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According to the latest European guidelines,
transcatheter aortic valve implantation (TAVI)
has become the treatment of choice in pa-
tients with severe symptomatic aortic stenosis
(AS) older than 75 years. These guidelines
broaden the indications for TAVI to include
intermediate and low-risk patients due to the
superimposable short and long-term results
compared to surgery [1-3].

Historically, risk scores are decision-mak-
ing tools designed to estimate procedural out-
comes both in trials and in real-world experi-
ence[4].IntheTAVIfield, risk scores have been
mostly used to guide the choice between TAVI
and surgical aortic valve replacement (SAVR).
The Society of Thoracic Surgeons predicted
risk for mortality (STS) and the logistic Europe-
an System for Cardiac Operative Risk Evalua-
tion (EuroSCORE | and Il) are the most common
scores used in North America and Europe,
respectively [5, 6]. However, they have been
inherited from surgical procedures and while
they correctly predict SAVR outcomes, show-
ing satisfying discrimination and calibration,
they significantly overestimate TAVI mortality
and adverse outcomes across all the surgical
risk categories [4, 7]. Thus, there is a need for
dedicated scores to assess periprocedural and
long-term outcomes of TAVI patients.

In this issue of Kardiologia Polska (Kardiol
Pol, Polish Heart Journal), Ozdemir et al. report-
ed the application of a multiparametric risk
score, the InterMountain Risk Score (IMRS),
to their cohort of TAVI patients, and they as-
sessed its usefulness in predicting long-term
mortality after the procedure [8]. The authors
retrospectively enrolled a high-risk population
of 133 patients who underwent TAVI in their
center between 2010 and 2019.They stratified
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the patients according to death status and to
IMRS values, classifying the patients into low,
moderate, and high IMRS groups. The authors
found that a high-risk class of IMRS was an
independent predictor of long-term mortality
in that population (adjusted hazard ratio [HR],
3.43,95% confidence interval [Cl], 1.54-7.65)
They also reported at a median follow-up
of 1433 days a good survival stratification
according to IMRS and a more than double
mortality in the high-class IMRS patients
compared to the low IMRS group.

The IMRS is a multiparametric clinical
risk score firstly developed and validated in
2009 to evaluate individual mortality using
the complete blood count and metabolic
profile of patients[9]. It was then updated in
2010 with the addition of red cell distribution
width and other parameters such as albumin,
bilirubin, and white cell differential count. Al-
though not developed for TAVI patients, IMRS
is a quick and easy-to-calculate risk score (with
a freely available web tool) as it only requires
data from common laboratory tests.

Ozdemir et al. are the first to apply and
evaluate the IMRS in TAVI patients, and they
should be congratulated for their effort and
their results, showing that a simple and clinical
score, based on metabolic and nutritional fac-
tors, could be of help in predicting long-term
mortality in TAVI patients and especially in
identifying a high-risk category of patients in
which the procedure may be futile because
of sarcopenia, comorbidity, and nutritional
status. These parameters are not commonly
evaluated in the STS or EuroSCORE | and Il
risk scores.

Notably, several new TAVI risk models
have been developed, but none is routinely
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used or included in ongoing trials mostly because of their
complexity and poor accuracy that preclude broad gener-
alization [10]. Accordingly, with the increasing impact of
artificial intelligence (Al) in the cardiology field, a new risk
score was able to show a good prediction of in-hospital
mortality, with an Area Under Curve (AUC) of 0.92[11, 12].
However, it has not been implemented in clinical practice
yet and does not predict long-term mortality. Thus, the
guidelines acknowledge the imperfect nature of risk
scores and recommend that the decision to perform TAVI
should be based on an evaluation by the multidisciplinary
Heart Team and should be tailored to each patient on the
basis of the functional and nutritive status to avoid futile
procedures [1].

Future efforts are needed to develop TAVI dedicated risk
scores to assess the risk of procedural complications (such
as pacemaker implantation, paravalvular leak, stroke) and
dedicated scores for valve-in-valve procedures [13-15].

In conclusion, a calculation with a simple tool like the
IMRS before the TAVI procedure may be useful in predict-
ing long-term mortality after TAVI and in evaluating the
possible futility of the intervention. As underlined by the
authors, larger scale and more comprehensive evaluations
are needed to confirm the seminal findings of the present
study that included only a limited number of high-risk
patients from a single center and did not evaluate the
accuracy of the IMRS.
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