
Is TAVR Ready for All Patients 
with Aortic Valve Disease?

Matthew W. Sherwood, MD, MHS

Co-director Structural Heart Program

Co-director Cardiac Catheterization Lab

Inova Heart and Vascular Institute



COI Disclosures

• Modest Consulting fees: Janssen, Medtronic



Objectives

• Discuss current indications for TAVR – Those with 
proven benefit

• Highlight New Randomized Trial Data

• Identify Future Studies/Indications + Next Frontiers
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TAVR is Beneficial to Many Patients

• TAVR reduces mortality in patients at extreme 
risk or unable to have conventional surgery

• TAVR is noninferior to surgery in patients at high 
risk 

• TAVR is noninferior and in some cases superior 
to surgery in intermediate risk patients



Potential Advantages of TAVR

• Less Invasive, lower risk of 
bleeding

• Shorter Length of Stay and 
Recovery

• Similar rates of mortality and 
stroke (based on 
High/Intermediate risk trials)



Concerns about TAVR in Low Risk Pts

• Paravalvular leak and pacemaker risk

• Valve Performance and Longevity

• Anatomic Considerations (i.e. Bicuspid AoV etc.)

• Young pts likely to need multiple AVRs



Device Evolution

• New generation devices are 

safer and more effective

• Less pacemaker and 

paravalvular leak

• Smaller profile and sheath size
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TAVR 5.3% SAVR 6.7% 

Posterior probability of  
noninferiority > 0.999

TAVR –SAVR difference =  -1.4% (95% BCI; -4.9, 2.1)

Primary Endpoint Met
TAVR is noninferior to SAVR

Primary Endpoint
All-Cause Mortality or Disabling Stroke at 2 Years
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Valve Hemodynamics

Implanted population. Core lab assessments. 

TAVR Statistically Superior At All Time Points





Remaining questions

• 10 yr follow up for durability of valves

• Medtronic CoreValve vs. Sapien S3 

l CoreValve showed better hemodynamics but 
higher pacemaker rates – will these 
differences be significant?

• NOTION 2 trial – Low risk pts <75 years of age
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The Next Frontiers for TAVR

• Asymptomatic patients – EARLY TAVR

• Bicuspid Valve patients – Several registries

• Pure Native Valve Aortic Regurgitation 



Conclusions

• TAVR is beneficial in most patients at high, intermediate 
and low risk and has been aided by the evolution of 
TAVR technology

• More studies being performed on asymptomatic 
patients and bicuspid valve patients (need comparison 
with SAVR)


