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Abstract: Background: Both balloon-expandable (BE) and self-expandable (SE) valves for tran-
scatheter aortic valve implantation (TAVI) are broadly used in clinical practice. However, adequately
powered randomized controlled trials comparing these two valve designs are lacking. Methods:
The CENTER-study included 12,381 patients undergoing transfemoral TAVI. Patients undergoing
TAVI with a BE-valve (n = 4096) were compared to patients undergoing TAVI with an SE-valve
(n = 4096) after propensity score matching. Clinical outcomes including one-year mortality and
stroke rates were assessed. Results: In the matched population of n = 5410 patients, the mean
age was 81 ± 3 years, 60% was female, and the STS-PROM predicted 30-day mortality was 6.2%
(IQR 4.0–12.4). One-year mortality was not different between patients treated with BE- or SE-valves
(BE: 16.4% vs. SE: 17.0%, Relative Risk 1.04, 95%CI 0.02–1.21, p = 0.57). One-year stroke rates were
also comparable (BE: 4.9% vs. SE: 5.3%, RR 1.09, 95%CI 0.86–1.37, p = 0.48). Conclusion: This study
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suggests that one-year mortality and stroke rates were comparable in patients with severe aortic
valve stenosis undergoing TAVI with either BE or SE-valves.

Keywords: aortic valve stenosis; transcatheter aortic valve implantation; mortality; stroke; balloon-
expandable; self-expandable

1. Introduction

Transcatheter aortic valve implantation (TAVI) is a life-saving treatment for patients
with severe aortic valve stenosis. Although it was originally developed and indicated for
inoperable patients, its treatment area is rapidly expanding to lower risk patients [1,2].
Since its introduction, two different valve designs have been approved and are widely used:
balloon-expandable (BE) and self-expandable (SE) valves. BE-valves (Edwards Sapien,
Sapien XT, and Sapien 3) are built out of bovine pericardium leaflets on the inside of
the cobalt chromium frame. They are expanded during rapid pacing by inflation of a
balloon [3]. SE-valves (Medtronic CoreValve and CoreValve Evolut R) are built out of three
porcine pericardium leaflets attached to a nitinol self-expanding framework [4]. Despite
two clear different mechanisms, clinical guidelines do not favor either of these two different
valve designs [5,6]. Previously we have shown similar mortality but lower stroke rates in
patients treated with BE-valves at 30-day follow-up [7]. However, data beyond 30 days
are scarce. Various small randomized controlled trials have found conflicting results. They
were all underpowered to detect superiority of one valve type over the other [8–10]. Two
recent French observational studies showed higher two-year mortality in patients receiving
BE-valves than in patients receiving SE-valves [11,12]. However, it is unknown whether
these results reflect only local practice. Given the limited and conflicting data beyond
30 days follow-up, we aimed to assess one-year mortality and stroke rates in patients
receiving BE vs. SE-valves.

2. Materials and Methods
2.1. Study Design and Patient Sample

The Cerebrovascular Events in Patients Undergoing Transcatheter Aortic Valve Im-
plantation (CENTER) study is an international collaboration, including patients with severe
aortic valve stenosis undergoing transfemoral TAVI with BE-devices (Edwards Lifesciences
Inc., Irvine California, CA, USA) or SE-devices (Medtronic Inc., Minneapolis, MN, USA).
The study is registered at clinicaltrials.gov (NCT03588247). A detailed description on
study design, eligibility criteria, systematic search methodology, and data collection has
been published previously [7]. In short, the study includes data from 3 national registries,
2 multicenter prospective registries, 4 single center prospective registries, and 1 random-
ized clinical trial identified through a systematic search on PubMed. To ensure sufficient
operator experience, studies were included in this analysis if the centers reported at least
fifty procedures per valve type. Hence, the study includes patient level data from a global
patient sample treated in the United States of America, Brazil, Israel, Spain, Italy, and
France. The choice for a BE or SE valve was made by the local heart team of each center.
An overview of the included studies is presented in Supplementary Table S1. All studies
were conducted according to the Declaration of Helsinki and all patients provided written
informed consent at each participating center. Collaborators provided a dedicated database
with baseline patient characteristics, echocardiographic data, procedural information, and
long-term clinical follow-up data. Accordingly, a total of 12,381 patients undergoing trans-
femoral TAVI between 2007 and 2018 with either BE or SE-valves were included in the
CENTER-study.
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2.2. Study Endpoints

Clinical endpoints of this analysis were differences in all-cause mortality and stroke
in patients treated with BE-valves vs. SE-valves occurring within the first year after
TAVI. Endpoints were defined by the standardized definitions from the Second Valve
Academic Research Consortium (VARC2) [13]. Only the OBSERVANT trial defined stroke
as a neurological deficit lasting more than 24 h, or less than 24 h in case of positive
neuroimaging, which is equivalent to the VARC2-definition of stroke [14].

We performed different subgroup analyses to compare mortality and stroke outcomes
in patients treated with BE vs. SE-valves. First, we performed subgroup analyses by
sex. Second, we grouped patients according to valve generation: Early generation valve
types (Edwards Sapien, Sapient XT, and Medtronic CoreValve) vs. third-generation valve
types (Sapien 3 and Evolut R). Both third-generation valve types were approved in 2014
in Europe and in 2015 in the United States. Third, subgroup analyses per time period
(three time periods: 2007–2010, 2011–2014, 2015–2018) were conducted. Fourth, subgroup
analyses by valve size were performed. Available valve sizes for BE-valves were 20 mm,
23 mm, 26 mm, and 29 mm. SE-valves were available in 23 mm, 26 mm, 29 mm, 31 mm
(CoreValve), and 34 mm (Evolut R). For subgroup analysis, valve size was categorized into
three groups: Small (20–23 mm), medium (26 mm), and large (29–34 mm).

2.3. Statistical Analysis

Patients treated with BE-valves were compared to patients treated with SE-valves.
Baseline characteristics of these two groups were assessed. Continuous variables were
tested for normality and then reported as mean and standard deviation, or as median and
interquartile ratio (IQR). Missing data were assumed to be missing at random. Therefore,
we estimated missing data using multiple imputation methods. The imputation procedure
concerning multivariate regression models was performed according to Rubin’s protocol.
We applied propensity score matching in order to reduce potential confounding and selec-
tion bias. The propensity score was calculated using a logistic regression model including
baseline characteristics that either significantly predicted treatment (BE or SE valve) or
outcomes (mortality and stroke). Consequently, twelve variables were used to calculate
the propensity matching score: Age, sex, body mass index, logistic EuroSCORE, previous
myocardial infarction, previous percutaneous coronary intervention, previous stroke or
transient ischemic attack (TIA), peripheral artery disease, atrial fibrillation, significant
coronary artery disease, dyslipidemia, and renal failure (glomerular filtration ratio of
less than 30 mL/min/1.73 m2). Each patient treated with a BE-valve was paired with a
patient treated with an SE-valve based on the nearest propensity score. Matching was
performed using the nearest neighbor method in a 1:1 ratio and no replacement. Within
the propensity-matched population, distributions of baseline characteristics were assessed
with standardized mean differences. These were calculated for each variable as differ-
ences in means or proportions divided by the pooled estimate of the standard deviation.
The difference between BE- and SE-valve patients was considered negligible when the
standardized mean difference was 0.1 or lower (Supplementary Table S2).

Differences in clinical outcomes, mortality, and stroke incidence in both the total and
matched cohort were tested using Chi-square. The relative risk (RR) and corresponding
asymptotic two-sided 95% confidence interval (CI) was reported. Time-to-event mortality
curves were established using cox regression analysis and hazard ratios (HR) were cal-
culated. Early clinical outcomes, according to VARC2, were compared between patients
treated with BE- and SE-valves. If p < 0.05, the variable was tested in a binary logistic
regression model as a potential predictor of one-year mortality and odds ratios (OR) were
reported. All statistical tests were two-tailed, and p < 0.05 was considered statistically
significant. Calculations were performed using SPSS software (version 26.0 for Windows,
SPSS, Inc., Chicago, IL, USA).
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3. Results
3.1. Baseline Characteristics of the Overall Study Population

A total of 12,381 patients undergoing TAVI received either a BE- (n = 6239) or SE-valve
(n = 6142). Baseline characteristics of the overall and propensity-matched population are
presented in Supplementary Table S2. After propensity matching, a total of 8192 patients
with either BE- (n = 4096) or SE-valves (n = 4096) were included. In this matched population,
one-year follow-up was completed in 5410 patients. One-year follow-up was completed
in 74% of SE-valve patients and 58% of BE-valve patients. Baseline and procedural char-
acteristics of patients with vs. without one-year follow-up completed are presented in
Supplementary Table S3. Patient flow is presented in Figure 1.
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Figure 1. Patient flow chart.

3.2. Baseline Characteristics of the Matched Study Population

In the propensity-matched population, 5410 patients completed one-year follow-up
and were thus included in the current analysis. Mean age was 81 ± 3 years and 60% were
female. The median predicted 30-day mortality with STS-PROM was 6.2% (IQR 4.0–12.4).
Table 1 presents baseline and procedural characteristics of this patient population with
either BE- or SE-valves.

Demographics, medical history, and mortality risk prediction scores were comparable.
In particular, the presence of coronary artery disease was similar. However, implanted SE-
valves had a larger valve size than BE-valves (BE: 26, IQR 23–26, vs. SE: 26, IQR 26–29 mm,
p < 0.001).
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Table 1. Baseline characteristics of the matched patient population included in this study.

Balloon-Expandable
(n = 2360)

Self-Expandable
(n = 3050) p-Value

Age (years) 81.3 ± 7.1 81.3 ± 6.9 0.89
Female gender 1417 (60%) 1822 (60%) 0.82

Body mass index (kg/m2) 27.1 ± 4.8 27.1 ± 4.9 0.83

Previous CVA or TIA 236 (10%) 333 (11%) 0.28
Previous MI 317 (13%) 423 (14%) 0.64
Previous PCI 507 (22%) 672 (22%) 0.62

Previous CABG 289 (12%) 379 (12%) 0.84
Diabetes Mellitus 742 (31%) 994 (33%) 0.37

Hypertension 1895 (80%) 2430 (80%) 0.57
Dyslipidaemia 1324 (56%) 1722 (57%) 0.79

Peripheral artery disease 354 (15%) 441 (15%) 0.58
Coronary artery disease 954 (40%) 1230 (40%) 0.94

Atrial Fibrillation 622 (26%) 845 (28%) 0.27
GFR < 30 mL/min 358 (15%) 451 (15%) 0.70

Aortic max gradient (mmHg) 78.2 ± 23.1 80.5 ± 24.3 0.002
Aortic mean gradient (mmHg) 49.2 ± 16.6 50.7 ± 17.1 0.001

Aortic valve area (cm2) 0.67 ± 0.20 0.64 ± 0.20 <0.001

Third generation valve 614 (26%) 791 (26%) 0.90
Valve in valve 42 (2%) 90 (3%) 0.002

Valve size (mm) 26 (23–26) 26 (26–29) <0.001
Year of procedure 2012 (2011–2014) 2012 (2010–2014) <0.001

CVA = cerebrovascular event. TIA = transient ischemic attack. MI = myocardial infarction. PCI = percu-
taneous coronary intervention. CABG = coronary artery bypass graft. GFR = Glomerular Filtration Ratio.
STS-PROM = Society of Thoracic Surgeons Predicted Risk of Mortality. EuroSCORE = European System for
Cardiac Operative Risk Evaluation.

3.3. One-Year Mortality

During follow-up (median 365 days, IQR 53–666), 895 (16.8%) patients died in the
propensity-matched population. One-year mortality was 16.4% in patients treated with
BE-valves and 17.0% in SE-valves (RR 1.04, 95%CI 0.92–1.21, p = 0.57). Figure 2 shows
Kaplan–Meier survival curves for patients treated with these valve types (HR 0.99, 95%CI
0.87–1.14, p = 0.95).

One-year mortality between patients receiving BE- or SE-valves was also comparable
in the unmatched population (BE: 17.1% vs. SE: 16.6%, RR 0.97, 95%CI 0.88–1.07 p = 0.52).

Mortality was similar across valve type when split for sex: In female patients (BE: 15.9%
vs. SE: 15.4%, RR 0.97, 95%CI 0.82–1.14, p = 0.70) as well as in male patients (BE: 17.2% vs.
SE: 19.4%, RR 1.13, 95%CI 0.94–1.36, p = 0.19). In patients treated with third-generation
valves (Edwards Sapien 3 and Medtronic CoreValve Evolut R) mortality was comparable:
10.7% in BE-valve recipients vs. 12.7% in SE-valve recipients (RR 1.19, 95%CI 0.89–1.59,
p = 0.25). Furthermore, in patients treated with older-generation valves, one-year mortality
was similar (BE: 18.7% vs. SE: 18.9%, RR 1.01, 95%CI 0.87–1.13, p = 0.86).

In the earlier years of TAVI (2007–2010), mortality was comparable between both valve
types (BE: 22.2% vs. SE: 19.3%, RR 0.87, 95%CI 0.70–1.08, p = 0.21). Moreover, one-year
mortality was comparable in the more recent years (2008–2014) (BE: 17.4% vs. SE: 18.3%,
RR 1.05, 95%CI 0.90–1.32, p = 0.53) as well as in the most recent years (2015–2018, BE: 8.8%
vs. SE: 11.1% RR 1.26, 95%CI 0.89–1.79, p = 0.19). Table 2 presents the distribution of valve
sizes among BE- and SE-valves.

For hypothesis-generating purposes, valve sizes were divided into three groups: Small
(<26 mm, BE: n = 759, SE: n = 174), medium (26 mm, BE: n = 704, SE: n = 1249), and large
(>26 mm, BE: n = 183, SE: n = 1118). In the large valve size group, patients receiving
BE-valves showed lower mortality than those receiving SE-valves. (BE: 11.1% vs. SE: 17.6%,
RR 1.59, 95%CI 1.03–2.44, p = 0.03). However, mortality was similar in the medium size
group (BE: 13.0% vs. SE: 13.4%, RR 1.03, 95%CI 0.81–1.31, p = 0.80) and in the small valve
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size group (BE: 13.5% vs. SE: 13.1%, RR 0.97, 95%CI 0.64–1.49, p = 0.90). Kaplan–Meier
curves split by valve size groups are displayed in Figure 3.
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3.4. One-Year Stroke Rates

In the first year after TAVI, 252 (5.2%) strokes occurred. Of these, 64 (25%) were
major, 32 (13%) were minor, 122 (48%) were stroke with undefined severity, and 34 (14%)
patients had a TIA. In the propensity-matched population, stroke incidence was 4.9%
in patients treated with BE-valves and 5.3% in patients treated with SE-valves (RR 1.09,
95%CI 0.86–1.37, p = 0.48). Further, in the unmatched population, stroke incidence was
comparable between valve types (BE: 5.4% vs. SE: 5.0%, RR 0.92, 95%CI 0.76–1.11, p = 0.38).

Subgroup analyses by sex, valve generation, valve size, and time period did not show
differences in stroke rates between BE- and SE-valves. Men (BE: 4.6% vs. SE: 6.2%, RR 1.36,
95%CI 0.94–1.95, p = 0.10) as well as women (BE: 5.2% vs. SE: 4.8%, RR 0.93, 95%CI 0.68–1.26,
p = 0.62) did not show different stroke rates when split for valve type. Stroke rates were
comparable among patients treated with third-generation valves (BE: 3.4% vs. SE: 5.2%,
RR 1.51, 95%CI 0.91–2.54, p = 0.11). Stroke rates were also similar in patients treated with
older-generation valves (BE: 5.1% vs. SE: 5.3%, RR 1.03, 95%CI 0.79–1.35, p = 0.84).

Stroke incidence was similar between BE- and SE-valves across different time periods.
This was in the earliest years of TAVI (2007–2010, BE: 5.0% vs. SE: 4.4%, RR 0.90, 95%CI
0.54–1.48, p = 0.67), in the later years (2011–2014, BE: 4.9% vs. SE: 6.1%, RR 1.26, 95%CI
0.93–1.70, p = 0.14), and in the most recent years (2015–2018, BE: 4.9% vs. SE: 4.5%, RR 0.90,
95%CI 0.54–1.51, p = 0.70).

Subgroup analyses by valve size did not show significant differences in stroke rates
between BE or SE-valves: In the small valve sizes group (BE: 3.4% vs. SE: 4.5%, RR 1.32,
95%CI 0.61–2.87, p = 0.48); medium valve size group (BE: 5.1% SE: 3.9%, RR 0.75, 95%CI
0.49–1.14, p = 0.18), and in the large valve size group (BE: 3.3% vs. SE: 6.3%, RR 1.92, 95%CI
0.84–4.36, p = 0.11).

3.5. Safety of Early Outcomes

Table 3 presents procedural and in-hospital outcomes for patients treated with BE- vs.
SE-valves.

Device success, according to VARC2, was lower in patients treated with SE-valves
(SE: 91.3% vs. BE: 95.5%, RR 0.96, 95%CI 0.94–0.97, p < 0.001). The absence of device suc-
cess was associated with higher one-year mortality (Odds Ratio (OR) 4.14, 95%CI 3.23–5.30,
p < 0.001). This association was significant in both the SE-valve patient group (OR 3.69, 95%CI
2.73–4.99, p < 0.001) and the BE-valve patient group (OR 5.30, 95%CI 3.41–8.23, p < 0.001).
Permanent pacemakers were more frequently implanted in patients receiving SE-valves
(SE: 20.2% vs. BE: 7.4%, RR 2.73, 95%CI 2.32–3.21, p < 0.001). Permanent pacemaker implan-
tation was associated with lower one-year mortality (OR 0.74, 95%CI 0.59–0.92, p = 0.008).
This association was statistically significant in the BE-valve group (OR 0.59, 95%CI 0.35–0.98,
p = 0.041), but not in the SE-valve group (OR 0.78, 95%CI 0.61–1.01, p = 0.057).

Table 3. Procedural and in-hospital outcomes for patients treated with BE- vs. SE-valves.

Balloon-Expandable
(n = 2369)

Self-Expandable
(n = 3050) Relative Risk (95%CI) p-Value

Conversion to open heart surgery 22 (1.0%) 20 (0.7%) 0.70 (0.39–1.29) 0.25
Device Success 1831 (95.5%) 2161 (91.3%) 0.96 (0.94–0.97) <0.001

Stroke 67 (2.8%) 94 (3.1%) 1.09 (0.80–1.48) 0.60
Myocardial infarction 23 (1.1%) 22 (0.8%) 0.73 (0.41–1.30) 0.28

Major or life-threatening bleeding 143 (6.9%) 179 (6.5%) 0.95 (0.77–1.18) 0.65
Permanent pacemaker implantation 170 (7.4%) 606 (20.2%) 2.73 (2.32–3.21) <0.001

Length of hospital stay 7 (5–11) 7 (5–11) - 0.17

4. Discussion
4.1. Main Findings

In this large propensity-matched patient study, no differences in one-year mortality
and stroke rates between patients treated with BE- or SE-valves were found. In subgroup
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analyses by sex, valve generation, year of procedure, and valve size, mortality and stroke
rates did not differ between patients treated with BE- vs. SE-valves.

4.2. Mortality

In >12,000 patients undergoing TAVI, there was no difference in one-year mortality
between those treated with BE- vs. SE-valves. To our knowledge, the current study is the
largest multinational study comparing BE- and SE-valves.

Our results are in line with five-year follow-up of the CHOICE-trial and one-year
follow-up of the SOLVE-trial, which did not find differences in mortality [15,16]. The
REPRISE randomized controlled trial found similar two-year mortality, but they compared
SE-valves to Lotus valves, which have a different mechanism than BE-valves [9]. Never-
theless, these randomized controlled trials were all underpowered to detect differences
in mortality. Our results suggest similar mortality, which is in contrast with two large
observational studies that both showed lower mortality in BE- than SE-valves [11,12]. The
difference was explained by excess mortality in SE-valve patients during the first three
months after TAVI [11]. This is consistent with higher in-hospital mortality found in the
current cohort [7]. Nevertheless, in the FRANCE-TAVI registry, the differences remained
significant over two years, whereas it was not sustained after discharge in our cohort [7,11].
Despite careful matching, all observational studies involve selection bias. The choice for
either a BE- or SE-valve is made by the heart team generally consisting of at least an inter-
ventional cardiologist and a cardiothoracic surgeon [17]. The WIN-TAVI registry suggested
that patients selected for SE-valve implantation had more comorbidities and higher surgical
risk, which is consistent with our results [18]. Another potential unmeasured confounder
is operator experience with a particular valve type. Moreover, operators’ learning curve
and preference may influence the results. It is impossible to correct for these human vari-
ables. The two large observational studies have both been conducted in France [11,12],
where local practice may have further induced selection bias. However, we cannot neglect
their results suggesting lower mortality in BE-valves. In fact, these contradicting results
strengthen the need for an adequately powered randomized study.

Most subgroup analyses did not show different mortality rates between BE- and
SE-valves. However, in the large valve size subgroup, BE-valves showed lower mortality
than SE-valves. Another observational study found a trend towards increased one-year
survival in large BE-valves as compared to SE-valves [19]. In a substudy of the PARTNER-
trial, patients receiving large BE-valves showed higher mortality than those receiving
small BE-valves [20]. SE-valves have better hemodynamic results than BE-valves due to
repositionability and larger aortic orifice areas [16,19]. However, this beneficial effect of
SE-valves is more pronounced in small valves [19,21]. Actually, the benefits of BE-valves
may outweigh the hemodynamic benefits of SE-valves in larger-sized valves. However,
due to the observational nature and different numbers in each valve size category, this
finding may be biased.

4.3. Stroke

Non-different stroke rates are consistent with Van Belle and Deharo et al. [11,12] who
reported similar stroke incidence in BE and SE-valves at two-year follow-up. In addition,
five-year follow-up from the CHOICE trial and two-year follow-up from the REPRISE trial
showed similar stroke incidence [9,15]. In the same cohort, we previously showed lower
30-day stroke incidence in patients treated with BE-valves [7]. This effect was not sustained
up to one year. In the first days after TAVI, strokes are mostly procedure related [22].
Thereafter, stroke is more associated with atherosclerosis and of trombo-embolic origin [23].
The incidence of new-onset atrial fibrillation, which is strongly associated with stroke, did
not differ between patients treated with SE and BE-valves [7,23].
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4.4. Future Perspectives

Overall, our results did not show significant differences across different valve types
used in patients undergoing TAVI, with the exception of larger (>26 mm) valves. However, a
certain valve type may be more suitable for an individual patient. Therefore, the decision for
a valve type should be tailored to the individual patient. Nowadays there is a heterogeneity
of different TAVI devices available with their typical strengths and weaknesses. Future
research should identify patient and anatomical characteristics, which improve clinical
decision making and valve selection. For instance, female patients with smaller vessels
may benefit from SE-valves because of smaller sheath sizes. Moreover, patients with small
annuli may benefit from better hemodynamic outcomes in SE-valves [19]. Patients with
pre-existing conduction disturbances may benefit from BE-valves with lower pacemaker
implantation rates, whereas in patients that already have a permanent pacemaker, there can
be preference to treat with SE-valves [7]. If we are able to identify patient characteristics that
point towards better outcomes of a certain valve type, we can select the optimal valve for
each individual patient. Attempts to individually select the valve type by anatomical and
clinical variables have been done in the MIDAS study but this needs to be systematically
evaluated [24].

4.5. Early Safety Outcomes

Most early outcomes, according to VARC2, were comparable in SE- and BE-valves.
However, device success was lower in SE-valves, and device failure was associated with
lower mortality in patients treated with SE- as well as BE-valves. Consistent with other
studies, patients treated with SE-valves more frequently had a pacemaker implanted.
Overall, pacemaker implantation was protective for one-year mortality; however, this
association remained significant in BE-valve but not in SE-valve recipients.

4.6. Limitations

Although our population was propensity matched, unmeasured variables could have
influenced the outcomes of this observational study. Moreover, pre-TAVI echocardiographic
features and valve sizes were different between the BE- and SE-valve groups. Post-TAVI
echocardiographic measurements were not available. Therefore, we were not able to
analyze paravalvular leakage, which has been associated with increased mortality [11].
Additionally, the willingness of principal investigators to collaborate who have their own
beliefs on optimal valve therapy could have played a role. Exclusion of certain principal
investigators could have invoked selection bias. Numbers of patients in subgroup analyses
may not have been large enough to detect statistically significant outcomes. Only patients
treated with valves from the CoreValve and Sapien series were included. Therefore, our
results are not directly applicable to other valve types.

5. Conclusions

Our results suggest that one-year mortality and stroke rates are similar in patients
undergoing TAVI with either BE- or SE-valves, with the exception of larger (>26 mm)
valves. Since our results add to a number of conflicting studies, our findings highlight the
need for a large randomized controlled trial with adequate follow-up.

Supplementary Materials: The following are available online at https://www.mdpi.com/article/
10.3390/jcm10174005/s1, Table S1: Overview of original studies, number of patients, proportion
of balloon- and self-expandable valves, procedure of valve selection, and aortic valve calcification
as measured by computed tomography, Table S2: Baseline characteristics of the overall patient
population and the propensity-matched cohort, Table S3: Baseline and procedural characteristics
of patients that completed one-year follow-up compared to those that did not complete one-year
follow-up in the propensity-matched population.
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