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Infective endocarditis in surgical versus transcatheter 
aortic valve implantation. Same incidence and same 
prognosis?

Endocarditis infecciosa en el recambio valvular aórtico quirúrgico 
frente a percutáneo. ¿Misma incidencia y mismo pronóstico?

Ignacio J. Amat-Santosa,b,* and J. Alberto San Romána,b

a Servicio de Cardiología, Hospital Clínico Universitario de Valladolid, Instituto de Ciencias del Corazón (ICICOR), Valladolid, Spain 
b Centro de Investigación Biomédica en Red de Enfermedades Cardiovasculares (CIBERCV), Spain

SEE RELATED CONTENT:
https://doi.org/10.24875/RECICE.M24000489

Editorial

We have been treating patients with severe aortic stenosis and low 
surgical risk using transcatheter aortic valve implantation (TAVI) 
for quite a few years, and the proportion of patients with this profile 
treated with this option is increasingly higher.1 However, the rapid 
expansion of this technique is unfolding with relevant unknowns 
that are still under investigation,2 such as the risk of infective endo-
carditis (IE)—a rare yet serious complication. In a study recently 
published in REC: Interventional Cardiology, Barreiro et al.3 investi-
gated the actual incidence and prognosis of IE in this context 
compared with patients undergoing conventional surgical aortic 
valve replacement (SAVR) with a biological prosthetic valve.

In the study, the direct comparison between the incidence of IE in 
patients undergoing TAVI and those treated with SAVR shows that 
the rate is very similar across groups (1.29% in TAVI vs 1.64% in 
SAVR).3 This incidence—although low—is higher than that reported 
in studies conducted with low-risk patients, such as the NOTION trial 
(0.5% in TAVI vs 0.8% in SAVR at 5.6 years) and the PARTNER 3 
trial (0.4% in TAVI vs 0.6% in SAVR at 3 years).4,5 On the other hand, 
the authors report a similar rate of surgical procedures performed in 
both groups and an equally similar overall mortality rate. These 
findings contrast with previous reports that suggested a lower indica-
tion for surgery in patients undergoing TAVI with IE complications,6 
but also lower mortality rates in the TAVI group (at 1 year, 27.3% in 
the TAVI group [95% confidence interval, 1-53.6%] vs 51.8% in the 
SAVR group [95% confidence interval, 28.2-75.3%]).7

To interpret these discrepancies with former studies, it is essential 
to consider the differences in the patients’ baseline profile. One of 
the most relevant aspects is the significant disparity across the 
groups in terms of age, comorbidities, and surgical risk profile. 
Patients undergoing TAVI were considerably older than those 
treated with SAVR (76 vs 63 years; P < .001), which per se increases 
the risk of complications, including IE. Additionally, TAVI patients 
had a higher prevalence of diabetes (70% vs 29%; P = .034), which 
is a known risk factor for contracting IE and having a worse 
prognosis.8-10 Although Barreiro et al.3 clarify that TAVI was 
performed in patients with significantly higher EuroSCORE II 
scores no full adjustment was made for these differences when 
studying the rate of IE. Therefore, SAVR patients were generally 

younger and had a lower comorbidity burden, which could have 
influenced a higher reintervention rate and reduced IE mortality, 
not necessarily attributed to the type of intervention per se. This 
suggests that the similar rates of IE and its intervention, as well as 
similar prognoses, might not hold true if populations were truly 
comparable. Differences with other studies may also be due, as the 
authors acknowledge,3 to the small number of patients analyzed.

The study also addresses the characteristics of IE in patients uner-
going TAVI and SAVR, highlighting that a significant proportion of 
early IE (around 50%) was observed in the 2 groups. In this regard, 
there are several differential nuances that should be taken into 
consideration:

–	 The possibility of infection in the early stages after TAVI could 
be related to valve manipulation during implantation, not 
always under the same sterile conditions as in the operating 
room.

–	 Transfemoral access per se could expose patients to certain 
colonizing pathogens, such as enterococci, which are currently 
the most common in IE in TAVI carriers—but not after SAVR—
in most series.

–	 Post-TAVI manipulations are different and could act as an entry 
point. Although generally minimally invasive, certain surgical 
procedures—such as pacemaker implantation—are more frequent, 
and TAVI is increasingly performed in patients with active 
gastrointestinal oncological processes, which are a predisposing 
factor for very characteristic IE-causing microorganisms.

–	 Finally, the above-mentioned worse profile of TAVI patients, 
with older age and presence of comorbidities—particularly 
diabetes mellitus—are factors favoring IE by increasing suscep-
tibility to infections.

The fact that these patients are more prone to infectious complica-
tions means that direct comparison with younger, less comorbid 
patients undergoing SAVR should be interpreted with caution 
without proper adjustment for these factors.
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In conclusion, the study by Barreiro et al.3 provides valuable data 
on the rate of IE in patients undergoing TAVI vs SAVR. The lack 
of a difference-adjusted analysis in the baseline characteristics 
between the 2 groups is per se a limitation that should not be 
overlooked. Differences in age, comorbidity prevalence, and base-
line surgical risk may have significantly influenced the results 
obtained. The incidence of IE is, in part, a reflection of the patients’ 
underlying risk, and not just the type of surgery performed, which 
is why the results of this study should be interpreted with caution.
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