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Supplemental Methods
Demographic and past medical history definitions
History of hypertension was defined as self-reported high blood pressure in combination with one of the following a) use of anti-hypertensive medications; b) systolic blood pressure  140 mm Hg; or c) diastolic blood pressure  90 mm Hg.  History of diabetes was defined as use of oral hypoglycemic medication or self-reported diabetes in combination with fasting glucose higher than 126 mg/dL. Coronary artery disease (CAD) was defined by clinical history of myocardial infarction, angina, coronary-artery bypass grafting or angioplasty. Chronic kidney disease was defined by a serum estimated GFR < 60 ml/min/1.73 m2. Hyperlipidemia was defined as at least one of the following: total serum cholesterol level >200 mg/dL, triglycerides >150 mg/dL, LDL-C >100 mg/dL, HDL-C < 50 mg/dL.
Equations used for the determination of AS severity and vascular load 
Aortic valve area (AVA) was derived from the continuity equation. Dimensionless index (DOI) was calculated as LVOTTVI/AV TVI. The left ventricular volumes and left ventricular ejection fraction (LVEF) were measured by biplane Simpson’s rule method. Left ventricular stroke volume was calculated by the Doppler method. To take into account the pressure recovery phenomenon, the energy loss index was calculated [1]: Energy loss index = [(EOAxAa)/ (Aa-EOA)]/ BSA, where EOA = effective orifice area by continuity equation, Aa is the aortic cross sectional area measured at the sino-tubular junction, BSA = body surface area. Left ventricular mass was calculated as described by Devereux and Reichek[2]. Systemic vascular resistance (SVR) was estimated by the equation: (80xMAP)/CO, where MAP is mean arterial pressure and CO is the cardiac output.  Systemic arterial compliance was estimated by SV/PP ratio, where SV is LV stroke volume and PP is brachial pulse pressure. Global afterload (Zva-valvulo-arterial impedance-) was calculated according to the equation: Zva= SBP+MG/SVi[3]. Mitral annular velocities determined by tissue Doppler were recorded at the lateral and septal corners of the mitral annulus in order to calculate the E/e’ratio.  E/e’avg >14 was considered as suggestive of elevated mean left atrial pressure[4].
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Figure Legend:
Kaplan-Meier survival estimates of all-cause mortality. After 6 years, 244 patients died. Gender was not associated with all-cause mortality as demonstrated by the log-rank test (p=0.95).

