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Females exhibit differences in morphologic, hemodynamic and ventricular response 
to progressive aortic stenosis (AS), with better overall survival rates compared with 
males. In addition, females and males differ in baseline characteristics at the time 
of intervention for symptomatic severe AS. Females have a higher risk of death with 
surgical aortic valve replacement compared with males. Despite higher incidences 
of vascular complications, major bleeding and possibly strokes with transcatheter 
aortic valve replacement, females had better intermediate and long-term mortality 
compared with males. This review will summarize the data on sex differences in AS 
and transcatheter aortic valve replacement outcomes. 
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Transcatheter aortic valve replacement 
(TAVR) has emerged as an alternative to 
surgical aortic valve replacement (SAVR) for 
select groups of patients with severe aortic 
stenosis (AS), such as those at high opera-
tive risk [1,2]. Notably, unlike trials in most 
other cardiovascular disease states, females 
represent a significant proportion of enrolled 
patients in TAVR studies. Recent work has 
demonstrated female sex to be a potentially 
favorable characteristic for patients under-
going TAVR [3–7]. Prior analyses have dem-
onstrated differences between males and 
females in pre-existing comorbidities as well 
as the left ventricular (LV) response to severe 
AS potentially explaining improved clini-
cal outcomes for females [4,5,7,8]. However, 
not all studies are in agreement that TAVR 
may be more beneficial in females, with some 
demonstrating no difference in outcomes or 
increased adverse events in females undergo-
ing TAVR [9–14]. This review will summarize 
the data on sex differences in AS and TAVR 
outcomes.

Sex differences in response to aortic 
stenosis
Multiple previous studies have shown a sig-
nificant sex difference in patients with AS [15–
19]. For similar valve area indices, females had 
higher peak and mean gradients, higher rela-
tive wall thickness, smaller ventricular vol-
umes and better indices of systolic function 
such as fractional shortening, ejection frac-
tion, maximum positive dP/dT and cardiac 
index. Females have lower aortic valve cal-
cium score on multislice computed tomogra-
phy scans for the same severity of AS [20,21]. 
Males had higher LV mass for a given valve 
area and higher mass:volume ratios suggest-
ing less compensatory increase in LV mass 
in females [18,22]. Females have more concen-
tric hypertrophy compared with males [17,23] 
and end-systolic wall stress may be lower 
in females, particularly in the setting of 
high relative wall thickness [15,19]. Whether 
females have more [24] or less [23] fibrosis is 
still debated.

In addition to these differences in ventricu-
lar and hemodynamic responses to AS, there 
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are sex differences in presentation and progression of 
disease. The Simvastatin Ezetimibe in Aortic Stenosis 
study prospectively followed initially asymptomatic, 
mild-moderate AS patients (without known coronary 
artery disease, peripheral vascular disease, cerebrovas-
cular disease, diabetes mellitus or any condition requir-
ing lipid-lowering medications) [25]. Females with 
asymptomatic AS were older, had a lower prevalence of 
comorbidities such as hypertension, renal dysfunction 
and coronary artery disease, compared with males [26]. 
Females in this study had a smaller aortic valve area at 
initial presentation however the 4-year rate of progres-
sion of AS did not differ by sex [27]. Females had a 50% 
lower rate of both stroke and coronary artery disease 
requiring concomitant bypass grafting at the time of 
aortic valve replacement, and a 31% lower all-cause 
mortality rate, independent of covariates such as differ-
ences in age, prevalence of hypertension, AS severity, 
LV geometry and LV systolic function.

Sex differences in outcomes for surgical 
aortic valve replacement
How sex affects outcomes in SAVR for severe AS is also 
poorly understood. Some studies suggest worse outcomes 
in females [28,29] but not after adjusting for confounders. 
Other studies suggest females have better long-term sur-
vival compared with males [30,31] particularly if a bio-
prosthesis was implanted [31]. Females may responded 
differently to SAVR showing a greater improvement in 
EF following intervention [28] with more rapid reversal 
of myocardial hypertrophy following SAVR [32]. Persis-
tent LV hypertrophy after SAVR is however associated 
with a worse prognosis in females [33]. Females with 
‘adaptive’ (concentrically hypertrophied) geometry may 
have better outcomes following SAVR compared with 
maladaptive geometry [23].

A number of studies now have compared the results 
of SAVR to TAVR [1,12,34]. Although the initial find-
ings of the Placement of Aortic Transcatheter Valves 
(PARTNER) trial demonstrated similar mortality in 
SAVR and TAVR [1], a subsequent analysis by Wil-
liams et al. [7] showed a modest difference in procedural 
mortality favoring TAVR in females which continued 
to increase over time. At 6 months and 2 years of fol-
low-up, SAVR mortality was significantly higher than 
TAVR mortality for females. On the other hand, there 
was no mortality difference between TAVR and SAVR 
among males. This study was the first to report a higher 
incidence of stroke in females. A more comprehensive 
look at 30-day and 1-year outcomes in the entire PART-
NER 1 database including 1987 patients in the non-
randomized continued access registry, and 557 patients 
from the randomized, controlled trials, was presented by 
Kirtane on behalf of the PARTNER investigators [35]. 

This study showed that females were younger, with 
lower body surface area, and were less likely to have a 
number of other co-morbidities (specifically history of 
smoking, hypertension, hyperlipidemia, diabetes and 
renal disease, coronary artery disease, peripheral vascu-
lar disease, cardiomyopathy and permanent pacemak-
ers). Female patients had larger indexed calculated aortic 
valve areas as well as ejection fractions. Among females, 
late mortality was dramatically lower with transfemo-
ral TAVR as compared with SAVR (23.4 vs 36.9%; p = 
0.02) whereas among females who underwent transapi-
cal TAVR, 2-year mortality was similar with TAVR and 
SAVR (37.3 vs 41.7%; p = 0.62).

In the Italian Observational Multicenter Registry 
trial, female SAVR patients showed a worse risk profile 
compared with male SAVR patients, given the higher 
mean age, prevalence of frailty score of 2 or higher, New 
York Heart Association class of 3 or higher, lower body 
weight and preoperative hemoglobin level (p ≤ 0.02). 
Female TAVR patients also had higher age and a lower 
body weight and preoperative hemoglobin level (p ≤ 
0.005), but with a similar New York Heart Association 
class, frailty score, logistic European System for Cardiac 
Operative Risk Evaluation (EuroSCORE), a better LV 
ejection fraction and a lower prevalence of low LV ejec-
tion fraction (<30%), porcelain aorta, renal dysfunc-
tion, chronic obstructive pulmonary disease, arteriopa-
thy and previous cardiovascular surgery or percutaneous 
coronary intervention (p ≤ 0.01). Females showed a 
smaller aortic annulus than males in both populations 
(p < 0.001). Female sex was an independent predictor in 
the SAVR population for risk-adjusted 30-day mortal-
ity (odds ratio [OR]: 2.34; p = 0.043) and transfusions 
(OR: 1.47; p = 0.003). Female sex was an independent 
predictor in the TAVR population for risk-adjusted 
major vascular complications (OR: 2.92; p = 0.018) and 
transfusions (OR: 1.93; p = 0.003), but proved protec-
tive against moderate-to-severe postprocedural aortic 
regurgitation (p = 0.018).

This latter finding may be related to the effect of 
small annular size on outcomes. Rodes-Cabau et al. [36] 
studied the PARTNER I trials and divided annular 
size into tertiles of annular diameter; ∼60% of patients 
with small annular diameters were women (compared 
with 50% with medium annular diameters, and 20% 
with large annular diameters). The patients undergo-
ing TAVR with smaller annular diameters had less 
prosthesis-patient mismatch compared with SAVR (39 
vs 63%; p = 0.01).

Sex differences in outcomes following TAVR
A number of meta-analyses addressing the sex differ-
ences in outcomes with TAVR have recently been pub-
lished [37,38]. The meta-analysis by Conrotto et al. [37] 
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included five studies using both the balloon-expand-
able and self-expanding transcatheter valves, and 
involved 6645 patients (50% females) [4–6,35,39]. This 
study pooled analysis using a random-effect model 
and with metaregression and found significant sex 
differences in baseline characteristics, procedures 
and outcomes. Compared with males, females in the 
analysis had a lower logistic EuroSCORE (22.3 ± 9.1 
vs 26.2 ± 13.0) due to lower prevalence of coronary 
artery disease (64.1 vs 82.6%) and history of previ-
ous stroke (12.9 vs 18.5%). In addition females were 
older (83.4 vs 82.2 years), with higher ejection frac-
tions (0.551 vs 0.495), more severe mean pressure gra-
dients (52.6 vs 47.0 mm Hg) and smaller valve areas 
(0.6 vs 0.7 cm2). At 30 days females had a greater risk 
of major vascular complications (pooled analysis OR: 
1.81; 95% confidence intervals [CI:], 1.29–2.55) and 
major life-threatening bleeding (OR: 1.55; 95% CI:, 
1.02–2.34) but had lower risk of moderate-to-severe 
aortic regurgitation (OR: 0.5; 95% CI: 0.38–0.67). 
There was no significant difference in risk between 
sexes in 30-day mortality (OR: 0.8; 95% CI: 0.56–
1.15) or stroke (OR: 1.24; 95% CI: 0.85–1.82). All-
cause death at follow-up of at least 1 year was lower in 
females (24.0 vs 34.0%) with a significantly lower risk 
of death for females (OR: 0.82; 95% CI: 0.73–0.93, 
I2 = 0%). Female sex continued to have a lower risk 
of death using a metaregression analysis including age, 
ejection fraction, prior cerebrovascular accident, renal 
insufficiency and access site.

In the second meta-analysis by O’Connor et al. [38] 
contacted the principle investigators for five studies 
and analyzed the individual patient-level registry data 

of 11,310 patients [2,5,13,40,41]. Men had higher rates of 
the following risk factors: diabetes, previous myocar-
dial infarction, previous percutaneous coronary inter-
vention, pervious coronary artery bypass graft surgery, 
peripheral vascular disease, poor LV systolic function 
(<30%), 3-vessel coronary artery disease, higher log 
EuroSCORE and pulmonary disease. Females were 
older, had higher transvalvular gradients and higher 
pulmonary artery pressures and had smaller annular 
sizes. There was no sex difference in procedural suc-
cess rate, valve migration or embolization, conversion 
to surgery or procedure-related death. There was a 
higher rate of major vascular complications and major 
life-threatening bleeding in females. Men however had 
a significantly higher rate of >2+ aortic regurgitation 
and were more likely to need pacemaker implantation 
postprocedurally.

On subanalysis, a number of procedural outcomes 
varied by both sex and implanted valve type (Table 1). 
Valve embolization and cardiac tamponade were more 
common in females for either valve type. Pacemaker 
implantation was significantly more common in men 
among the patients who received self-expandable 
valves (26.4 vs 19.4%; p < 0.001), but sex differences 
were not seen with the balloon-expandable valve (9.3 
vs 8.4%; p = 0.15). Significant aortic regurgitation 
(grade > 2) occurred more frequently in males than in 
females treated with balloon-expandable valves (5.2 vs 
2.8%; p < 0.001), but there was no difference between 
males and females treated with self-expandable valves. 
The rate of stroke at 30-day follow-up was higher in 
women who received self-expandable valves (3.2 vs 
2.1%; p = 0.037), but no difference existed in patients 

Table 1. Procedural and 30-day outcomes according to sex and valve type.

 Self-expanding valve Balloon expandable valve p-value 
(a) vs (c)

p-value 
(b) vs (d) (a) Females 

n = 1724
(b) Males 
n = 2038

p-value (c) Females  
n = 3736

(d) Males 
n = 3762

p-value

Device success 97% 97% 0.97 97.4% 96.8% 0.13 0.049 0.81

Conversion to surgery 0.6% 0.8% 0.607 1.1% 0.9% 0.36 0.074 0.85

Procedure-related death (<72 h) 2.5% 2.2% 0.604 2.6% 2.3% 0.29 0.49 0.90

Valve embolization 1.2% 1.5% <0.001 0.8% 1.5% 0.008 0.11 0.94

Cardiac tamponade 1.9% 1% 0.032 1.0% 0.5% 0.023 0.009 0.032

Pacemaker 19.4% 26.4% <0.001 8.4% 9.3% 0.15 <0.001 <0.001

AR >2+ 2.5% 3.4% 0.16 2.8% 5.2% <0.001 0.49 <0.001

Stroke (30 days) 3.2% 2.1% 0.037 5.0% 4.4% 0.26 0.001 <0.001

Major vascular 4.4% 2.6% 0.002 7.2% 3.8% <0.001 <0.001 0.017

Major bleeding 7.1% 4.7% 0.026 11.6% 10% 0.058 <0.001 <0.001

Myocardial infarction 0.9% 0.8% 0.755 2.9% 3.0% 0.82 <0.001 <0.001

All-cause death (30 days) 6.0% 6.0% 0.993 6.7% 6.7% 0.97 0.29 0.40

Data from [38].



556 Interv. Cardiol. (2015) 7(6) future science group

Review    Hahn

who received balloon-expandable valves. However, 
major vascular complications and major bleeding were 
consistently higher in women regardless of the type of 
valve implanted.

Although all-cause mortality was the same for 
females and males at 30 days, Kaplan–Meier sur-
vival curves with a median duration of follow-up of 
387 days (interquartile range 192–730 days) showed 
a significant survival advantage for females (log-rank 
p < 0.001). The Cox model adjusted hazard ratio for 
female sex was 0.79 (95% CI: 0.73–0.86; p < 0.001). 
This survival advantage was consistent, irrespective of 
valve type or route of access. On multivariable analysis, 
the predictors of death for both sexes were: body mass 
index, pulmonary disease and creatinine clearance, 
post-TAVR aortic regurgitation (>2+) and nonfemoral 
approach. Age was an additional predictor of death in 
males only.

Conclusion
Females exhibit differences in morphologic, hemody-
namic and ventricular response to progressive AS, with 
better overall survival rates compared with males. In 
addition, females and males differ in baseline charac-
teristics at the time of intervention for symptomatic 
severe AS. Females have a higher risk of death with 
SAVR compared with males. Despite higher incidences 
of vascular complications, major bleeding and possibly 
strokes with TAVR, females had better intermediate 

and long-term mortality compared with males. This 
may be related to the lower incidence of baseline co-
morbidities and lower body mass index for females 
undergoing TAVR, as well as the protective effect of 
female sex against significant post-TAVR aortic regur-
gitation in the setting of lower calcium burden and 
smaller annuli.

Future perspective
The significant overall survival advantage of female sex 
with AS will be better characterized in the future as 
we advance our understanding of the ventriculoarterial 
relationship and molecular and myocardial response to 
pressure load. In addition, as new transcatheter devices 
are developed reducing the risks of vascular complica-
tions as well as the incidence of significant paravalvular 
regurgitation, sex-related differences in TAVR proce-
dural complications will likely be reduced. How this 
will affect outcomes remains to be seen.
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Executive summary

Sex differences in response to aortic stenosis
•	 For similar valve area indices, females had higher peak and mean gradients, higher relative wall thickness, 

smaller ventricular volumes and better indices of systolic function.
•	 Females have lower aortic valve calcium score on multislice computed tomography scans for the same severity 

of aortic stenosis.
Sex differences in outcomes for surgical aortic valve replacement
•	 Studies comparing surgical aortic valve replacement (SAVR) to transcatheter aortic valve replacement (TAVR) 

have shown early and intermediate mortality was significantly higher in SAVR than TAVR in females
•	 Females undergoing TAVR (vs SAVR) may have a higher risk of stroke and vascular complications.
Sex differences in outcomes following TAVR
•	 Compared with males, females undergoing TAVR had fewer baseline co-morbidities (i.e., diabetes, significant 

coronary artery disease, peripheral vascular disease, poor left ventricular systolic function and pulmonary 
disease).

•	 Females (vs males) undergoing TAVR had a higher risk of vascular complications and major life-threatening 
bleeding.

•	 Females (vs males) undergoing TAVR had a lower risk of moderate-to-severe aortic regurgitation.
•	 Females undergoing TAVR had better intermediate and long-term mortality compared with males.

References
Papers of special note have been highlighted as: • of interest; •• of 
considerable interest

1 Smith CR, Leon MB, Mack MJ et al. Transcatheter versus 
surgical aortic-valve replacement in high-risk patients. N. 
Engl. J. Med. 364(23), 2187–2198 (2011).

2 Kodali SK, Williams MR, Smith CR et al. Two-year 
outcomes after transcatheter or surgical aortic-valve 
replacement. N. Engl. J. Med. 366(18), 1686–1695 (2012).

3 Buja P, Napodano M, Tamburino C et al. Comparison of 
variables in men versus women undergoing transcatheter 
aortic valve implantation for severe aortic stenosis (from 



www.futuremedicine.com 557future science group

PVR after TAVR    Review

Italian Multicenter CoreValve registry). Am. J. Cardiol. 
111(1), 88–93 (2013).

4 Hayashida K, Morice MC, Chevalier B et al. Sex-related 
differences in clinical presentation and outcome of 
transcatheter aortic valve implantation for severe aortic 
stenosis. J. Am. Coll. Cardiol. 59(6), 566–571 (2012).

5 Humphries KH, Toggweiler S, Rodes-Cabau J et al. Sex 
differences in mortality after transcatheter aortic valve 
replacement for severe aortic stenosis. J. Am. Coll. Cardiol. 
60(10), 882–886 (2012).

6 Zahn R, Gerckens U, Linke A et al. Predictors of one-year 
mortality after transcatheter aortic valve implantation for 
severe symptomatic aortic stenosis. Am. J. Cardiol. 112(2), 
272–279 (2013).

7 Williams M, Kodali SK, Hahn RT et al. Sex-related 
differences in outcomes after transcatheter or surgical aortic 
valve replacement in patients with severe aortic stenosis: 
Insights from the PARTNER Trial (Placement of Aortic 
Transcatheter Valve). J. Am. Coll. Cardiol. 63(15), 1522–
1528 (2014).

8 Stangl V, Baldenhofer G, Knebel F et al. Impact of gender on 
three-month outcome and left ventricular remodeling after 
transfemoral transcatheter aortic valve implantation. Am. 
J. Cardiol. 110(6), 884–890 (2012).

9 Buchanan GL, Chieffo A, Montorfano M et al. The role of 
sex on VARC outcomes following transcatheter aortic valve 
implantation with both Edwards SAPIEN and Medtronic 
CoreValve ReValving System(R) devices: the Milan registry. 
EuroIntervention 7(5), 556–563 (2011).

10 Van Mieghem NM, Tchetche D, Chieffo A et al. Incidence, 
predictors, and implications of access site complications with 
transfemoral transcatheter aortic valve implantation. Am. 
J. Cardiol. 110(9), 1361–1367 (2012).

11 Houthuizen P, Van Garsse LA, Poels TT et al. Left 
bundle-branch block induced by transcatheter aortic valve 
implantation increases risk of death. Circulation 126(6), 
720–728 (2012).

12 Onorati F, D’errigo P, Barbanti M et al. Different 
impact of sex on baseline characteristics and major 
periprocedural outcomes of transcatheter and surgical 
aortic valve interventions: results of the multicenter Italian 
OBSERVANT Registry. J. Thorac. Cardiovasc. Surg. 147(5), 
1529–1539 (2014).

13 Al-Lamee R, Broyd C, Parker J et al. Influence of gender 
on clinical outcomes following transcatheter aortic valve 
implantation from the UK transcatheter aortic valve 
implantation registry and the National Institute for 
Cardiovascular Outcomes Research. Am. J. Cardiol. 113(3), 
522–528 (2014).

14 Ferrante G, Pagnotta P, Petronio AS et al. Sex differences in 
postprocedural aortic regurgitation and mid-term mortality 
after transcatheter aortic valve implantation. Catheter. 
Cardiovasc. Interv. 84(2), 264–271 (2014).

15 Carroll JD, Carroll EP, Feldman T et al. Sex-associated 
differences in left ventricular function in aortic stenosis of 
the elderly. Circulation 86(4), 1099–1107 (1992).

16 Legget ME, Kuusisto J, Healy NL, Fujioka M, Schwaegler 
RG, Otto CM. Gender differences in left ventricular 

function at rest and with exercise in asymptomatic aortic 
stenosis. Am. Heart J. 131(1), 94–100 (1996).

17 Douglas PS, Otto CM, Mickel MC, Labovitz A, Reid CL, 
Davis KB. Gender differences in left ventricle geometry 
and function in patients undergoing balloon dilatation of 
the aortic valve for isolated aortic stenosis. NHLBI Balloon 
Valvuloplasty Registry. Br. Heart J. 73(6), 548–554 (1995).

18 Favero L, Giordan M, Tarantini G et al. Gender differences 
in left ventricular function in patients with isolated aortic 
stenosis. J. Heart Valve Dis. 12(3), 313–318 (2003).

19 Aurigemma GP, Silver KH, Mclaughlin M, Mauser J, 
Gaasch WH. Impact of chamber geometry and gender on 
left ventricular systolic function in patients > 60 years of age 
with aortic stenosis. Am. J. Cardiol. 74(8), 794–798 (1994).

20 Aggarwal SR, Clavel MA, Messika-Zeitoun D et al. 
Sex differences in aortic valve calcification measured by 
multidetector computed tomography in aortic stenosis. Circ. 
Cardiovasc. Imaging 6(1), 40–47 (2013).

•	 Performed	multidetector	computed	tomography	in	665	
patients	with	aortic	stenosis	(AS)	to	assess	the	impact	of	
sex	on	the	aortic	valve	calcium-AS	severity	link	in	men	and	
women.

21 Clavel MA, Messika-Zeitoun D, Pibarot P et al. The 
complex nature of discordant severe calcified aortic valve 
disease grading: new insights from combined Doppler 
echocardiographic and computed tomographic study. J. Am. 
Coll. Cardiol. 62(24), 2329–2338 (2013).

22 Cramariuc D, Rieck AE, Staal EM et al. Factors influencing 
left ventricular structure and stress-corrected systolic 
function in men and women with asymptomatic aortic valve 
stenosis (a SEAS Substudy). Am. J. Cardiol. 101(4), 510–515 
(2008).

23 Petrov G, Dworatzek E, Schulze TM et al. Maladaptive 
remodeling is associated with impaired survival in women 
but not in men after aortic valve replacement. JACC 
Cardiovasc. Imaging 7(11), 1073–1080 (2014).

24 Villari B, Campbell SE, Schneider J, Vassalli G, Chiariello 
M, Hess OM. Sex-dependent differences in left ventricular 
function and structure in chronic pressure overload. Eur. 
Heart J. 16(10), 1410–1419 (1995).

25 Rossebo AB, Pedersen TR, Boman K et al. Intensive lipid 
lowering with simvastatin and ezetimibe in aortic stenosis. N. 
Engl. J. Med. 359(13), 1343–1356 (2008).

26 Cramariuc D, Rieck AE, Staal EM et al. Factors influencing 
left ventricular structure and stress-corrected systolic 
function in men and women with asymptomatic aortic valve 
stenosis (a SEAS Substudy). Am. J. Cardiol. 101(4), 510–515 
(2008).

27 Cramariuc D, Rogge BP, LØnnebakken MT et al.  
Sex differences in cardiovascular outcome during 
progression of aortic valve stenosis. Heart 101(3), 209–214 
(2015).

•	 This	manuscript	from	the	Simvastatin	Ezetimibe	in	Aortic	
Stenosis	study	reports	on	Doppler	echocardiography	and	
CV	events	during	a	median	of	4.0	years	follow-up	in	979	
men	and	632	women,	reporting	AS	progression	and	AS-
related	events	and	overall	outcomes.



558 Interv. Cardiol. (2015) 7(6) future science group

Review    Hahn

28 Morris JJ, Schaff HV, Mullany CJ, Morris PB, Frye 
RL, Orszulak TA. Gender differences in left ventricular 
functional response to aortic valve replacement. Circulation 
90(5 Pt 2), II183–II189 (1994).

29 Caballero-Borrego J, Gomez-Doblas JJ, Valencia-Serrano FM 
et al. [Influence of sex on perioperative outcomes in patients 
undergoing valve replacement for severe aortic stenosis]. Rev. 
Esp. Cardiol. 62(1), 31–38 (2009).

30 Fuchs C, Mascherbauer J, Rosenhek R et al. Gender 
differences in clinical presentation and surgical outcome of 
aortic stenosis. Heart 96(7), 539–545 (2010).

31 Kulik A, Lam BK, Rubens FD et al. Gender differences in 
the long-term outcomes after valve replacement surgery. 
Heart 95(4), 318–326 (2009).

32 Petrov G, Regitz-Zagrosek V, Lehmkuhl E et al. Regression 
of myocardial hypertrophy after aortic valve replacement: 
faster in women? Circulation 122(11 Suppl.), S23–S28 
(2010).

33 Gavina C, Falcao-Pires I, Pinho P et al. Relevance of residual 
left ventricular hypertrophy after surgery for isolated aortic 
stenosis. Eur. J. Cardiothorac. Surg. doi:10.1093/ejcts/ezv240 
(2015)(Epub ahead of print).

34 Adams DH, Popma JJ, Reardon MJ. Transcatheter aortic-
valve replacement with a self-expanding prosthesis. N. Engl. 
J. Med. 371(10), 967–968 (2014).

35 Kirtane A. on behalf of The PARTNER Trial Investigators 
and The PARTNER Publications Office. Impact of sex 
on outcomes following transcatheter aortic replacement 
in patients with severe aortic stenosis: insights from the 
PARTNER experience (Abstract). Presented at: American 
College of Cardiology 2013 Annual Scientific Session. San 
Francisco, CA, USA, 9–11 March 2013.

36 Rodes-Cabau J, Pibarot P, Suri RM et al. Impact of aortic 
annulus size on valve hemodynamics and clinical outcomes 
after transcatheter and surgical aortic valve replacement: 
insights from the PARTNER Trial. Circ. Cardiovasc. Interv. 
7(5), 701–711 (2014).

37 Conrotto F, D’ascenzo F, Presbitero P et al. Effect of gender 
after transcatheter aortic valve implantation: a meta-analysis. 
Ann. Thorac. Surg. 99(3), 809–816 (2015).

••	 This	meta-analysis	of	transcatheter	aortic	valve	replacement	
sex-related	outcomes	includes	six	studies	(6645	patients)	
reporting	mid-term	outcomes.

38 O’connor SA, Morice MC, Gilard M et al. Revisiting 
sex equality with transcatheter aortic valve replacement 
outcomes: a collaborative, patient-level meta-analysis of 
11,310 patients. J. Am. Coll. Cardiol. 66(3), 221–228 (2015).

••	 This	meta-analysis	of	transcatheter	aortic	valve	replacement	
sex-related	outcomes	includes	five	studies	and	their	ongoing	
registries	(11,310	patients,	of	which	48.6%	were	women)	
and	offers	a	summary	of	not	only	short-	and	long-term	
outcomes,	but	predictors	of	mortality.

39 D’ascenzo F, Gonella A, Moretti C et al. Gender differences 
in patients undergoing TAVI: a multicentre study. 
EuroIntervention 9(3), 367–372 (2013).

40 Gilard M, Eltchaninoff H, Iung B et al. Registry of 
transcatheter aortic-valve implantation in high-risk patients. 
N. Engl. J. Med. 366(18), 1705–1715 (2012).

41 Tamburino C, Capodanno D, Ramondo A et al. Incidence 
and predictors of early and late mortality after transcatheter 
aortic valve implantation in 663 patients with severe aortic 
stenosis. Circulation 123(3), 299–308 (2011).


