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 of the article) and the wide differences between the hazard ratio at 0 to 2 years (0.89; 95% confidence interval [CI], 0.73 to 1.09) and that at 2 to 5 years (1.27; 95% CI, 1.06 to 1.53) suggest that the hazards were not constant over time. Therefore, the reported 5-year hazard ratio is not an accurate reflection of the findings, which require landmark analysis or time-varying modeling. 3,4 The key message of the trial is also overshadowed by the disadvantage of TAVR in terms of reoperations and rehospitalization, which underscores concerns about the durability of TAVR devices. In summary, the 5-year results from the PARTNER 2 cohort A trial are not a swan song for surgery.

R E S P O N S E

The authors reply: We agree with Barili et al. that the higher risk of death or disabling stroke between 2 and 5 years after TAVR than after surgery in the landmark analysis arouses concerns regarding the long-term effectiveness of TAVR. Although there were wide differences between hazard ratios at 0 to 2 years and at 2 to 5 years, the hazard ratios that were calculated for later time periods include only survivors of earlier time periods and thus are not truly randomized comparisons. Furthermore, a similar 5-year restricted mean survival time (event-free time for the primary end point) in the TAVR and surgery groups supports the validity of similar effectiveness with respect to death or disabling stroke at 5 years. It is important to emphasize that these results were obtained with a previousgeneration valve limited by higher rates of paravalvular regurgitation than newer-generation valves and 25% usage of the transthoracic approach that has now largely been abandoned owing to worse outcomes. The comparisons between TAVR and surgery in the transfemoral cohort are more representative of current practice (Fig. S2A in the Supplementary Appendix of our article). Khokhar et al. point to the more favorable reductions in left ventricular volumes and mass regression in patients treated with surgery as compared with TAVR. Postprocedure moderate or severe aortic regurgitation has been independently associated with less left ventricular mass regression in TAVR. 1 In the current data, the differences in left ventricular mass regression between TAVR and surgery persisted after excluding patients with at least moderate aortic regurgitation. The effect of additional procedural outcomes including new pacemaker and conduction-system block on left ventricular regression needs further elucidation. A recent analysis of the PARTNER 3 trial 2 involving low-risk patients showed equivalent left ventricular mass regression both at 30 days and 1 year for TAVR and surgical aortic-valve replacement, which suggests that the hemodynamics of the SAPIEN 3 valve may have advantages over the SAPIEN XT valve used in our trial. The results of the recent trials showing superiority or noninferiority of TAVR over surgery in low-risk patients at 1 and 2 years 3,4 and noninferiority to surgery in intermediate-risk patients at 5 years justify careful expansion of TAVR independent of patients' risk of surgery. Nonetheless, given the lack of long-term data, our trial is not a swan song for surgery. 

R E S P O N S E

The editorialist and colleagues reply: We thank Barili et al. for their methodologic point regarding the trial by Makkar et al. reporting the 5-year outcomes of the comparison of surgical aortic-valve replacement versus TAVR with the SAPIEN XT valve (PARTNER 2 cohort A trial). They noted that the proportional-hazards assumption was not verified over time, as easily spotted by the crossing of the Kaplan-Meier curves after 2 years of follow-up. Makkar et al. anticipated this possibility and prespecified the calculation of the restricted mean survival time and the restricted mean event-free time for the primary end point (death or disabling stroke). 1 These results, which are reported in Table S8 and in the text, show that the 5-year restricted mean survival time was similar for TAVR and surgery (46.3 months and 46.6 months, respectively), as was the restricted mean event-free time for the end point of death or disabling stroke (45.0 months and 44.8 months). They also performed a landmark analysis showing superiority of surgery beyond 2 years (hazard ratio with TAVR, 1.27; 95% CI, 1.06 to 1.53) (Table S7). The potential explanations for this late increase in risk with TAVR were extensively discussed in the editorial, including the potential role of paravalvular regurgitation, the lack of concomitant coronary or valve procedures, and durability concerns. Khokhar et al. commented that the magnitude of the left ventricular mass regression was less pronounced in the TAVR group than in the surgery group. We can reasonably speculate that the higher rate of mild or greater paravalvular regurgitation with the second-generation transcatheter bioprosthesis than with the surgical valve may have adversely influenced left ventricle remodeling. 2 The recently published echocardiographic outcomes of low-risk patients in the PARTNER 3 trial are supportive of this hypothesis, since the very low rate of aortic regurgitation that was achieved with the third-generation valve (SAPIEN 3) was associated with left ventricular mass regression similar to that with surgery at 1 year (-11.9±21.10 vs. -12.0±27.09 g per square meter, P=0.84). 
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