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Aortic Valve Replacement in 

the Gold Standard For 

Aortic Stenosis 



Donôt Mess With the Guidelines ï or the 

Surgeons 



Are all patients with 

symptomatic aortic stenosis 

now being treated with 

definitive surgical aortic valve 

replacement? 



And, 30-60% of AS Patients Go Untreatedé 

Severe Symptomatic Aortic Stenosis 
Percent of Cardiology Patients Treated 

1. Bouma B J et al. Heart 1999;82:143-148 

2. Iung B et al European Heart Journal 2003;24:1231-1243 (*includes both Aortic 

Stenosis and Mitral Regurgitation patients) 

3. Pellikka, Sarano et al Circulation 2005 

4. Charlson E et al. J Heart  Valve Dis2006;15:312-321  

No AVR 

AVR 

Under-treatment 

especially 

prevalent among 

patients managed 

by Primary Care 

physicians 

Source: Patrick Serruys,  

EuroPCR 2008 



Untreated, AS Patients Have Poor Prognosis 

Source: Patrick Serruys, EuroPCR 2008 



Early Catheter-Based AV Designs 

The Davis valve (1965) 

The Andersen valve (1992) 
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The Current Cath Lab ï Hybrid OR 
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PARTNER Study Design 

Symptomatic Severe Aortic Stenosis 

ASSESSMENT: High-Risk AVR Candidate 

3,105 Total Patients Screened 

Total = 1,057 patients 

2 Parallel Trials:  

Individually Powered 

Standard 

Therapy 

ASSESSMENT: 

Transfemoral 

Access 

Not In Study 

TF TAVR  

Primary Endpoint: All -Cause Mortality  

Over Length of Trial (Superiority ) 

Co-Primary Endpoint: Composite of All -Cause Mortality 

and Repeat Hospitalization (Superiority) 

1:1 Randomization 

 
VS 

Yes No 

N = 179 N = 179 



Inoperable PARTNER Cohort 

Primary Endpoint: All-Cause Mortality 

    Numbers at Risk 

    TAVI 179 138 122 67 26 

    Standard Rx 179 121   83 41 12 

Standard Rx 

 TAVI 
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æ at 1 yr = 20.0% 

NNT = 5.0 pts 
50.7% 

30.7% 

HR [95% CI] = 

0.54 [0.38, 0.78] 

P (log rank) < 0.0001 

Leon et al, NEJM 2010; 363:1597-1607 



N = 179 

N = 

358 

Inopera

ble 

Standard 

Therapy 

ASSESSMENT: 

Transfemoral 

Access 

Not In Study 

TF TAVR  

Primary Endpoint: All -Cause Mortality  

Over Length of Trial (Superiority ) 

Co-Primary Endpoint: Composite of All -Cause Mortality 

and Repeat Hospitalization (Superiority) 

1:1 Randomization 

 
VS 

Yes No 

N = 179 

TF TAVR  AVR 

Primary Endpoint: All -Cause Mortality at 1 yr 

(Non-inferiority)  

TA 

TAVR  
AVR  

VS 

 
VS 

N = 248 N = 104 N = 103 N = 244 

PARTNER Study Design 

Symptomatic Severe Aortic Stenosis 

ASSESSMENT: High-Risk AVR Candidate 

3,105 Total Patients Screened 

Total = 1,057 patients 

2 Parallel Trials:  

Individually Powered 

N = 699 
High 

Risk 

ASSESSMENT: 

Transfemoral 

Access 

Transapical (TA) Transfemoral (TF) 

1:1 Randomization 1:1 Randomization 

Yes No 



Mean Gradient - AVR 

Mean Gradient - 

TAVR 

Peak Gradient - AVR 

Peak Gradient - 

TAVR 
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Baseline 30 Days 6 Months 1 Year 

TAVR 

n = 327 

AVR 

n = 301 

TAVR 

n = 287 

AVR 

n = 231 

TAVR 

n = 246 

AVR 

n = 170 

TAVR 

n = 227 

AVR 

n = 159 

Echo Findings 

Aortic Valve Gradients 
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TAVR 

AVR 

Months 

     348 298 260 147 67 

     351 252 236 139 65 

No. at Risk 

TAVR 

AVR 

26.8 

24.2 

Primary Endpoint:  

All -Cause Mortality at 1 Year 

HR [95% CI] = 

0.93 [0.71, 1.22] 

P (log rank) = 0.62 



Mitral Valve Repair 


