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Patient Information:

Name:

D0B: M F
PHHM:

HAddress:

oy Postal Coda:

Teleghons Number|s):
Alternate Contacts):

REFERRAL FORM - Evaluation for transcatheter heart valve procedure

Date: Number of pages (induding this ons):
Referring physician: Contact #
Family physician: Contact #
Current patient status: ] Elective
[ In-patient — Hospital: Unit:
VALVULAR HEART DISEASE TYPE:
[ ] Referral for transcatheter aortic valve [] Aortic stenosis [] Awortic insufficiency
impiantation (TAV1) [] Native valve [] Previous aorfic valve replacement
(valve-in-valve referral)
Comments:
[] Referral for transcatheter mitfal valve procedure | [ Mitral stenosis [] Mitral insufficiency
[[] Mative valve [] Previous mitral valve replacement
(valve-in-valve referral)

Comments:

[] Referral for other valve procedure

[ Pulmonary valve disease

[[] Tricuspid valve dizease




Centralized referral and efficient work-up

 TTE transferred electronically
¢ Cath (coronary, right heart, aortic root, iliofemoral)

e Assessment by
— Nursing
— Interventional cardiology

— Cardiac surgery

* Tentative acceptance pending CT

— gated cardiac and ilio-femoral angiogram



Vancouver THV program




Functional Assessment

ADLS 6/6 | &
IADLS 48 | K
Gait speed 9.4 X
Hand grips 40/42 | &
MMSE 30/30 | &
Frailty 49 | @
Recommendation | yes V)
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Femoral access

Rare Standard
.




British Columbia TAVI Access

Jan 1, 2014 — May 31, 2015 (N=424)




Low profile sheaths are desirable

eSheath

Axela sheath

SoloPath sheath

In-Line sheath



Anesthetic management

Cardiac anesthesiologist

Standard physiologic monitoring
— 5 lead EKG, O, Sat, Capnography, NIBP

Arterial access:
— low risk - share the femoral sheath
— high risk - radial
Venous access:
— low risk - femoral
— high risk - jugular or large peripheral line

Sedation:

— reassurance

— warming

— goal: anxiolysis; analgesia

— maintain hemodynamic stability
— avoid hypoventilation




Anesthetic management

Generous local anesthesia
Avoid benzodiazepines and long-acting narcotics

* Individualize

« Options:
« Dexmedetomidine (0.1-0.5 ug/kg/hr)
* Propofol (10-50ug/kg/hr)
* Remifentanil (0.01-1ug/kg/hr)

Start infusions early to obtain steady state
Avoid boluses




Avoid bladder catheterization \ Centefor

Heart Valve Innovation

Va ncouver 2 O 1 1_2 O 1 2 N’ St Pauls Hospital, Vancouver

Urinary No
catheter | urinary
catheter
Continuous bladder irrigation 2.7% 0% 0.03
Hematuria 17.6% 3.7% O.;)O

Urinary tract infection
6.1% 1.4% 0.01

Intermittent catheterization

8.9% 18.8% 0.03
post-procedure



With newer valves and CT sizing severe leaks can be

infrequent

100% T

20% T

0% -

80% T

60% T

40% T

30 Days

H Severe

B Moderate

= Mild

B None/Trace

PARTNER Il SAPIEN 3: High and Intermediate risk, 30 day TTE



“Adjustable over-sizing”  “Adjustable” undersizing
strategy for SAPIEN XT strategy for SAPIEN 3

2. Under fill if concerned

3. Redilate at nominal
volume if necessary




Pacemakers are routinely removed in the lab

Feb 11, 2016 email:

 “The new pacemaker rate for
all aortic pts was SXT 6.3% vs
S3 4.1%. “

FIH SAPIEN 3 5 years ago



Valve characteristics desirable for early
discharge

—-m-m

Low profile

sheath

Leaks >moderate + ++ + - ++
infrequent

AV block ++ + _ +

infrequent



An efficient, less-invasive procedure

e Admitin AM

-~ * NoGA

. * No TEE

|« No urinary catheter

* No PA catheter

?» * No pacemaker post-implant

e No cut-down




Standard vs accelerated pathway .

Al Standard | Early
Discharge Discharge
Variables
n=243 n=150
it 618%)  (382%)

Length of stay* 3(24) 3(34) 1(12) <0.001
30-day mortality 5 (1.3%) 4(1.6%) 1(0.7%) 0.07
30-day re-admission 42(10.7) 30 (12.3) 12(8.0) 0.21
Disabling stroke 3(0.8) 3(1.2) 0 0.29
Bleeding

Life threatening bleed 3(0.8) 3(12) 0 0.29

Major bleed 11(28) 10 (4.1) 1(0.7) 0.06

Minor bleed 7(1.8) 6(2.5) 1(0.7) 0.26
Blood transfusion 2 1 Unit 26 (6.6) 22(9.1) 4(27) 0.013
Major vascular complication 5(1.3) 5(2.1) 0 0.16
New dialysis 1(0.3) 1(0.4) 0 1
Peri-procedural myocardial infarction 0 0 0
New permanent pacemaker 27 (6.9) 23(95) 4(27) 0.01
Nischarned home 384 (97.7) 234 (96.3) 150 (100) 0.017

]

Risk Stratification and Clinical Pathways to Optimize Length
of Stay After Transcatheter Aortic Valve Replacement
(VN » A Weanl MDD Ly Adwum, BSN

Tonader Paanbash, ML R 1 he
Dhon Sedy, MBES, FAD fobe § Taz MEL' )

Mesag, M0, Dusey Do, M)

Centre for
Heart Valve Innovation

St. Paul's Hospital, Vancouver



Standardized multidisciplinary practice

Nursing practice

) standard

NURSING CARE STANDARDS - PROTOCOL
NCSE377 - Transfemoral Transcathetsr Aortic Valve Implantation (TF-TAVI)

Transfemoral, Transcatheter Aonic Valve Impiantation, Post-procedure Care, protocol
for (PHC)
Site Applicabiiity

PHC: Cardiac Critical Care (CICU, CSICU) & Cardiac wards
VGH: VGH Cardlac Cath Lab & CCU

\

Skiil Lavel

RN: Advanced skill

Cardlac monitoring skils; cntical care nursing skills required for Immediats post-
operative period

Need to Know
Aortic stenosis (AS) Is 3 namowing of the aortic valve orfice. Vaive replacement Is the
treatment of cholce of severe AS. Surgicd aorsc vaive replacament (SAVR] Is the
estabished surgicaf approach. Transcathetar sortic vailve implaniaton (TAVI) s 3
minimally invasive option. TAVI can be performed using a ransfemoral (TF) approach
{Le. through Me femoral artery) or 3 non-TF approach (.. transapical, direct aortic).
The prosthetic 3ortc vaive Is dellverad via an arterial sheath and is piaced within 2ither
a natihve aortic vaive or within 3 praviously replaced aortic valve as 3 valve-in-vaive (VIV)
{s2e Tabke 1).

Practica Guideline

Initial post-procedurs assessment TF-TAVI

INITIAL NURSING ASSESSMENT INTERVENTIONS

Immediataly following patient's amval into | Use active re-warming to
the CICUICardiac care recovery area, e | hypothemia (e.g. tamperaturs (€55 than
RN wlil 355288 and document: 36°C) (PHC: se2 NCSS063 — Waming
Neurciogical status: GCS, stroke Blankel)
3ssessmant.
o Ask patient to smis; inspact for
taclal symmatry of changes from
baseine
o Note speech characteristics; 100k
for siuming
oAk patent to ralse ams and grp;
screen for asymmetnical
WeakNess/NUMDNESs.
If GA inrra-procedure: In addrion 10
above, 355855 RASS

REVISED MAY € 2015 NCSE377 -Page 107 11

Fublizhed by Providence Heath Care, Vancouwer, SC

IF YD1 EBCHIVED THI

FLBASE CALL 40430

dﬁuﬁd‘ enie

TF TAVR physician

PRESCRIEER'S ORDERS orders

MO DRSS WWILL BE DISFENEED ORADMPIETERED

ARG INTCURRANCE STATLUS FiTEM (AL -S4

WATHOUT A CORMFLETED
CAUTIE SHEET

TR
AND TINE

TRAMAICATHETER TRAMIFEMORAL HEART VALVE IMPLANTATION PODAT-OPF ORDERI
DT T RTASIING LY e W ACET T I8 TTTems Fagedod 2

ARDINEI0N IMETRILCT I0AEC Admi ba crtiosl omne under e izt penareie felour

COOE STATUE: Ful oode
E At ]
O Refer ta mmpleisd [0 MaotAbempt Resuerintion (DRAF) and Dplares iy Care Qaders (PHC-FHISS)

MOMTOHRENG  Cardac monboring S deys or unt dechege - Clises| Y3 hours Ciees | unil dechargeor FODS
Wil =g
O 32 umed repracedes SUSUN x &, T3WARx 221HxE 38Hxs, thennauine
O Frocsdurs done sesior (22500 xS 2'H x4, 22434, fen outine
Feurgiogion] Ememment & per T Tew] nursrg pecios Sendsd S9N o SBAN D S Hx 4 384 x4
i then routine
iz oo she et TSN xd, S3WAN K SHx 4 SH x4, henraine F
poin. st FOEFy Inberyertionsl oediology Fgroin ureishie sndior chengein dinicsl See
[Fisrrapae mrbinl shesi o ey Coadiac Cosh sy Aest~ocedues Care praoml
Rlrmuee weerpons sty o per Comelienc G Loty Pt Foedune e, proboml
[Feripee Contral ine(s) mnd rroniorng ines < -1 Rous sfer e proasdune 1 Remiodnemioly e

Ao urinesry oatheber. |7 preent; pemare w0 s poesdhie {17 00 P00 1 et sttt F urine ouiput
prestier than 30 mLhaurs ] hars

IWET:- RO untl s of s o iof e fiuid mnd mdusnce diet s boleested

O Feguier det el O Crephagis e
O 57 praster fuen 355 ancoursgs 50 S inbson [ s

RCTTTY: O & hours badre HOE it 2 hours; incrame HOE b 3] degress o 2hours |7 groin shebie
progress matilty E&“—‘.—'..‘ Fiost-proaedune (ne, Rursing pradice shandae
E 3

O 1 hours badret HOE it 2 hours; increme HOS by 3] degres o 2 hours md meintsn badnes
fir mnather 2 hours. I proin shebier progress miokilty s per TFTA' Postpracsdune Cans. iursng
practios shendend

P et
O 3 hours badrest: HOE st x 2 hours; incresss HOE!ba 31 degres sfier 2 haurs and meinksin badret

fior mniather 3 hours. Fgroin shehie progre== miobilly == per TFTAS Posiprocedune Ome, mursng
practice shandan]

LASGRAT P et-praoadure CEC, shecinybes, el prafe
PO 1 CEXG, ectnakyies, renal profle, ENF
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Post-procedure standardized care:
Making every hour count

Monitoring

Facilitated Reconditioning

-

6-12 hours 12-18 hours

24-36 hours

Communication, Patient Teaching and Discharge Planning




Post-procedure standardized care

e Critical care nursing x 8 hours

* Priorities: Hemodynamic and neurological status, cardiac rhythm,
vascular access hemostasis

e Removal of invasive lines

* Facilitated reconditioning:

* Nurse-led progressive activity protocol
* Hydration, nutrition, elimination

e Communication:

* Early alert to “stay on pathway”
* Discharge planning with patient and family

6-12 hours m 18-24 hours 24-36 hours




TAVR

TF TAVI: Monitoring

0-6 Hours 6-12 Hours 24-36 Hours
Monitoring
Q15 min x4 Q4 hrs
Q1 hrx 3
Note: If hypertensive inimmediate post-procedure period, consider “watchful waiting” approach to facilitate return to baseline hemodynamic stability as
directed by physician.

Cardiac rhythm Continuous
Note: Inform physician afany new intraventricular conduction dela

Vascular access [IREETTT) s Cr!tlcgll care nursing x 8 lhours

Q1 hrx 3 Priorities: Hemodynamic and

NeurovitalSignss RelERIP e Q4 hrs neurological status, cardiac

and Cincinnati Q30 min x 2

Stroke Scale [PV rhythm, vascular access
hemostasis

assessment
Removal of invasive lines

Pain and Assess andtreat access site and/or back/ N
discomfort postural pain/discomfort as required.

Note: Avoid opioids and sedative-hyonotics to minimize risk of deli
effectiveness of repositioning and eany mobiization

Lab work and 12-lead ECG. If local anaesthesia procedure and TTE not | 12-lead ECG
tests eGFR, CBC. done at end of procedure: TTE (bedside in eGFR, CBC
unitif possible).

Invasive Avoid urinary catheter N

_---~

mnn_llonng MEnﬂdrcemm-‘,’) Remove ::entrals\\ Maintain peripheral IV saline lock. Remove peripheral
equipmen venous and | venous catheter. 1 IV saline lock prior to
peripheral arterial \ | Remove peripheral # discharge home.

y 2

catheters as per % [ arterial line. R
standard protocols. -~ =




Y i <

TAVR
[ | ] ° ] ]
[ ]
TF TAVI: Facilitated reconditioning
0-6 Hours 6-12 Hours 18-24 Hours 24-36 Hours
Facilitated Reconditioning
(UG IFEVGL LV Bedrest. Implement progressive activity protocol:
Head of bed: ;/T Yangle to S | * Transfer to commode. + Upinchair for
» Flatx2 hrs ¢ standingpositionN «  Up in chair for meals. meals.
e Thentat30® «¢ at bedside. \‘. Mobilize short distance in room. » Mobilize for 5-10
( » Transfer to p Encourage self-care behaviour min every 4-6
\  commode. J» Mobilize short distance outside of room. hours.
\* Mobilize short 4 e Facilitate uninterrupted rest/sleep and | * Encourage self-
\\cﬂstance in rgqsr( return to diurnal cycle. care behaviour.
- - » Facilitate rest.
Elimination Assess need for Mobilize to +[ Mobilize to \\ Mobilize to washroom with assistance.
elimination. commode or to I | commode andlor J
standing position. \’_washmnm_ R

Note: Anticipate low urine outputin the early recovery period (fsﬂﬁfhmaﬁmﬂ! dure fluid administra tion); Aveoid urinary catheterization to minimize risk of
UTI urinary retention, hematuria and other complications, Consider intermittent catheterization ifrequired {Max. x3).

Hydration NPO until » [|f LVEF = 50%: Encourage flyid

hemostasis and s [|f LVEF = 50%: Encourage
confirmed clinical .
stability. Nu_rs_e-led progressive
IV 50-75¢c/hr activity protocol

Light di I i . ...

char e eine Hydration, nutrition,

Goal: 3 elimination




L ¥

TF TAVI: Communication, patient

€]

TAVR

teaching and discharge planning

Communication, Patient Teaching and Discharge Planning

Communication Communicate early with the multidisciplinary team any clinical variables that may impact

goals of care and to identify opportunities to maintain patient on clinical pathway.

Patient teaching | Provide patient Provide coaching to support the facilitated Begin discharge Complete discharge
teaching about reconditioning interventions (e g., motivation | teaching. teaching.
maintaining vascular | for mobilization). Provide vascular
hemostasis access minor ooze

L dressing kit.
Discharge ¢" | Confim discharge ‘\\ Assess readiness for | Confirmdischarge
planning I plan with patient and I discharge. criteria.
‘\ family. R

’V
~~.-—_——

Early alert to “stay on
pathway”

Discharge planning with
patient and family




Criteria driven discharge

[

Physician’s order for discharge.
Consider multidisciplinary consensus for patient’s readiness for discharge.

Absence of persistent (> 3 hrs) intraventricular conduction delays.

Absence of laboratory contraindications (i.e., clinically important change
in hgb. and eGFR).

Transthoracic echocardiogram completed and reviewed (if required).

Return to baseline mobilization.

O [dig] d g

Confirmed availability of family member or home health care staff
(To stay with patient and assist during the initial 48 hrs after discharge).

[

Discharge teaching completed.
Content to cover:

Vascular access site care

Follow-up bloodwork and medical appointments
Indications for emergent care

Activity and exercise prescription

Telephone follow-up (confirmed contact information)

Confirmed telephone follow-up plan (Site contact)
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ommunication, patient teaching and ™~

education

Going Home After a
Transcatheter Heart
Valve Procedure

vancouve!

Health

oJoevidince

discharge planning

Patient and family

Multidisciplinary discharge guidelines
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Centre for
Heart Valve Innovation
St. Pauls Hospital Vancouver

Valve-inValve

* Conscious sedation

* NoTEE

* Contrast not necessary

* Pre-dilation not necessary

* Negligible risk of
* AV block
e annular rupture
* PV leak

* Next day discharge



<M

TAVR

3M TAVR Newsletter

Volume 2, Issue 1 | May 2016

€M NEWSLETTER

TAVR

We have now enrolled 172 patients in the 3M TAVR Study with 90% of patients
safely discharged home the following day and a 6.8% readmission rate at 30 days!

Site activations continue and
new sites enroll patients!

Site Enrolled
Centre Hospitalier de L'Université de 3
Montréal

Calgary 1
Columbi 1
Hamilton General Hospital 3
Hopital du Sacré-Ceeur du Montréal 4
Mazankowski Alberta Heart Institute 1
Montreal Heart Institute 6
Sunnybrook Hospital 1
St. Michael’s Hospital 12
St. Paul’s Hospital 87
Toronto General Hospital 6
Vancouver General Hospital 47
Total 172

Project Contacts

Salima Jutha, CCRA
3 Project Manager
\ ,5.{, 3M@icvhealth.ubc.ca

Dr. David Wood
Principal Investigator
David.Wood@vch.ca

Patients 49 and 50

O

Centre for
Heart Valve Innovation

St. Paul's Hospital, Vancouver



SAPIEN 3 Ultra System: case #2




MORE CONT} Heart Valve Innovation

BEE Centre for
mes ST. JUDE MEDICAL \\ entre toi
... LOL LESS RISK

SAFE TAVR

K A \\ ') Safety And Feasibility of Early Discharge
N\ Y V) Using the Portico Self-Expanding Prosthesis for
\\ 1 / Transfemoral Transcatheter Aortic Valve

i '\\" A Replacement
% \; /. * 315 patients
| Yo * 15 sites

Canada, US, Europe, Australia

Primary Feasibility Endpoint.
 The proportion of patients undergoing elective
transfemoral TAVR using the Vancouver Clinical Pathway
who are discharged the next day


https://www.google.ca/url?sa=i&rct=j&q=&esrc=s&source=images&cd=&cad=rja&uact=8&ved=0ahUKEwis6Y3GkqDJAhVMlogKHaO2BfoQjRwIBw&url=https://en.wikipedia.org/wiki/File:St._Jude_Medical_Logo.jpg&psig=AFQjCNHS-mq2B5ahh1veXPwT5qvyRPbHJQ&ust=1448148179567798

end



Next day discharge




AV block/pacemakers more frequent
with low implantation

lgawa. Japanese Circulation



Vancouver TF TAVR post-procedure pathway (1)

‘ 0-6 Hours ‘ 6-12 Hours ‘ 12-18 Hours ‘ 18-24 Hours ‘ 24-36 Hours
Monitoring
Vital signs Q15minx 4 Q4 hrs
Qthrx3
Note: If hypertensive in immediate post-procedure period, consider “watchful waiting” approach to facilitate return to baseline hemodynamic stability as
directed by physician.
Cardiac rhythm | Continuous May discontinue for intermittent self-care
Note: Inform physician of any new intraventricular conduction delay.
Vascular access | Q15 min x 4 Q4 hrs Q8 hrs
Q1hrx3
Neuro vital signs | Q15 min x 4 Q4 hrs
and Cincinnati | Q30 min x 2
Stroke Scale Qlhrx3
assessment
Pain and Assess and treat access site and/or back/ | No pain/discomfort anticipated.
discomfort postural pain/discomfort as required.
Note: Avoid opioids and sedative-hypnotics to minimize risk of delirium; Resume patient’s usual analgesia and/or sedation if possible; Maximize
effectiveness of repositioning and early mobilization
Lab work and 12-lead ECG. If local anaesthesia procedure and TTE not | 12-lead ECG
tests eGFR, CBC. done at end of procedure: TTE (bedside in | ¢GFR, CBC
unit if possible).
Invasive Avoid urinary catheter
monitoring Monitor central Remove central Maintain peripheral IV saline lock. Remove peripheral
equipment venous and venous catheter. IV saline lock prior to
peripheral arterial Remove periphera| discharge home.
catheters as per arterial line.
standard protocols.
Facilitated Reconditioning
Mobilization and | Bedrest. Implement progressive activity protocol:
activity Head of bed: Dangle to standing | Transfer to commode. Up in chair for
position at bedside. | Up in chair for meals. meals.




Vancouver TF TAVR post-procedure pathway (2)

0-6 Hours 6-12 Hours 12-18 Hours ‘ 18-24 Hours 24-36 Hours
Flatx 2 hrs Transfer to Mobilize short distance in room. Mobilize for 5-10 min
Then 1 at 30° commode. Encourage self-care behaviour. every 4-6 hours.

Mobilize short Mobilize short distance outside of room. Encourage self-care
distance in room. Facilitate uninterrupted rest/sleep and return | behaviour.

to diurnal cycle.

Facilitate rest.

Elimination

Assess need for
elimination.

Mobilize to
commode or to
standing position.

Mobilize to
commode and/or
washroom.

Mobilize to washroom with assistance.

Note: Anticipate low urine output in the early recovery period (usual low peri-procedure fluid administration); Avoid urinary catheterization to minimize risk of
UTI, urinary retention, hematuria and other complications; Consider intermittent catheterization if required (Max. x3).

Hydration

NPO until
hemostasis and
confirmed clinical
stability.

[V 50-75cc/hr.

If LVEF 2 50%: Encourage fluids.
If LVEF < 50%: Encourage fluids within limit of pre-procedure fluid restrictions.

Nutrition

Light dinner up in
chair.

Up in chair for all meals.
Encourage nutritional intake and preferred foods.
Goal: 3 meals and 1-2 snacks/24 hours

Communication, Patient Teaching and Discharge Planning

Communication

Communicate early with the multidisciplinary team any clinical variables that may impact
goals of care and to identify opportunities to maintain patient on clinical pathway.

Patient teaching

Provide patient
teaching about
maintaining vascular
hemostasis

Provide coaching to support the facilitated reconditioning
interventions (e.g., motivation for mobilization).

Begin discharge teaching.

Complete discharge
teaching.

Provide vascular
access minor 00ze
dressing kit.

Discharge
planning

Confirm discharge
plan with patient and
family.

Assess readiness for
discharge.

Confirm discharge
criteria.




Summary of Quality Improvement Changes during the
Implementation of the Vancouver TAVR Clinical Pathway

Historical Practice TAVR Clinical Pathway
Practice
PERI-PROCEDURE
Location of procedure Hybrid OR Hybrid OR or CCL

Team

phlyr:i?:'i:?:(‘sn)g Interventional cardiologists
Anesthesiologist In attendance
Echocardiologist Default strategy: TEE Default strategy: TTE post-

procedure

Nursing and allied
health

20RRN, 1CCLRN, 1
Radiology Technologist

If Hybrid OR: Unchanged
If CCL: 3 CCL RN, 1 Radiology
Technologist

Anesthesia

Default strategy: General
anesthesia

Default strategy: Local
anesthesia

Vascular access and
closure

Percutaneous

Venous access

Central venous catheter

Central venous catheter or use
of side arm of femoral venous
sheath

Temporary pacemaker

Default strategy: Removed at end of procedure If absence of

contraindication

Urinary catheter Default strategy: Inserted | Default strategy: Not inserted
POST-PROCEDURE
CICUI/CCU or Cardiac
Location of recovery CiCu/CCU intervention unit (CCL recovery

area)

Nursing

Critical care competencies

Mobilization

Bedrest time 8 hours: routinely
mobilized POD1

Bedrest time 4-6 hours;
routinely mobllized PODO

Reconditioning

Mobilization, hydration,
nutrition according to standard
CICU practice and nursing
discretion; Removal of urinary
catheter on POD1

Standardized and prescribed
Mobilization, hydration,
nutrition; Avoidance of uninary
cathetenzation

Critical care LOS

24-48 hours

< 24 hours

Expected LOS

3-5 days

1-3 days




Vancouver TF TAVI Wait List

May22/2015 — May19/2016

80 74 73 74 74 3
64 66 66

62

60 56

40
20
0
(20)
—
(40)
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mmmmm Added on Waitlist Completed from Waitlist # inpatients completed Removed
mmmm Died on Waitlist e=r= End of period Waitlist Volume e==c= # > RMWT (completed) ecemee #>RMWT (on waitlist)

*Recommended maximum wait time defined as <42 days



Vancouver TAVR Clinical Pathway
Discharge Criteria

Monitoring

Completion and review of post-procedure transthoracic echocardiogram to confirm acceptable
bioprosthetic hemodynamics with absence of delayed complications.

Absence of persistent intraventricular conduction delay.

Absence of vascular access site complications.

Absence of laboratory contraindications. If Hgb < 100 g/L and/or eGFR < 30 ml/min, obtain and
review out-patient bloodwork 2 and 4 days after discharge.

Facilitated Reconditioning

Return to baseline mobilization.
Absence of elimination issues (e.g., urinary retention).

Communication

Multidisciplinary agreement of safety of discharge.
Confirmation of discharge plan with patient/family.
Confirmation of availability of social support during the initial 48 hours following discharge.

Completion of verbal discharge teaching and confirmation of patients/family’s understanding of
the discharge guidelines; Provision of written discharge education resources and prescription of
medications.




Post-procedure length of stay
May 2012 - Oct 2014
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Vancouver 3M Post-Procedure Clinical Pathway
Facilitating Safe and Rapid Discharge Home

Goals of care:

1. Facilitated rapid return to baseline status

2. Safe next day discharge home

3. Seamless transition to support on-going recovery/reconditioning at home

0-6 Hours 6-12 Hours 12-18 Hours 18-24 Hours 24-36 Hours

QlSminx4 Q4 hrs Q4 hrs Q4 hrs Q4 hrs

Qlhrx3

Note: If hypertensive in immediate post-procedure period, consider “watchful waiting ” approach to facilitate return to baseline

hemodynamic stability as directed by physician,

QlSminx4 Q4 hrs Q4 hrs Q4 hrs Q4 hrs

Q30minx2

Qlhrx3

Continuous Continuous Continuous May discontinue for | May discontinue for
intermittent self- intermittent self-
care. care,

Note: Inform physician of any new intraventricular conduction delay.

QlSminx4 Q4 hrs Q4 hrs Q4 hrs Q8hrs

Qlhrx3

Note: See "3M TAVR Nursing Management of Hematoma and/or Bieeding”™

Assess and treat pain/discomfort as No pain/discomfort anticipated.

required:
e Access site
* Back/postural pain

Note: Avoid opioids and sedative-hypnotics to minimize risk of delirium; Resume patient’s usual analgesia and/or sedation if possible;
Maximize effectiveness of repositioning and eariy mobilization




“Adjustable” oversizing strategy for SAPIEN XT

i e ey et i LSS
T
Underexpansion and Ad Hoc Post-Dilation Oo-nmt
in Selected Patients Undergoing
Balloon-Expandable Transcatheter
Aortic Valve Replacement

Marco Barbanti, MD,” Jonathon Leipsic, MD," Romald Binder, MD,” Danny Dvir, MD;

John Tan, MD,;” Melsnie Freeman, MBBS," Bjzme Norgaard, MD,{ Nicdsj Hanson, MD,j

Anson Cheung, MD," Jian Ye, MD," Tae-Hyun Yang, MD," Kasia Maryniak, MD," Rekha Rapu, MD,"
Angus Thampson, MBES, PrD)," Philipp Blanke, MD," Sandra Lauck, PuD), RN," David Wood, MD,"
John Webb, MD"

Vancowver, British Columbia, Canadec and Aarbws, Denmark

Adjustable Valve

Sizing Strategy

Pick a valve that is larger
than the annulus

Under fill if concerned
Redilate at nominal volume
if necessary




“Adjustable” under-sizing strategy for SAPIEN 3

SAPIEN 3 23mm THV (W|th a PV leak) Post-dilated to 24mm (Truevballoon)

SAPIEN 3 can be dilated larger if needed




