Great Debate: TAVR for younger patients
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TAVI in younger patients: are we ready?
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Life time journey of young patients with severe AVS
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A two-stage journey
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Valve durability
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SAVR
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Table 3. Postoperative Outcome for Reoperative Aortic Valve Replacement Versus Primary Aortic Valve Replacement

Previous AVR + Current AVR Primary AVR
Variable' (n = 3,380) (n = 54,183) p Value
Outcomes
Operative mortality 1,200 (2.2) <0001
Expected mortality, % 54 27
Observed-to-expe ctgeusadia L84 0.81
Composite, operative \ . . 6,369 (11.8) <0001
sk Eta media 66 anni | o
Renal failure 1,339 (2.5) <0001
Pacemaker placement 370 (11.0) 2,337 (4.3) <0001
Re-op for bleeding/tamponade 133 (3.9) 1,755 (3.2) 0.028
Vascular complication 2(0.06) 7(0.01) 0.037
Post-op aortic insufficiency mild or greater 96 (2.8) 902 (1.7) <0001
Post-op atrial fibrillation 626 (18.5) 15,739 (29.1) <0001
Post-op blood transfusion 1,814 (53.7) 20,692 (38.2) <0001
(n = 3,236) (n = 53,204)
Post-op length of stay, d 7 (5-10) 6 (5-8) <0001
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Small aortic root
Shallow sinuses
Low coronary ostia
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12 studies with 16,207 pts
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Large aortic roots
Wide sinuses
High cornary ostia
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Redo TAVR combination and coronary access

T Te———— First cell above the neoskirt
/ \ 23mm S3 in 23min Sapien XT
(1) 78 patients 701 patients
10A’ ACS group Non-ACS group
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Vilalta et al; JACC Int 2018




Coronary access: the first cut is the deepest

Functional neoskirt height First cell above neoskirt
dimension

Type of valve Combination ACn mc(lium in XT 2Z6mm

Implantation depth of first . .
ndex Neoskirt
and second valve Valve Redo Valve Height (mm)

26-mm \26-mm S3 17.4
Sapien XT /29-mm Evolut R (+4 mm) 22.7 ]
18.2

29-mm Evolut R (O mm)

29-mm Evolut R (—4 mm) 18.2
Medium ACURATE (+4 mm) 20.7
Medium ACURATE (O mm) 18.0
Medium ACURATE (—4 mm) 18.5
29-mm Portico (+4 mm) 18.2
29-mm Portico (0 mm) 18.2
29-mm Portico (—4 mm) 18.0

3-mm S3 + 1 cc (high) 299
-mm S3 (low) 23.5
26-mm Evolut Pro (+4 mm) 316

26-mm Evolut Pro (0 mm) 254
26-mm Evolut Pro (—4 mm) 26.8

Meier et al; JACC Int 2022 tameter:2.7mm|  |Diameter: 3.3m Siametars2 Jmm



Residual Coronary Flow Mortality

v..Gradient Obstruction at 30 days 37 international centers
63,876 TAVR procedure
212 redo TAVR

Incidence

Redo-TAVR
For:

Failed TAVR

0,
Valve 2%

Landes et al; JACC 2020 Contemporary Repeat Transcatheter Aortic Valve Replacement
Outcomes in the United States

Fee-for-Service Medicare Nationally Representative,

MEDICARE Setting p oy oo
133,250 TAVR
617 redo TAVR

U=
h N = 133,250 patients 2012-2017

' - 9 Mortality
T 6.0%

Stroke
1.8%

Pacemaker Rate
4.2%

Repeat TAVR can be performed with acceptable 30-day mortality and may
be considered as a potential option in appropriate patients

Percy, E.D. et al. J Am Coll Cardiol Intv. 2021;14(15):1717-26.



A three-stage journey
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First implant Second implant Third implant

TAVR > SAVR > TAVR
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Performed by 483 surgeons (median 1.0 case per
surgeon [IQR 1.0-2.0]) from 313 centers (median
1.0 case per center [IQR 1.0-3.0]).




Conclusions

* A significant proportion of younger patients are being offered TAVI
nowdays

* Although several issues are still unsettled, iteration of devices with better
commissure alignment and leaflet modification devices will likely make
REDO-TAVR feasible for a significant proportion of patients

 Valve selection will likely depend on patient life expecancy and
preference, and patient anatomy in terms of aortic root dimensions, risk
of coronary obstruction and possibility to engage coronary arteries



