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Summary  With aging. aortic-valve stenosis shows an increasing tendency of morbidity. In recent years, a
novel interventional technique-transcatheter aortic valve replacement ( TAVR) has been validated the efficacy
through clinical trials and recommended by the guidelines to treat surgery inoperable or high-risk patients with se-

vere aortic stenosis. With the development of new transcatheterheart valves, TAVR can make breakthroughs on

treatment by lowering complications and broadening indications.
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