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Background 
• From a patient perspective, stroke is the most 

clinically meaningful complication following 
TAVR 

• In cardiovascular medicine, pharmacologic 
efforts to reduce stroke must be balanced by 
increased bleeding risk 

• In the elderly, comorbid population 
undergoing TAVR, both stroke and bleeding 
risks are significantly elevated 

 



Questions 

• Is DAPT necessary to reduce thrombotic risk 
after TAVR? 

• Does thrombotic risk decrease over time? 

• Does surgical data provide any guidance? 

• Is there a role for anti-coagulation  (either 
short tem or long term) after TAVR? 



• 30 day stroke rates following TAVR average around 3%1 

• ~50% of peri-procedural strokes occur >24 hours after TAVR 

 

 

 

 

 

• New and existing atrial arrhythmias are associated with 
doubling of stroke risk2,3 

• The occurrence of stroke results in worse one year 
outcomes with a more than 2-fold increase in mortality 

 

Background - Stroke 
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Miller DC et al, JTCVS 2012 Nombela- Franco L et al, Circulation 2012 

1Rodes-Cabau J et al, JACC 2013 
2Linke A et al, JACC 2012 
3Nombela-Franco L et al, Circ 2012 



Background - Bleeding 
• Bleeding rates significant after TAVR 

– Major Bleeding – 15-32%, Life Threatening – 5-16%1 

– Majority but not all is related to procedure and is 
mechanical in nature 

• Bleeding impacts mid-term mortality 

• Late bleeding (major) occurs in ~5-6% and 
impacts mortality2 

• Etiologies include 
gastrointestinal, trauma, 
genitourinary and 
neurologic2 

1 Rodes-Cabau J etal, JACC 2013 
2 Genereux P et al, TVT 2014 



Balancing Act 

Thrombotic 
Events 

Bleeding 
Events 

Nothing is gained for free! 



Rationale for Short-Term DAPT 
• Displacement of native leaflets into sinus creates areas 

of abnormal or slow flow 

• Platelet activation due to vessel wall disruption or 
exposure of artificial surface may be mitigated  

• Presence of metal within vascular tree results in higher 
thrombotic risk until endothelialization which takes   
~3 months1 

 

 

1Noble S et al, EuroIntervention 2009 
2Thourani et al, ACC 2013 

• There does not appear 
to be increased risk of 
late thrombotic events2 



• Single center, open label randomized study between ASA vs. 
ASA/Plavix for 3 months following TAVR 

• 79 patients undergoing TAVR with CoreValve enrolled 
• No significant difference in MACCE or Mortality at 30 days or 

6 months between ASA alone vs ASA/Plavix 
• No increased bleeding risk or acute procedural complications 

with Plavix  

Study underpowered to answer question but no 
other large studies available 



Other Considerations 

What should be done 
with patients on oral 
anticoagulants prior 

to TAVR? 





What have we learned from surgery? 

• Risk of thromboembolic events is highest in 
first 3 months after bioprosthetic SAVR1 

• Recommendation after surgery is ASA2 

• However, several studies have suggested that 
addition of warfarin after surgery reduces 
thromboembolic events and CV death even in 
the absence of atrial fibrillation3,4 

1Heras et al, JACC 1995 
2Bonow et al, JACC 2008 
3Brennan et al, JACC 2012 
4Merie et al, JAMA 2012 



Does patient have 
another indication 

for DAPT? 

NO Is patient at high 
risk for bleeding or 

falls?  

YES 

YES Aspirin 81mg 
lifelong 

NO 

Is patient on 
anticoagulation? 

YES 

ASA 81mg + 
Coumadin (or novel 

anticoagulants?) 

NO Aspirin 81mg 
lifelong + Plavix 

75mg (6 months) 

Proposed Algorithm Following TAVR 



Does patient have 
another indication 

for DAPT (i.e. recent 
DES)? 

YES 

Does patient have 
strong indication for 

anticoagulation? 

NO 

ASA 81mg lifelong 
+ Plavix 75mg for  

6 months 

YES Is patient at 
increased risk for 
bleeding or falls? 

YES 

ASA 81mg + Plavix 
75mg for 3 months 

followed by ASA 
81mg + coumadin 

NO 

ASA 81mg + 
Coumadin +  

1-3 months of 
Plavix 75mg 

Role for LAA 
Occluders? 

Proposed Algorithm Following TAVR 

Especially in 
patients with ACS 

or complex PCI 



Unanswered Questions 
• Does dual-antiplatelet therapy reduce the risk of 

stroke? 

• What is the optimal duration of therapy? 

• Can we predict patients at higher risk of embolic 
events? 

• Is late embolic risk different for different devices? 

– More metal vs. Less metal vs. No Metal 

– Closed design vs Open design 

• What is the role of LAA occluders?  


