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In the study by Masha et al. (1), the investigators aimed to address incidence, safety, and clinical outcomes of transcatheter aortic valve replacement (TAVR) for patients with aortic stenosis (AS) in cardiogenic shock (CS). The investigators must be congratulated on tackling this complex clinical situation where evidence is scarce. Despite the absence of randomized clinical trials, efficacy of TAVR for patients in CS is presumed on the basis of the high benefit reported in inoperable to lowrisk patients. However, many clinical interrogations remained. The first one is whether the clinical deterioration is attributable to AS. When considering "pure" AS-related CS, left ventricular (LV) ejection fraction should be reduced and the LV dilated (according to Laplace's law). In the present study, only 31.7% of patients were in New York Heart Association functional class IV, and the median LV ejection fraction was surprisingly normal. Both suggest that shock might be due to noncardiac or mixed causes (e.g., sepsis, acute coronary syndrome). Second is the timing of intervention. AS-related CS is an afterload-dependent state, and vasoactive drug use is hazardous, supporting hemodynamics, but increasing afterload and myocardial oxygen demand. Previous data suggest that the aortic obstruction should be corrected as soon as possible (2). The standard strategy of "balloon aortic valvuloplasty first" as a bridge for AVR could be superseded by an early TAVR strategy. Unfortunately, this study did not provide the time elapsed between admission and TAVR. The high prevalence (45%) of patients under mechanical circulatory support (MCS) is also uncommon and might suggest either inclusion of critically ill patients refractory to vasoactive agents or that MCS was set up to facilitate the TAVR procedure. This information was not available. Third, how is the patient identified who will benefit from the procedure? Data are lacking to stratify this very high-risk population. Shock is frequently associated with concomitant decompensation of severe comorbidities in this population, and forecasting the impact of AS correction is challenging. Futile and expensive interventions should be avoided. Lastly, patient anatomic selection and procedural planning is pivotal. The high rate of complications observed in this study might be attributable to a less frequent computed tomography scan evaluation. The high bleeding rate (20.7%) also reminds us that this combination of high shear-stress conditions (AS and MCS) is associated with bleeding related to an acquired von Willebrand factor syndrome (3,4). Overall, AS-related CS is one of the last remaining frontiers of TAVR. Largescale prospective cohort studies are needed to clarify these interrogations and delineate the role of TAVR in this population. 
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