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Assessment of Risk

TAVR Risk - Anatomy

Surgical Risk - Anatomy, Comorbidities
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AR Assessment
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Rapid Pacing of RA If in SR

Monil. filter

MMLMUM

If AVN conducts 1:1 with RA pacing

at 120 BPM, less than 2% chances - o :
of needing PPM RWMMJ\MJW\N
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Same day discharge if patient meets criteria
Patients discharged on ASA alone (all)

If indication for AC — NOAC alone

If recent stents NOAC + Clopidogrel

Follow up in 1-2 days, 30 days, 6 months, 1 year
If gradients increase by 10 mm Hg — CTA
Consider NOAC / Warfarin for 6 months to 1 year
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(a) Rates of GA and MAC Use Over Time (%)
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(b) Biannual Numbers of TAVR Cases (n)
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(a) ALL-CAUSE DEATH, OVERALL

—1GA

~'MAC
30-days: Log-rank p=0.012, adjHR 0.22, 95% Cl 0.06 - 0.82; p=0.024
1-year: Log-rank p=0.157, adjHR 0.72, 95% Cl 0.48 - 1.08; p=0.111
3-years: Log-rank p=0.433, adjHR 0.87, 95% Cl 0.67 - 1.12; p=0.277
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(b) ALL-CAUSE DEATH, SAPIEN-3
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Unilateral Access Is Safe and )
Facilitates Peripheral Bailout
During Transfemoral-Approach

Transcatheter Aortic Valve Replacement
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Frequency (%)

Vascular complications
Hematoma
Stenosis S/P balloon
Stenosis S/P stent
Dissection
Pseudoaneurysm
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Unilateral Access

Bilateral Access
(n =139)

10.8
1.4
6.5
1.4

0
1.4

Bilateral Access

Unilateral Access
(n =139)

8.6
3.6
4.3
0.7
0
0




_ _ _ Single
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Cleveland Clinic Experience
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Results — Study Patients

2,839 eligible patients
underwent TF-TAVR

1,037 patients 1,802 patients

underwent TF-TAVR underwent TF-TAVR
without Sentinel CEP device with Sentinel CEP device

Stabilized IPTW

1,022 patients |, 1,794 patients

i i No strok
No stroke ¢ Y1 [ I » 1,828 o stroke
. Compare .
patients the incidence of patients
stroke
15 patients B > 8 patients
developed stroke after TF-TAVR Compare developed stroke after TF-TAVR
without Sentinel CEP device “‘2:3‘;‘,’;‘;?;‘.22“5 with Sentinel CEP device

Isogai et al, AJC 2022 Dec 1:184:157-159



Treatment and Mortality of Stroke

Stroke after

Stroke after

TAVR without CEP TAVR with CEP p value
(n=15) (n=8)

Treatment 1.00
Conservative medical management 11 (73.3) 7 (87.5)
Thrombolysis alone 0 (0.0) 0 (0.0)
Thrombectomy alone 3 (20.0) 1 (12.5)

Both thrombolysis and thrombectomy 1(6.7) 0 (0.0)

Outcomes

In-hospital death 3 (20.0) 0 (0.0) 0.53

Discharge dispositiont 0.16
Home 2/12 (16.7) 4/8 (50.0)
Rehabilitation center or SNF 10/12 (83.3) 4/8 (50.0)

30-day death 0 (0.0) 0.26

Isogai et al, AJC 2022 Dec 1:184:157-159




Rapid Atrial Pacing after TAVR

The Utility of Rapid Atrial Pacing )Y
Immediately Post-TAVR to Predict the
Need for Pacemaker Implantation

Amar Krishnaswamy, MD,* Yasser Sammour, MD,* Antonio Mangieri, MD,” Amer Kadri, MD,*

Antonette Karrthik, MD," Kinjal Banerjee, MD,” Manpreet Kaur, MD," Francesco Giannini, MD,"

Beniamino Pagliaro, MD,“ Marco Ancona, MD,“ Matteo Pagnesi, MD,“ Alessandra Laricchia, MD," Giora Weisz, MD,“
Megan Lyden,” Najdat Bazarbashi, MD,* Mohamed Gad, MD," Keerat Ahuja, MD,* Stephanie Mick, MD,"

Lars Svensson, MD, PuD,® Rishi Puri, MBBS, PuD,* Grant Reed, MD, MPH,?* John Rickard, MD,’ Antonio Colombo, MD,”
Samir Kapadia, MD,* Azeem Latib, MD

ABSTRACT

OBJECTIVES The aim of this study was to determine the utility of rapid atrial pacing immediately after transcatheter
aortic valve replacement (TAVR) to predict the need for permanent pacemaker implantation (PPI).

BACKGROUND Risk stratification for patients without high-grade atrioventricular block (AVB) after TAVR is imprecise
and based on anatomic considerations, electrocardiographic characteristics, and clinical suspicion. A more reliable
assessment is necessary to minimize inpatient rhythm monitoring and/or reduce unnecessary PPI.

METHODS Consecutive patients undergoing TAVR at 2 centers were included. After valve implantation in patients
without pacemakers who did not have complete heart block or atrial fibrillation, the temporary pacemaker was
withdrawn from the right ventricle and placed in the right atrium. Rapid atrial pacing was performed from

70 to 120 beats/min, and patients were assessed for the development of Wenckebach AVB. Patients were then followed

for clinical outcomes, including PPI.
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STRUCTURAL

Feasibility and Safety of Same-Day
Discharge Following Transfemoral
Transcatheter Aortic Valve Replacement

Amar Krishnaswamy, MD,** Toshiaki Isogai, MD, MPH,*-* Ankit Agrawal, MD,* Shashank Shekhar, MD,*
Rishi Puri, MBBS, PuD,” Grant W. Reed, MD, MSc,” James J. Yun, MD, PuD,"” Shinya Unai, MD,"
Daniel I.P. Burns, MD, MPuiL,” Patrick R. Vargo, MD,” Samir R. Kapadia, MD?

CONCLUSIONS SDD after TF-TAVR was feasible in this early experience without impairing post-discharge safety. Our
SDD pathway may serve as a useful strategy to improve bed utilization and reduce hospital stay for TAVR recipients.
(J Am Coll Cardiol Intv 2022;15:575-589) © 2022 by the American College of Cardiology Foundation.
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30-Day Post-Discharge Outcomes

6% -
5% 4
4% -
1) Transfemoral TAVR procedure under conscious sedation 3% -
2) 6-hour post-TAVR bedrest with rhythm monitoring 2% -
3) No major complications* or need for further observation 1% -
4) Stable hemodynamics and ECG during recoveryt
5) Comfortable ambulation post-procedure 0% - cv Non-CV PPM/ICD
6) Post-discharge social support to assist in recovery Readmission Readmission Implantation
. WSDDin2020 MW NDDin2020 mENDDin 2019
Post-TAVR 6-hour observation with continuous telemetry (n=114) (n=329) (n=481)
and formal transthoracic echocardiography study
' All P values = NS for SDD in 2020 vs. NDD in 2019 or 2020
1) Operators, bedside team, and patient discuss SDD CV Readmissions Within 30 Days After SDD (n = 4)

2) If they reach the consensus for SDD, discharge occurs before 7 PM
3) Outpatient visit (including ECG) on post-TAVR day 1 or 2

e Rapid atrial fibrillation (POD 1)

* Pulmonary edema (POD 7)

* Gl bleed related to DAPT (POD 15)
e Intermittent CHB (POD 25)

ad Cleveland Clinic




more likely NDD  more likely SDD Odds ratio (95% CI) p value

Age, per 1-year increase L] 0.99 (0.96-1.03) 0.71
Male (vs. female) —— 2.14 (1.20-3.81) 0.010
STS risk score, per 1% increase - 0.95 (0.85-1.06) 0.35
Prior PPM/ICD implantation —— 1.30 (0.58-2.91) 0.53
ESRD on dialysis = - f 0.86 (0.13-5.60) 0.87
Hemoglobin (g/dL) per 1-unit increase adl 1.16 (1.00-1.35) 0.049
eGFR (mL/min/1.73m2) per 1-unit increase . 1.00 (0.98-1.01) 0.64
Atrial fibrillation rhythm o 0.80 (0.33-1.92) 0.61
1st-degree AVB i 0.73 (0.37-1.44) 0.37
RBBB —— 0.60 (0.26-1.38) 0.23
LVEF, per 1% increase . 1.01 (0.99-1.04) 0.26
Failed bioprosthetic valve ——— 1.32 (0.63-2.78) 0.46
Valve: self-expanding (vs. balloon-expandable) e 0.53 (0.23-1.22) 0.14
Procedure ended before noon —— 7.74 (4.39-13.63) <0.001
P IR s

Cleveland Clinic



STATE-OF-THE-ART REVIEW

Same-Day Discharge After Elective @
Percutaneous Transcatheter Q ooy
Cardiovascular Interventions

Amar Krishnaswamy, MD,** Toshiaki Isogai, MD, MPH,** Emmanouil S. Brilakis, MD, PuD,”
Aravinda Nanjundappa, MBBS,” Khaled M. Ziada, MD,” Sahil A. Parikh, MD," Josep Rodés-Cabau, MD, PuD,"
Stephan Windecker, MD,® Samir R. Kapadia, MD*

Percutaneous transcatheter interventions have evolved as standard therapies for a variety of cardiovascular diseases,
from revascularization for atherosclerotic vascular lesions to the treatment of structural cardiac diseases. Concomitant
technological innovations, procedural advancements, and operator experience have contributed to effective therapies
with low complication rates, making early hospital discharge safe and common. Same-day discharge presents numerous
potential benefits for patients, providers, and health care systems. There are several key elements that are shared across
the spectrum of interventional cardiology procedures to create a successful same-day discharge pathway. These include
appropriate patient and procedure selection, close postprocedural observation, predischarge assessments specific for
each type of procedure, and the existence of a patient support system beyond hospital dischange. This review provides
the rationale, available data, and a framework for same-day discharge across the spectrum of coronary, peripheral, and
structural cardiovascular interventions. (J Am Coll Cardiol Intv 2023;16:1561-1578) © 2023 by the American College of
Cardiology Foundation.




Cleveland Clinic - Volume and Outcomes

T T

3150
Mortality 0.4% 0.2% 0.0% 0.4% 0.6% 0.6%
Stroke 0.5% 0.2% 0.3% 1.0% 0.4% 0.6%
AR(>=2+) 0.4% 0.8% 0.3% 0.3% 0.4% 0.5%

New PPM 2.9% 5% 1.2% 2.5% 2.9% 3.5%



TAVR has become areproducible procedure which is safe and effective

Excellent out comes are feasible with minimalistic approach with careful
attention to the details and monitoring of outcomes

Bar is high because of excellent surgical options in low-risk patients and
so monitoring of quality is very important for credibility

E: Cleveland Clinic
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