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RCT Chains of TAVR 

Trial Name STS Score Age 

Inoperable Population 

       PARTNER IB Trial (2010) 11.6 83 

High Risk Population (>8) 

       PARTNER IA Trial (2011) 11.8 84 

       CoreValve US Pivotal Trial (2014) 7.4 83 

Intermediate Risk Population (4-8) 

       PARTNER II Trial (2016) 5.8 82 

Low Risk Population (<4) 

       NOTION Trial (2015) 3.0 79 

       PARTNER III (2019) 1.9 73 

       Evolut Low Risk Trial (2019) 1.9 74 



Estimated Global TAVI Procedure Growth 

SOURCE: Credit Suisse TAVI Comment –January 8, 2015. ASP assumption for 2024 and 2025 based on analyst model. Revenue split 
assumption in 2025 is 45% U.S., 35% EU, 10% Japan, 10% ROW 



Current Status in TAVR  

in Korea 
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Current TAVR Status in Korea 

N=623 

Approach 

Femoral 614 (97.8%) 

Apical 11 (1.8%) 

Subclavian 3 (0.5%) 

Operation room 

Hybrid room 358 (57.0%) 

Cath room 270 (43.0%) 

Anesthesia duration (mins) 131.5±43.2 

General anesthesia 533 (84.9%) 

Conscious sedation 95 (15.1%) 
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1. Good Collaborative “Heart Team”,                 

“Surgeon Interventionist”    

2. Simplification of the Procedure,             

“Minimalist Approach (more than 95%)” 

3. Consistent, Meticulous CT Measurement, 

“Own CT Algorithm for Device Selection”  

  TAVR in AMC   



N = 533 

Age, years 78.9 ± 5.2 

Male sex 261 (49.0%) 

BMI, kg/m2 23.9 ± 3.3 

Logistic Euroscore (%) 14.9 ± 11.7 

STS risk score (%) 4.1 ± 3.0 

DM 175 (32.8%) 

Hypertension 424 (79.5%) 

Atrial fibrillation 75 (14.1%) 

Coronary artery disease 201 (37.7%) 

Previous MI 25 (4.7%) 

Previous stroke 65 (12.2%) 

Peripheral vascular disease 29 (5.4%) 

Chronic Kidney Disease 157 (29.5%) 

COPD 115 (21.6%) 

LV Ejection fraction, % 58.5 ± 10.9 

 TAVR in AMC   



 Standard Performance (VARC-2*) for 

High-Risk AS patients (@ 30 days) 

All-cause mortality         < 3% 

Major (disabling) strokes   < 2% 

Major vascular complications < 5% 

New permanent pacemakers < 10% 

Mod-severe PVR     < 5% 
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30 Days Outcomes 
TAVR in AMC 



No. at Risk 443         158           44         20             4 
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 Preliminary Data from AMC TAVR, 2018  



No. at Risk 457         168           50         24             4 

0 2 4 6 8

0

2 0

4 0

6 0

8 0

1 0 0

Y e a r s

O
v

e
r

a
ll

 S
u

r
v

iv
a

l 
(

%
)

All-cause death 

CV death 

Non-CV or unknown death 

93.0% 

72.3% 
67.3% 

TAVR in AMC 
443 pts from 2010 (> 5 years FU) 

8 Year Survival  
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Current Status in TAVR  

in U.S.  



STS/ACC TVT Registry 



The Collaborative Partners 
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Registry 

STS 

ACC DCRI 

Edwards 
Lifesciences 

NHLBI CMS 

FDA 



4,666 
8,946 

16,301 

24,819 

38,276 

51,303 

59,293 

255 499 1318 2358 3153 3732 

0

10,000

20,000

30,000

40,000

50,000

60,000

70,000

2012 2013 2014 2015 2016 2017 2018
TVT Registry Datamart Data as of 6/6/19 

 
  

TVT Registry 
TAVR and TAVR ViV Procedures 



Type of Anesthesia  
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Heart Team Reason for TAVR Procedure 
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Mortality After TAVR  
In-Hospital, 30 Day, and One Year Mortality  
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April 3, 2019, at NEJM.org 



• The median annualized hospital procedural volume (per-center) was 54 
(IQR, 36 to 86) and operator procedural volume (per-operator) was 27 

(IQR, 17 to 43). 

• 7 hospitals performed at least 250 cases per year. 





What Is Next?  

International Registry 

: Racial Disparity 





Racial and Ethnic Differences in  
the Utilization of Structural Heart Interventions 

J Am Heart Assoc. 2019;8:e012125.  



Racial and Ethnic Differences in  
In-Hospital Outcomes After TAVR 

J Am Heart Assoc. 2019;8:e012125.  



TAVR Demographics 
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TP-TAVR Registry 
Rationale and Opportunities 

• Less than <1% of TAVR in US in Asians 

• TAVR late-comer in many Asian countries.  

• Smaller annulus, valve size, and small access in 

Asians and its long-term outcomes. 

• Frequent bicuspid valve in Asians.  

• High prevalence of female gender in the older 

age groups in the Asian population.  

• Culture of global learning will allow bi-directional 

education and optimal patient-care. 



How?  

4 Major Centers 
1. Stanford University, California, USA  

2. Northwestern University, Illinois, USA 

3. Asan Medical Center, Seoul, Korea 

4. Cheng-Hsin General Hospital, Taipei 



TransPacific TAVR (TP-TAVR) Registry 

All Patients undergoing TAVR 

Clinical Follow-Up 1, 6, and 12 months, 2,3,5 and 10 years 

Asan Medical Center 

Korea 

N=1,000 

Prospective 

Stanford University, 

Stanford, California, USA 

N=1,000 

Prospective 

Northwestern University, 

Evanston, Illinois, USA 

N=1,000 

Prospective 

Cheng-Hsin Hospital, 

Taipei 

N=1,000 

Prospective 



TransPacific TAVR (TP-TAVR) Registry 



 TP-TAVR Registry 



E-CRF for TP-TAVR Registry 



Research Questions in TP-TAVR 



TP-TAVR Registry 

• TAVR in US and Korea is a standard procedure for patients 

with symptomatic severe AS.  

• Owing to different clinical and anatomic features, racial 

disparity may exist with respect to procedural and long-

term clinical outcomes.  

• Although large-sized national registries (i.e. TVT, Asian, 

etc...) exists, more dedicated clinical, anatomic, and 

imaging variables (CT, echo, frailty, cognitive function... etc) 

are still lacking.  

• Well planned and designed TP-TAVR registry will provide 

more compelling evidence to understand the international-

ethnic disparity of TAVR procedures and outcomes.   


