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Selección de lo mejor del año 2016 en valvulopatı́a aórtica
e insuficiencia cardiaca en el paciente anciano
To the Editor,
Severe aortic stenosis (AS) is a condition with poor prognosis
that predominantly affects the elderly. There is little real-life
information on its treatment and prognosis. Accordingly, the
data from the IDEAS registry,1 coordinated by the Geriatric
Cardiology Section of the Spanish Society of Cardiology, are
particularly timely. This multicenter registry included 726 consecutive patients with severe AS and a mean age of 77 years,
with a 1-year follow-up. The most frequent treatment was
conservative (65%), followed by aortic valve replacement (27%)
and transcatheter aortic valve implantation (TAVI) (8%), with 1year survival rates of 76%, 95%, and 93%, respectively (Figure 1).
These data confirm the need for intervention in patients with
severe symptomatic AS and highlight the relatively infrequent
use of such procedures. Notably, the intervention rates in this
registry were significantly lower when the patients were
managed in nontertiary centers. Further important results were
provided by the recently published PARTNER 2 trial.2 In that
study, 2032 patients with severe AS and intermediate surgical
risk were randomized to TAVI (76.3% transfemoral access, 23.7%
transthoracic access) or aortic valve surgery. The primary
endpoint (death from any cause or disabling stroke at 2 years)
was similar in the 2 groups (P = .001 for noninferiority). The
primary endpoint occurred in 19.3% of the patients in the TAVI
group and in 21.1% of the patients in the surgical group (TAVI
group, hazard ratio [HR], 0.89; 95% confidence interval [95%CI],
0.73-1.09, P = .25). Notably, there was a significant reduction in
the primary endpoint with the transfemoral approach vs surgery
(HR, 0.79, 95%CI, 0.62-1.00; P = .05), but there was no significant
difference with transthoracic access. Other benefits of TAVI were
a greater aortic area and a lower frequency of acute kidney

injury, life-threatening bleeding, and atrial fibrillation. Surgery
was associated with a lower rate of vascular complications and
residual aortic regurgitation. This study vindicates the widespread practice in many Spanish groups characterized by TAVI in
elderly patients with AS and intermediate risk.
The importance of geriatric factors such as functional status,
frailty, dependency, and comorbidity in elderly patients with
heart failure (HF) is well known.3 Accordingly, the work of Vidán
et al.4 is particularly interesting. This study highlights the
importance of frailty detection in elderly patients hospitalized
for HF because frailty—apart from being highly prevalent, even
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Figure. Cumulative survival in the IDEAS registry1 according to the type of
treatment performed: conservative, aortic valve replacement (AVR), or
transcatheter aortic valve implantation (TAVI). Adapted with permission
from González-Saldivar et al.1
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in independent ambulatory patients—is an independent predictor of disability and of future events such as readmission and
mortality. According to recent data, the list of geriatric factors
should also include malnutrition. A recent study by Honda et al.5
has shown that nutritional status is one of the strongest
prognostic predictors in patients older than 65 years with acute
HF. This work validates and stresses the considerable usefulness
of an easily obtained parameter, the Geriatric Nutritional Risk
Index, which has better prognostic value than other nutritional
indices. In addition, it supports the incorporation of this
parameter in risk evaluation and stratification in elderly
patients with HF.
The prognostic value of natriuretic peptides is well known.
A recent work, based on 7 European registries and conducted in
patients older and younger than 75 years hospitalized for acute HF,
studied the prognostic value and reasons for success or failure of a
reduction in N-terminal pro–B-type natriuretic peptide
(NT-proBNP) (in absolute values or as a percentage vs admission
levels) to target values at discharge.6 Older patients were more likely
to be women, with nonischemic HF and preserved ejection fraction,
higher NT-proBNP concentrations at admission and discharge, and a
lower glomerular filtration rate. The higher the absolute NT-proBNP
values and the lower their relative decrease, the higher the 6-month
mortality in both groups; this increase was significant in the older
group. With similar NT-proBNP values, mortality was very similar,
independently of age. Thus, NT-proBNP showed a prognostic value
in acute HF that was independent of age, but certain factors more
frequent in older patients (such as higher NT-proBNP values at
admission, anemia, and nonischemic etiology) made it more difficult
to achieve lower values and greater reductions in this marker at
discharge, with a consequent increase in mortality.
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restriction in the conservative strategy group fails to reflect the
real-world situation.
The MOSCA trial2 included 106 patients aged 70 years or older
with non-ST elevation AMI and considerable comorbidity (defined
as at least 2 of the following: renal failure, dementia, peripheral
vascular disease, chronic obstructive pulmonary disease, and
anemia). Patients were randomized to an invasive strategy
(routine coronary angiography, n = 52) or a conservative
strategy (coronary angiography only in patients with recurrent
ischemia or heart failure during hospitalization, n = 52). The main
endpoint was the composite of all-cause mortality, AMI, and
readmission for cardiac problems during follow-up. The invasive
strategy failed to reduce the incidence of the primary outcome
(incidence rate ratio, 0.946; 95% confidence interval [95%CI],
0.946-1.918), although there was a tendency for reduced
mortality and mortality or reinfarction at 3 months, indicating
that the comorbidity weight could dilute the long-term benefits of
revascularization. The authors propose exploration of the
tendency for short-term benefits in larger studies. In addition,
the low revascularization rate in the invasive branch (58%) could
reflect the severity and complexity of the coronary anatomy in
these patients.

Selección de lo mejor del año 2016 en el tratamiento del sı´ndrome
coronario agudo en el paciente anciano
To the Editor,
The last year has seen important advances in the treatment of
acute coronary syndrome (ACS) in the elderly. In the After Eighty
trial,1 457 patients aged 80 years or older with non–ST-segment
elevation ACS (NSTEACS) were randomized to either an invasive or
a conservative treatment strategy. The invasive strategy group
showed a reduction in the primary outcome (acute myocardial
infarction [AMI], urgent revascularization, stroke, and death during
follow-up) (40.6% vs 61.4%; P < .0001) (Figure), with no differences
in bleeding complications. Some aspects of the study merit
discussion: a) only 457 (23.2%) of the 1973 patients who could
be included were randomized to a group, calling into question the
external validity of the results; b) no data were available on frailty
and other aging-related variables, although the prevalence of
comorbidities was relatively low; and c) the excessive patient

