightly from 41.7±13 ml/min to 42.9±15.5 ml/min. 
In the conservative management group, eGFR decreased from 
39.6±13.9 ml/min to 37.2±14.2 ml/min. Using repeated measures 
ANOVA, this interaction was of borderline significance (p=0.049). 
At one-year follow-up, eGFR in the conservative management 
group decreased further (from 39.6±13.9 ml/min to 34.4±15.3 ml/
min), while eGFR remained unchanged in the patients who under-
went TAVI (41.7±13 ml/min and 42.9±14.5 ml/min). The interac-
tion between eGFR change over time and treatment was highly 
significant (p=0.001) (Figure 3).

Discussion
Our results suggest that, for patients with stage 3-5 CKD and 
severe symptomatic AS, TAVI is associated with improved 
survival at one to five years of follow-up, compared to con-
servative management. In addition, patients who underwent 
TAVI showed a stable eGFR at one-year follow-up, whereas 
patients treated conservatively experienced a continued decline 
in eGFR.

Patients with advanced CKD are at increased risk of cardiovas-
cular disease27. Besides traditional risk factors, patients with CKD 
have unique risk factors such as uraemic milieu, inflammation and 

abnormal vascular calcification, due to the profound effect of kid-
ney failure on bone and mineral metabolism and the use of calcium-
based phosphate binders28. AS is common in patients with CKD/
end-stage renal disease (ESRD) and is associated with reduced sur-
vival. These disease states are interconnected, as CKD leads to cal-
cification of the aortic valve, promoting worsening of AS, which, 
in turn, decreases kidney perfusion and contributes to the further 
decline in eGFR.

As opposed to earlier studies11-14, all recent studies includ-
ing two meta-analyses16-21,29 reported that impaired renal func-
tion at baseline is a strong predictor of mortality following TAVI. 
Dumonteil et al20, in a cohort of 942 TAVI patients, demonstrated 
that patients with CKD who undergo TAVI have a higher risk 
profile and worse 30-day and one-year outcomes. Specifically, 
chronic haemodialysis and severe preprocedural CKD are inde-
pendently associated with an increased risk of one-year mortality 
after TAVI. Yamamoto et al19, in a cohort of 642 TAVI patients, 
studied the prognostic effect of CKD category post TAVI. 
Patients were classified into four groups (CKD 1+2, CKD 3a, 
CKD 3b and CKD 4). The study showed an increase in 30-day 
and one-year mortality rates across the four groups. Allende et 
al18 divided 2,075 patients according to eGFR into four groups 
(CKD stage 1+2, CKD stage 3, CKD stage 4 and CKD stage 
5). Advanced CKD (stage 4-5) was an independent predictor of 
30-day major/life-threatening bleeding (p=0.001) and mortality 
(p=0.027), and late overall, cardiovascular and non-cardiovascu-
lar mortality (p<0.01 for all).

Physicians hesitate to refer CKD patients for TAVI because of 
the worse outcomes of patients with advanced CKD post TAVI 
compared to patients with normal kidney function, combined with 
the fact that undergoing TAVI is associated with exposure to sev-
eral risk factors for acute kidney injury. This apprehension is due 
to the concern that the overall risk/benefit profile for TAVI may 
not be as favourable in the CKD population compared to the over-
all AS population. However, we should try to avoid making this 
comparison. When evaluating the risk/benefit profile for TAVI 
in the CKD population, one needs to compare the outcomes of 

TAVR group Conservative management group
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3-month follow-up 1-year follow-upBaseline

eGFR trend

Figure 3. Trends in eGFR during one year of follow-up. eGFR as measured at baseline, three-month and one-year follow-up in the TAVI and 
control groups. eGFR: estimated glomerular filtration rate; TAVI: transcatheter aortic valve implantation
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patients with CKD and AS post TAVI, with those treated conserva-
tively, and not to TAVI patients with no CKD. To the best of our 
knowledge, our study is the first to do so. Our results show the 
dismal prognosis of patients with both severe AS and advanced 
CKD (43% mortality at one year and over 95% mortality at five-
year follow-up). Given these results, it is not surprising that TAVI 
was associated with a significantly improved survival in this pop-
ulation, when compared to conservative management. Our results 
suggest that CKD should not preclude severe AS patients from 
undergoing a thorough evaluation for eligibility for TAVI and 
show that, although their outcomes may be inferior to patients 
with normal renal function, their overall benefit from the proce-
dure is significant.

Our results regarding the beneficial effect of TAVI on the pre-
servation of renal function are in line with current knowledge. 
Although TAVI-treated patients are exposed to factors that put 
them at risk of acute kidney injury (exposure to contrast agent, 
hypotensive episodes, cholesterol embolisation), previous stud-
ies have shown that treating severe AS (with either SAVR or 
TAVI) is associated with improvement or at least preservation of 
renal function. Nguyen et al13 found that both SAVR and TAVI 
increased postoperative eGFR at discharge, and that TAVI resulted 
in a greater increase in eGFR compared to SAVR. Voigtländer et 
al30 demonstrated that in patients with normal renal function there 
was no significant change in eGFR after TAVI. Patients with mod-
erately impaired renal function demonstrated a modest increase in 
eGFR, whereas the most prominent increase in eGFR was found 
in patients with severely impaired renal function. Beohar et al31 
performed an analysis on CKD patients from the PARTNER 1 
trial and showed that improved eGFR 30 days after TAVI did not 
change one-year outcomes while worsening eGFR was assoc-
iated with increased mortality after one year. The main difference 
between our study and those mentioned above is that we evaluated 
both short- (three months) and intermediate-term (one year) eGFR 
change, as opposed to short-term changes only in previous studies. 
In addition, we included only advanced CKD patients, rather than 
overall AS patients, and compared the course of renal function fol-
lowing TAVI to that of patients treated conservatively. Our results 
are reassuring, suggesting that TAVI is safe in terms of renal out-
comes in the CKD population. The preservation of renal function 
following TAVI, as opposed to the continued decline in the con-
servative management group, is probably due to an increase in 
renal perfusion. The latter may result from improved cardiac out-
put with resolution of the obstruction to the left ventricle empty-
ing, and from the alleviation of the chronic vasoconstrictive state 
of patients with severe AS, that serves as a compensatory mecha-
nism to maintain blood pressure in the face of reduced effective 
ejection fraction32.

Limitations and strengths
Our study has several limitations. Its retrospective nature renders 
it prone to confounding, even with the use of statistical methods 
aimed at overcoming this issue. It is a single-centre study, hence 

the sample size is modest. In addition, since we do not have a for-
mal assessment of frailty and cognitive function in the conserv-
ative management group, we cannot exclude the possibility of 
confounding due to between-group differences in these variables. 
However, serum albumin, one of the four components used to 
assess frailty, was actually higher in the conservative management 
group compared to the TAVI group, and patients who were judged 
to have significant cognitive impairment by their cardiologist/
nephrologist were not included in the study.

On the other hand, our study has several strengths. It is the first 
to compare outcomes of conservative management with those of 
TAVI in a population of patients with both CKD and severe AS. 
We used several advanced statistical methods to reduce the possi-
bility of confounding (propensity score matching, inverse probabil-
ity weighting and Cox proportional hazards model), and our results 
were consistent and robust with all three methods. Our study is also 
unique in having a one-year follow-up regarding renal function post 
TAVI, compared to previous studies. Our study represents an “all 
comers” population that represents the patients seen in daily clinical 
practice by cardiologists, which reduces the inherent risk of selec-
tion bias that exists in randomised prospective trials.

Conclusions
Our study suggests that, for patients with CKD and severe AS, 
conservative management is associated with a dismal prognosis, 
while TAVI significantly improves short- and medium-term sur-
vival. TAVI also results in preservation of renal function up to 
one-year follow-up, as opposed to a significant decline in patients 
treated conservatively. These results should encourage both cardio-
logists and nephrologists to refrain from a priori excluding CKD 
patients from undergoing thorough assessment for TAVI eligibil-
ity. Further studies aimed at identifying characteristics of CKD 
patients that are associated with survival benefit following TAVI 
are needed, in order to improve clinical outcomes in this high-risk 
patient population.

Impact on daily practice
We hope that our results will encourage cardiologists and neph-
rologists to refrain from a priori excluding CKD patients from 
undergoing a thorough assessment for TAVI eligibility.
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Supplementary data 

Supplementary Figure 1. Patient selection process for inclusion in the study – conservative 
management group.  

Flow diagram of the recruitment and exclusion of patients in the Conservative management (A) 
and TAVI (B) groups.  

AS: aortic stenosis; CKD: chronic kidney disease; SAVR: surgical aortic valve replacement; 
TAVI: transcatheter aortic valve implantation 



  



Supplementary Figure 2. Effect of TAVI on mortality by propensity score quartiles. Kaplan-
Meier analysis for overall survival in the propensity score-matched cohort divided by quantiles. 
A-D: propensity score quantiles 25th-100th percentiles respectively.  

TAVI: transcatheter aortic valve implantation 

  



Supplementary Figure 3. Subgroup analysis for one-year survival. Subgroup analysis according 
to gender, valve area, LV function, GFR values, and status of PAF, IHD and DM.  

AV area: aortic valve area; DM: diabetes; GFR: glomerular filtration rate; IHD: ischaemic heart 
disease; lower GFR: median eGFR <42.6 ml/min/m2; LVF: left ventricular function; NS: not 
significant; PAF: paroxysmal atrial fibrillation; reduced LVF: LV ejection fraction <50%; TAVI: 
transcatheter aortic valve implantation 

 

 

 

  



Supplementary Table 1. Variables included in the final propensity score model. 

Age 

Gender 

eGFR  

Diabetes 

Atrial fibrillation  

Ischaemic heart disease 

Chest pain 

Statin treatment 

Oral anticoagulant treatment 

Left ventricular function 

Peak aortic valve gradient 

Serum albumin 

 

  



Supplementary Table 2. Baseline characteristics of the propensity-matched cohort. 

p-value TAVI (n=80) Control (n=80)  

   Baseline variables 

0.861 83.7±5.8 83.5±5.9 Age (years) 

0.527 41 (51.2%) 37 (46.2%) Male sex 

0.930 27.3±4.2 27.2±4.6 Body mass index (kg/m2) 

0.576 8 (10%) 6 (7.5%) Smoker 

0.423 31 (38.8%) 36 (45%) Diabetes 

0.191 73 (91.2%) 77 (96.2%) Hypertension 

0.558 65 (81.2%) 62 (77.5%) Coronary artery disease 

1 74 (92.5%) 74 (92.5%) Dyslipidaemia 

0.632 33 (41.2%) 36 (45%) Atrial fibrillation 

1 17 (21.2%) 17 (21.2%) Prior stroke 

0.538 16 (20%) 13 (16.2%) Peripheral vascular disease 

0.405 12 (15%) 16 (20%) 

Chronic obstructive pulmonary 

disease 

0.972 74.6±24.1 74.5±20.5 Peak aortic gradient (mmHg) 

0.140 38.2±13.7 41.3±13.1 eGFR (ml/min-1.73 m2) 

0.232 0.65±0.18 0.67±0.15 Aortic valve area (cm2) 

0.254 11.56±1.53 11.26±1.79 Haemoglobin (g/dL) 

0.074 199.0±76.0 223.2±93.2 Platelets (/L) 

0.052 3.6±0.4 3.8±0.4 Albumin (g/dL) 

0.719 20 (25%) 22 (27.5%) Oral anticoagulants 



0.521 35 (43.8%) 31 (38.8%) Calcium channel blockers 

0.786 8 (10%) 7 (8.8%) Aldosterone antagonists 

0.618 51 (63.8%) 54 (67.5%) Loop diuretics 

0.409 49 (61.2%) 54 (67.5%) Beta-blockers 

0.463 72 (90%) 69 (86.2%) Statin 

0.490 54 (67.5%) 58 (72.5%) Ace inhibitors 

1 55 (68.8%) 55 (68.8%) Aspirin 

0.514 74 (92.5%) 76 (95%) Dyspnoea 

0.495 27 (33.8%) 23 (28.8%) Chest pain 

1 7 (8.8%) 7 (8.8%) Syncope 

 

Baseline demographic, echocardiographic and clinical characteristic of 80 pairs of patients 
matched from the TAVI and conservative management groups by propensity score.  

eGFR: estimated glomerular filtration rate; TAVI: transcatheter aortic valve implantation 

  



Supplementary Table 3. Inverse probability weighted mortality rates during long-term 

follow-up. 

Adjusted OR 

(95% CI) 

Mortality rate 

(conservative 

management vs. 

TAVI) 

Conservative 

management 

group 

TAVI group Patients 

included 

 

4.48 (1.89-10.63) 43.3% vs. 13.3% 134 166 300 First year 

6.57 (2.88-14.92) 66.1% vs. 21.6% 115 134 249 Second year 

7.29 (3.17-16.94) 82.9% vs. 38.2% 105 110 215 Third year 

11.36 (4.03-32.25) 93.1% vs. 54.5% 102 88 190 Fourth year 

12.34 (3.43-43.47) 96% vs. 73.2% 101 71 172 Fifth year 

 

1-5-year mortality OR rates in TAVI group and conservative management group.  

CI: confidence interval; OR: odds ratio; TAVI: transcatheter aortic valve implantation 

 


