
Case Presentation 

-75-year old woman with HTN, HLD, DM, overweight, 
breast cancer (surgery and XRT) and aortic valve stenosis 
 
-Worsening exertional dyspnea on most recent clinic visit.  
No CP or syncope 
 
- Murmur late peaking with soft S2 and parvus et tardus on 
physical exam 
 
-Serial echoes 1/2010 AVA 1.3cm2  

  4/2014 AVA 1.1cm2 
  4/2016 AVA 0.5cm2, mean grad 55mmHg 

 
 











Case Presentation Continued 

Patient reluctantly agreeable to proceeding with surgery 
 
 
Heard that aortic valves can be replaced through the groin 
 
 
Has a strong desire to pursue that option.   
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Overview and Study Design 

•  In high risk patients survival is similar between TAVR and surgical aortic 
valve replacement. 

•  What about intermediate risk patients? 

•  Randomly assigned 2032 patients with severe AS and intermediate risk 
to undergo either TAVR or surgical aortic valve replacement 

•  76% transfemoral access 
•  24% transthoracic access 



Characteristics of the Patients at Baseline. 

Leon MB et al. N Engl J Med 2016;374:1609-1620 



Time-to-Event Curves for the Primary Composite End Point. 

Leon MB et al. N Engl J Med 2016;374:1609-1620 



Subgroup Analyses of Death from Any Cause or Disabling Stroke. 

Leon MB et al. N Engl J Med 2016;374:1609-1620 



Echocardiographic Findings. 

Leon MB et al. N Engl J Med 2016;374:1609-1620 



Clinical End Points at 30 Days, 1 Year, and 2 Years. 

Leon MB et al. N Engl J Med 2016;374:1609-1620 



Conclusions 
•  In intermediate-risk patients, TAVR was similar to surgical aortic-valve 

replacement with respect to the primary end point of death or disabling 
stroke, but only 2 year f/u data available. 

•  Transfemoral approach favorable compared to transthoracic approach 
with respect to primary outcome 

•  Complications more likely in surgical arm include life-threatening 
bleeding, atrial fibrillation, acute kidney injury 

•  Complications more likely in the TAVR arm include: 
•   frequency and severity of paravalvular regurgitation (mild 20%, mod/severe 

4% at 30d) 
•  Major vascular complications (9% vs. 5%) 









Hemodynamic Characterization Aortic Regurgitation 
For Predicting Survival After TAVR 

Diastolic Pressure-Time Index 

J Am Coll Cardiol Intv. Published online  April 27, 2016. doi:10.1016/j.jcin.2016.02.012 



Case Presentation 

•  76-year old woman 
•  Murmur since childhood with echocardiogram reporting small 

restrictive ventricular septal defect 
•  No treatment 
•  HTN and smoking, ongoing 
•  Atypical CP with normal nuclear stress test 2009 except LV 

hypertrophy 
•  Now presents with mild exertional dyspnea and persistent cough 

after a URI  



Case Presentation Continued 

•  Current meds:  Benicar/HCT 40/12.5/d, Nexium 40mg/d, 
metoprolol 25mg/d 

•  PEx 
–  BP 162/100 

–  Clear lungs, normal JVP 

–  3/6 mildly < > systolic murmur best in LLSB but radiates all across the 
precordium 

–  Increases with inspiration and decreases with Valsalva 

•  ECG with NSR, LVH by voltage and lateral Tw 
inversions 



















Double Chambered RV 

•  Form of subvalvular RVOT obstruction 
•  Anomalous muscle bands that divide the RV 
•  Often systolic dimple at anterior RV free wall, attachment point of 

RV band 
•  Acquired in most cases, but underlying substrate congenital 
•  Unlike TOF where outlet septum is anteriorly deviated (maligned) 
•  VSD present in > 75% of patients, mostly perimembranous 
•  VSD may have closed 



Double Chamber RV (Continued) 

•  Natural history not well defined 
•  Obstruction can progress over time 
•  No association with genetic abnormality 
•  Most present before adulthood 
•  Surgery recommended in children with significant RVOT obstruction 
•  Not usually responsive to balloon dilation 
•  Low risk of recurrence after surgery 

•  Variable medical treatment recommended (Digoxin vs. b-blocker) 
•  Verntricular conduction usually normal 
•  Ventricular arrhythmias uncommon in unrepaired patients. 






