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EDITORIAL COMMENT
Moderate Aortic Stenosis Progression
When Do We Reassess?*
Deepa Raghunathan, MD,a Anju Bhardwaj, MDb
C alcific aortic stenosis (AS) is the most com-
mon valvular disease in Western countries,
and its incidence continues to rise, poten-

tially due to the relative ease of diagnosis as well as
the increase in noncardiac comorbidities in our aging
population.1,2

Echocardiography remains the first-line imaging
modality to diagnose, quantify, and monitor the
progression of AS with 2-dimensional (2D) anatomic
(geometric) evaluation of the leaflet excursion and
with valvular hemodynamic assessment.2 Severe AS
is defined as a peak velocity (PV) across the aortic
valve (AV) >4 m/s, mean gradient >40 mm Hg, and
aortic valve area (AVA) <1 cm2. When imaging sug-
gests severe AS, AV replacement is recommended,
ideally before clinical symptoms occur or prior to left
ventricular dysfunction.3 Moderate AS is defined as
PV 3 to 3.9 m/s, mean gradient 20 to 39 mm Hg, and
AVA 1.0 to 1.4 cm2.4 However, valve replacement for
moderate AS is recommended when patients are un-
dergoing cardiac surgery for another indication.3

Though more frequent echocardiography is recom-
mended when the PV is close to severe (every
1-2 years for moderate AS, every 6-12 months for se-
vere AS), long-term mortality with untreated moder-
ate AS is similar to that with untreated severe AS.3,5

This finding raises the possibility that we are missing
patients who would benefit from interventions sooner
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or that we may be misclassifying aortic disease with
each longitudinal study. Therefore, identifying in-
dividuals with higher rates of AS progression might
allow for optimal patient-specific timing of follow-up
echocardiograms.

In this issue of JACC: Advances, Venema et al6

suggested a patient-specific model to predict the
progression rate of AS, thereby identifying patients at
higher risk of rapid progression and suggesting a
tailored approach for their follow-up. In this single-
center, retrospective study, they identified patients
with moderate AS over an 11-year period and ensured
at least 2 serial echocardiograms were available dur-
ing that period to assess progression from AS. The
majority of patients in this study were men and had a
normal left ventricular (LV) function and stroke vol-
ume (SV) index. The rate of progression was consid-
ered “rapid” if the median annual AVA decrease was
0.15 cm2and “slow” if the median annual AVA change
was 0.04 cm2 decrease per year. The findings sug-
gested a linear decrease in AVA over time, at a median
rate of 0.09 cm2/year. Via a linear mixed-effects
analysis, those who progressed rapidly to severe AS
were older, had baseline atrial fibrillation, chronic
kidney disease, a higher baseline LV mass index, and
a higher baseline SV index. Rapid reduction in AVA
was associated with higher mortality rates and
increased rates of hospitalization due to heart failure.

In this study, AVA was the primary parameter used
to assess the progression of AS. The AVA in this study
was calculated using the continuity equation, which
is significantly dependent on left ventricular outflow
tract (LVOT) diameter as it assumes the LVOT is cir-
cular and can result in an underestimation of the AVA
calculated.7 To minimize interobserver variability
longitudinally, Venema et al6 used a median LVOT
diameter for each patient. The continuity equation
also utilizes the LVOT velocity time integral or LVOT
PV, which is dependent on the location of the pulse-
wave Doppler within the LVOT. This parameter is
https://doi.org/10.1016/j.jacadv.2024.100882
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difficult to minimize interobserver error longitudi-
nally and therefore can affect the changes in AVA
seen in this study. LVOT area can be directly
planimetered for the continuity equation via
3-dimensional echocardiography and multidetector
computed tomography, but there is conflicting data
regarding the correlation between the 2 imaging mo-
dalities.8,9 Furthermore, multidetector computed
tomography-calculated AVA or AVA by planimetry
does not provide prognostication as predicted by
echocardiographic Doppler assessment and is not
recommended to classify the severity of AS.4

It should be noted that previous studies have
identified similar rates of progression of AVA, PV, and
gradients.10 Nonetheless, this study assumes a linear
progression of AVA decrease and extrapolates rates of
decrease with certain baseline characteristics. This
finding could potentially allow for more personalized
timing of follow-up echocardiograms. The amount of
maladaptive LV remodeling seen with longstanding
AS results in LV systolic and diastolic dysfunction,
which sways the timing of AV replacement.3 Global
longitudinal strain and strain rate can detect LV
dysfunction prior to changes seen in 2D alone, but in
this study, LV remodeling was assessed predomi-
nantly with 2D parameters.11 With most patients
included in this study having preserved LV ejection
fraction, using additive LV assessments might have
reclassified the rate of AS progression.

Notably, more than one-half of the patients in this
study were men; however, AV anatomy and cardiac
remodeling vary between the genders. Women tend
to have less aortic calcification than men for the same
hemodynamic severity of AS.12 The LV remodeling
seen in women results in smaller LV volumes
compared to men and therefore, smaller LVOT di-
ameters and SV. The discrepancy may explain the
increased prevalence of paradoxical low-flow AS with
preserved left ventricular ejection fraction seen in
women.12 Conversely, the smaller AVA calculated
in women may also overestimate the severity of AS in
women, even after correcting for body surface area.13

These gender differences in AVA assessment limit the
applicability of the presented study across all mod-
erate AS patients.

Given the need for accurate classification of AS
by imaging, there could be a role for machine
learning and artificial intelligence. In echocardio-
graphy, artificial intelligence has been shown to
correlate with human measurements of standard
AS Dopplers parameters.14 It may allow for less
interobserver variability when performing surveil-
lance echocardiograms, particularly when measuring
the LVOT diameter. Machine learning has also proven
to be useful, particularly for those with discordant
echocardiographic findings. It has been shown to
accurately identify traditionally severe AS as high-
severity AS but also reclassify traditionally non-
severe AS to the high-severity group as well, for
potentially more accurate risk stratification in this
subgroup.

There is no proven medical or surgical treatment
for moderate AS thus far. But with trials underway
like EXPAND TAVR II (NCT05149755) and PROGRESS
(NCT04889872) to investigate the role of early inter-
vention for patients with symptomatic moderate AS,
the importance of early and accurate detection of the
progression of moderate AS is even more critical. The
authors should be applauded for their work on clin-
ical progression of moderate AS, as they identified
several clinical factors that were associated with a
more rapid progression of disease. There are several
limitations with our current methods to monitor the
progression of AS, and Venema et al6 suggest pa-
rameters that may be used to personalize the timing
of follow-up echocardiographic studies. This model
takes us closer to creating a patient-specific AS pro-
gression rate calculator and may tailor timing to
assess AS progression. Furthermore, these parame-
ters may help us recognize patients for future trials to
investigate therapies that will delay the progression
of moderate AS. But for now, this remains an aspira-
tional goal, and we are left with the current echo-
cardiographic tools as we try to monitor the
progression of moderate AS.
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