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Aortic 

Stenosis 



  

  

Aortic Stenosis 

• SAVR or TAVR is recommended for 
symptomatic patients with severe 
AS (Stage D) and high risk for 
surgical AVR, depending on 
patient-specific procedural risks, 
values, and preferences  

 COR updated from IIa to I 
 LOE updated from B to A. 

Class I, LOE A 
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 Five Year Outcomes  
PARTNER I 

Mack MJ, et al. Lancet. 2015 Jun 20;385(9986):2477-84 

 
• TAVR (N=)348 vs. SAVR 

(N=351)   
• Mean Age: 84.1 yr 
• Mean STS: 11.7% 
• Device Type: SAPEIN  

• All-Cause Mortality (p=0.76) 
• TAVR 67.8% 
• SAVR 62.4%  

• Stroke (p=0.35) 
• TAVR 14.7% 
• SAVR 15.9% 

• PPM Rate 
• TAVR 9.7% 
• SAVR 9.1% 
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Three Year Outcomes  

• Multi-center, 1:1 Randomized 
• SAVR (n=359)vs TAVR (n=391) 

• Mean age 83 yr 
• STS score 7.3% 
• Device Type: CoreValve Self 

Expanding 

 
• All-cause Mortality   

• TAVR 32.9% 
• SAVR 39.1% 

 
• Stroke 

• TAVR 12.6% 
• SAVR 19.0% 

 
• PPM rate 

• TAVR 28% 
• SAVR 14.5% 

Deeb GM, et al.. J Am Coll Cardiol. 2016 Jun 7;67(22):2565-74 



  

  

Aortic Stenosis 

• TAVR is a reasonable alternative to 
surgical AVR for symptomatic 
patients with severe AS (Stage D) 
and at intermediate surgical risk, 
depending on patient-specific 
procedural risks, values, and 
preferences   

New Addition to Guidelines 

Class IIa, LOE B-R 



TAVR vs SAVR 
Intermediate Surgical Risk – PARTNER IIA Trial 

Smith, NEJM  2016 

• TAVR (n=1011) with 
SAPIEN XT vs. SAVR 
(n=1021) 
• Mean age: 82 years 
• STS Score: 5.8 

• All-cause mortality  
• TAVR 19.3% 
• SAVR 21.1% 

• Disabling Stroke  
• TAVR 6.2% 
• SAVR 6.4% 

• PPM Rate  
• TAVR 11.8% 
• SAVR 10.3% 

 

 
 



TAVR vs SAVR 
Intermediate Risk - SURTAVI Trial 

Reardon et al, NEJM 2017 
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Choice of TAVR Versus Surgical AVR in the 

Patient With Severe Symptomatic AS (Modified) 

 

Surgical AVR 

 (Class I) 

 

Severe AS 

Symptomatic 

(stage D)

Intermediate surgical 

risk

 

Surgical AVR 

 (Class I) 

 

 

TAVR 

(Class IIa)

 

 

Surgical AVR or TAVR

 (Class I) 

 

 

TAVR

 (Class I) 

 

 

Low surgical

risk

 

High surgical 

risk

Prohibitive surgical 

risk

Class I

Class IIa

Class IIb
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Asymptomatic Aortic Stenosis 

class I 

• Surgical AVR is recommended in asymptomatic 

patients with LV EF < 50% (Stage C2) 

• Surgical AVR is recommended in asymptomatic 

patients undergoing other cardiac surgery 

 
class IIa 

• AVR is reasonable for asymptomatic patients 

with very severe AS (stage C1, aortic velocity ≥5 

m/s) and low surgical risk 

• AVR is reasonable in asymptomatic patients 

(stage C1) with severe AS and decreased 

exercise tolerance or an exercise fall in BP 
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Valve Failure 



  

  

Prosthetic Aortic Valve Failure 

• For severely symptomatic patients with 
bioprosthetic aortic valve stenosis or 
regurgitation judged by the heart team 
to be at high or prohibitive risk for 
surgical therapy, in whom improvement 
in hemodynamics is anticipated, a 
transcatheter valve-in-valve procedure 
is reasonable   

New Addition to Guidelines 

Class IIa, LOE B-NR 
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TAVR for Bioprosthetic Stenosis/Regurgitation 
Symptomatic  

• Failed SAVR (n=365) 
• Initial Registry (n=96) 
• Continued Access 

(n=269) 
• Mean age: 78.9   
• Mean STS score: 9.1% 
• Device Type: Sapien XT 

• Surgical implant>10yr: 
66.3% 

• All-cause mortality 
• 30 days: 2.7% 
• 1 year: 12.4% 

• Major stroke: 
• 30 days: 2.7% 
• 1 year: 4.5% 

• New PPM at 30-days: 1.9% 

 

Webb JG, et al. J Am Coll Cardiol. 2017 May 9;69(18):2253-2262 
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TAVR for Bioprosthetic Stenosis/Regurgitation 
 

Deeb GM, et al. JACC Cardiovasc Interv. 2017 May 22;10(10):1034-1044  

• N=233 
• Mean age: 76.7 yr 
• Mean STS: 9.0 ± 6.7% 
• Surgical implant>10yr: 55.9% 
• CoreValve U.S Study 

• All-cause mortality 
• 30 days: 2.2% 
• 1 year: 14.6% 

• Major stroke: 
• 30 days: 0.4% 
• 1 year: 1.8% 

• PPM rate: 
30 days: 8.1% 
1 year: 11.0% 
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Valve Choice 



  

  

Prosthetic Valve Choice 

• The choice of type of prosthetic heart valve 

should be a shared decision-making 

process that accounts for the patient’s 

values and preferences and includes 

discussion of the indications for and risks 

of anticoagulant therapy and the potential 

need for and risk associated with 

reintervention  

Modified 

Class I, LOE C-LD 



  

  

Prosthetic Valve Choice 

• For patients between 50 and 70 years of 
age, it is reasonable to individualize the 
choice of either a mechanical or 
bioprosthetic valve prosthesis on the 
basis of individual patient factors and 
preferences, after full discussion of the 
trade-offs involved   

Age Range Modified 

Class IIa, LOE B-NR 
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 Prosthetic Valve Choice 
Mechanical vs. Bioprosthetic 

 

Chiang et al. JAMA. 2014;312(13):1323-1329 

 

• Incidence of Stroke 
• tAVR 7.7% 
• mAVR 8.6% 

 

• Incidence of re-op 
• tAVR 12.1%  
• mAVR 6.9% 

 

• Incidence of Bleed 
• tAVR 6.6% 
• mAVR 13.0% 



Anticoagulation 



  

  

Anticoagulation – Bioprosthetic AVR 

• Anticoagulation with a VKA to achieve 
an INR of 2.5 is reasonable for at least 3 
months and for as long as 6 months after 
surgical bioprosthetic AVR in patients at 
low risk of bleeding.  

  

Guidelines Modified 
LOE from C to B-R 

Class IIa, LOE B-NR 

Anticoagulation for all surgical 
tissue prostheses was combined 
into 1 recommendation, with 
extension of the duration of 
anticoagulation up to 6 months. 



  

  

Anticoagulation – TAVR 

• Anticoagulation with a VKA to 
achieve an INR of 2.5 may be 
reasonable for at least 3 months 
after TAVR in patients at low 
risk of bleeding  

  

New Recommendation 

Class IIb, LOE B-NR 
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Anticoagulation 
TAVR (New) 

Hansson N et al. J Am Coll Cardiol. 2016 Nov 8;68(19):2059-2069 

Warfarin 

3 months 

• N=460 TAVR, SAPIEN 3 or XT 
• N=405 with MDCT and TEE at 1-3 mon 

• Median Age: 83 
• Median STS: 5.3  

• Valve Thrombosis 
• Total: 28 pts (7%) 

• Complete Resolution 85% 



  

  

Anticoagulation – TAVR 

• In patients with suspected or confirmed 
bioprosthetic valve thrombosis who are 
hemodynamically stable and have no 
contraindications to anticoagulation, initial 
treatment with a VKA is reasonable (LOE C-LD)  

• For severely symptomatic patients with 
bioprosthetic aortic valve stenosis judged by the 
heart team to be at high or prohibitive risk of 
reoperation, and in whom improvement in 
hemodynamics is anticipated, a transcatheter valve-
in-valve procedure is reasonable (LOE B-NR)  

  

New Recommendation 

Class IIa 
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Thank you! 


