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Commentary
Degenerative aortic stenosis (AS) is a very prevalent pathology in

the elderly, representing a growing proportion of the population in
developed countries [1]. Currently, cardiology outpatient clinics are
often attended by this type of patient who, in addition to serious
valvular pathology and their advanced age, has a greater number of
comorbidities and geriatric syndromes.

Knowledge of the natural evolution of degenerative AS in the elderly
and detection of the different factors that influence its prognosis is
essential. On the one hand, to detect on time those who are going to
benefit from invasive treatments and decide the most appropriate type
of management and, on the other hand, to prevent rapid deterioration
of the patient that leads to an irreversible situation of dependence,
hospitalizations and frailty.

The results presented in our study provide novel aspects regarding
the natural history of AS in elderly patients [2]. The assessment of
geriatric patients with AS should include more than the anatomical
and functional data of the aortic valve and the left ventricle since frailty
and dependence can mask the symptoms of the disease, thus delaying
surgical treatment and increasing the risk of hospitalization due to
congestive heart failure (CHF). As we have seen among our patients,
timely and early detection of symptoms is often difficult in elderly
patients due to the presence of other comorbidities or because they are
self-limiting, being sometimes the first manifestation of symptoms a
CHF admission. This fact may imply that the patient is in a very
advanced state of both valvulopathy and frailty with less possibility of
invasive options.

CHF is the most important cause of hospitalization in our
population and is the reason for up to 40.8% of admissions for patients
with AS [3]. Studies have analyzed the economic impact of
conservative treatment for older patients with severe AS and report an
important health expense [4]. Therefore, determining which factors
could increase the risk of hospitalization in this population is crucial
for clinical decision making.

In this study, we defined for the first time some predictors of CHF
admission in patients with moderate-severe degenerative AS, such as
age, atrial fibrillation, renal failure, a high logistic EuroSCORE value,
frailty and aortic valvular area. Forty-five percent of our population
experienced at least one CHF admission episode, with an average of
2.6 ± 1.5 admissions. Of the 104 asymptomatic patients included in our
study one half experienced their first CHF admission three years after
the degenerative AS diagnosis; however, among patients older than 85
years, this period shortened to eight months.

The assessment of frailty is becoming an indispensable tool in
decision making. It is a geriatric syndrome characterized by an
increase in vulnerability to even minor stress which results from the
decline in multiple physiological systems and it may be a cause of
functional disability and it may be reversible or attenuated with
adequate intervention [5,6].

Although the role of frailty is clear in patients prior to intervention
[7], until now it has not been assessed its role in the history of the AS
and what happens with the frail patients who have not yet been
operated. In our study, frailty was a powerful marker of CHF
admissions. Among our cohort, 59.6% met the frailty criteria, and
69.4% of these frail patients experienced a CHF hospitalization during
the follow-up period. This association occurs because frailty itself can
affect the myocardial tissue, which leads to greater myocardial injury
and a worse response to overload, favoring the occurrence of CHF. In
addition, chronic CHF as a result of valvulopathy produces alterations
in skeletal muscle and body composition, and the patients
subsequently develop frailty [8].

In our study, the mean time to the first admission for CHF in frail
patients was 1.08 years, indicating an increased risk of hospitalization.
Currently, the assessment of frailty is essential for patients undergoing
surgery, especially those who are candidates for transcatheter aortic
valve implantation (TAVI) [9,10]. Almost 40-50% of patients who have
undergone TAVI show poor health outcomes, either due to death or
because their clinical status does not improve [11,12]. There is a wide
variety of tools available to measure frailty and there is no consensus
on which tools to use. In case of using Fried's criteria, we would find a
high prevalence of frailty, and that is why it has been proposed to apply
harder parameters, such as the inability to walk, the dependence on
basic activities of daily life or hypoalbuminemia that allow a better risk
discrimination [13]. Recently the investigators of the FRAILTY-AVR
study prospectively evaluated the incremental value of 7 different
scales to standard risk algorithm in predicting poor outcomes
following TAVI and surgical aortic valve replacement (SARV) [14]. The
results demonstrated that the essential frailty toolset (EFT) had the
highest predictive value for death at 1 year and was the strongest
predictor of worsening disability at one year as well as death at 30 days.
However, frailty should not be a reason for exclusion in all cases
because the AS may be the cause of frailty and because there are
aspects of frailty that may be reversible. In this sense, the setting for
rehabilitative procedures could prevent some episodes of CHF and
improve the prognosis of an invasive procedure. All the information
must be integrated in the decision-making process, ensuring the
benefit derived from each treatment in each patient, optimizing the
resources and avoiding futility.
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Traditional risk scores, including STS PROM and logistic
EuroSCORE have proven insufficient to predict events in elderly
patients with severe AS [15]. However, we have associated CHF
hospitalization with the logistic EuroSCORE. The variables included in
this score, such as age, high serum creatinine levels and chronic
obstructive pulmonary disease, are prevalent in our population and
have been shown to be predictors of events in patients with AS [16].

Another factor associated with CHF hospitalization was the
presence of atrial fibrillation that was observed in 43% of the study
population and increased to 61% among patients who were admitted
to the hospital. New-onset atrial fibrillation has been considered an
early mortality marker and a more severe stage of the disease that
forces the consideration of invasive management [17,18]. However,
pre-existing atrial fibrillation may have an adverse impact on post-
TAVI morbidity and mortality.

Finally, regarding comorbidities, also very prevalent in our
population, renal failure was associated with an earlier CHF
hospitalization. It is a well-known factor associated with the rapid
progression of AS [19] and it has also been related to the mortality of
these patients [20] as well as operative mortality, especially in elderly
patients [21].

In conclusion, both cardiological, and geriatric assessments are
essential for making decisions regarding surgical timing for these
patients. Multidisciplinary teams are necessary to evaluate and select
patients who could benefit from invasive versus conservative
treatment. This could mean a decrease in the number of
hospitalizations due to CHF, an improvement in the quality of life of
patients and a reduction in health costs.
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