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https://www.primaryhealthtas.com.au/for-health-professionals/events/
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https://www.primaryhealthtas.com.au/for-health-professionals/events/


Learning Outcomes

Identify and diagnose common and uncommon valvular heart disease 
presentations

Discuss the contemporary treatment of valvular heart disease

Discuss frailty and its impact on functional and mortality outcomes

Explore the role of the primary care physician in valvular heart disease and 
chronic disease management
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Structural Heart Interventions

• Aortic Valve Interventions 
• Transcatheter Aortic Valve Implantation (TAVI) for 

severe aortic stenosis
• TAVI in SAVR (VIV TAVI) for degenerated surgical bio 

prosthesis

• Mitral Valve Interventions
• Transcatheter Edge to Edge Repair (TEER) in severe 

mitral regurgitation (eg mitral clip)
• Transcatheter Mitral Valve Implantation in MVR for 

degenerated surgical bioprosthesis (mitral VIV) or 
surgical rings (mitral VIR)

• PFO/ASD closure 
• Paravalvular Leak Closure (mitral or aortic)
• Left atrial appendage closure 



What is a TAVI/TAVR? https://www.youtube.com/watch?v=CxqpYIbmvP4

https://www.youtube.com/watch?v=CxqpYIbmvP4


What is a TAVI/TAVR?





Severe aortic stenosis survival curve



Pathophysiology of Aortic Stenosis



Ross & Braunwald Circulation 38 (Supp V);61:1968

A review of studies performed during 1913 to 
1970 found that mean survival after onset of 
→ heart failure ranged from 0.5 to 2.8 years
→ syncope ranged from 0.8 to 3.8 years
→ angina ranged from 2 to 4.7 years

The Malignant 
Valve

Natural History of Aortic Stenosis



Prevalence of AS

Prevalence of AS
• < 0.2% 65yr
• 1.3% 65-74yr
• 2.8% > 74



Australian analysis demonstrated a 
mortality rate of 9% at 30 days in patients 
over 80 years of age 

Predictors of death
- CKD
- Diabetes Mellitus
- NYHA class III/IV HF
- Stroke
- Extremes of BMI 



Diagnosis of severe AS (on TTE)



What’s Normal?



Aortic Stenosis on Echo



Aortic Stenosis on Echo





METHODS       ARR  NNT

NSTEMI Invasive PCI (MACE)     1.3%   ~76

PCSK9 vs Statin Alone (MACE)     1.6%  ~62.5

Ticagrelor vs Clopidogrel (MACE)     1.9%  ~50

STEMI vs Primary PCI vs lytics (MACE)    2.3%  ~43.4

Beta-blocker in Heart Failure (Mortality/HF)   ~12%  ~8

Entresto vs ACE/ARB (death or HF hosp)    4.7%  ~19.5

ICD (Ischaemic; mortality)     3%  33

ARR = Absolute risk reduction 
NNT = Number needed to treat

Where is the Bang for Buck in Cardiology?



Evidence

• Inoperable

• High Risk

• Intermediate Risk

• Low Risk 
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Evidence: Inoperable patients severe AS 

- 358 patients at 21 centres with severe aortic stenosis
- Patients were assessed by Cardiothoracic surgeons and 

deemed unfit for surgery
- Randomised to standard best medical therapy vs TAVI
- Primary end point was death from any cause at 1 year.



Evidence: Inoperable patients severe AS 

At 1 year, death from any cause was 30.7% in the TAVI group vs 50.7% in the best medical 
therapy group (P<0.001)

ARR in death of 20%

Death from CV cause 19.6% in TAVI group vs 41.9% P<0.001 at 12 months



Evidence: High risk patients severe AS 

795 patients underwent randomisation at 45 centres in the US.

Patients randomised had severe AS who had been deemed at increased surgical risk as 
assessed by the heart team at each centre . 

STS risk predictor of mortality  and assessment of other co-morbidities was used to 
determine appropriate patients

Patients were randomised in 1:1 fashion to AVR vs TAVI

Primary end point was death from any cause at 12 months, analysed in both non-
inferiority and superiority testing



Evidence: High risk patients TAVI vs SAVR

In the as treated analysis, the rate of death from any cause at 1 year was lower in the TAVI 
group 14.2% vs the surgical AVR group 19.1%. P<0.001 for inferiority and P = 0.04 for 
superiority.

Absolute risk reduction of 4.9%, NNT = 20



SURTAVI PARTNER 2A

Evidence: Intermediate risk patients TAVI vs SAVR



PARTNER 3 Trial EVOLUT Low Risk Trial

Bildergebnis für evolut pro

https://www.dicardiology.com/article/fda-clears-corevalve-evolut-pro-transcatheter-aortic-valve


PARTNER 3 Trial EVOLUT Low Risk Trial

Bildergebnis für evolut pro

https://www.dicardiology.com/article/fda-clears-corevalve-evolut-pro-transcatheter-aortic-valve


Clinical Implications 
Death, Disabling Stroke and Re-Hospitalizations to 1 Year
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Evolving Risk Profile in TAVI Randomised Trials
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METHODS       ARR  NNT

NSTEMI Invasive PCI (MACE)      1.3%   ~76

PCSK9 vs Statin Alone (MACE)      1.6%  ~62.5

Ticagrelor vs Clopidogrel (MACE)     1.9%  ~50

STEMI vs Primary PCI with lytics  (MACE)    2.3%  ~43.4

Beta-blocker in Heart Failure (Mortality/HF)    ~12%  ~8

Entresto vs ACE/ARB (death or HF hosp)     4.7%  ~19.5

ICD (Ischaemic; mortality)      3%  33

TAVI vs best medical therapy (Mortality)   20%  5

TAVI vs SAVR (high risk pts)(Mortality)   4.9%  ~20

TF TAVI vs SAVR intermediate risk (MACE)   3.6%  ~27.7

TAVI vs SAVR low risk patients (Mortality)   2.5%  40

ARR = Absolute risk reduction 
NNT = Number needed to treat

TAVI vs the Rest



Drivers of Success

• Multi-disciplinary Heart Team

• Strong background in evidenced-based medicine

• Rapid improvements in device design

• Simplification of the procedure

• Reduction in complications



Prior Preparation Prevents Poor TAVI Performance

Multimodality Imaging 



The TAVI Work Up

Repor t  Det ai ls 

Pat ien t  I n f o r m at ion  

Aor t ic Valv e An aly sis ( CT)  

Aor t ic Valv e An aly sis ( Ech o)  

Fem or al  An aly sis 

Con clu sion  

Scr een sh o t s 

Sadr a  Med ical ,   I nc.  

160  Know les Dr iv e 

Los  Gat os,  CA  9 5 0 3 2 

Un i t ed  St at es 

Phon e  + 1   ( 4 0 8 )  3 7 0­1 5 5 0

Fax  + 1   ( 40 8 )  3 7 0­1 5 9 5

Nam e: HOLT,  VERNA PEGGY MRS   Heig h t  ( m ) : 0.00   N YHA:

Sex : F   W eig h t  ( k g ) : 0   Log ist i c sco r e:

Year  Of  Bi r t h : 1923  ( 91)   BMI :   STS sco r e :  

 

Cl in ica l  Hist o r y  
an d / o r  Risk  Scor es:  

91.  Sym ptom at ic AS.  Prev  BAV approx  18  m onths. CLL.  HTN.  Very  Fit .

Com m en t s:   3  m m  sl ices av ai lab le   f or  CT const r u ct ion 

   

A O R T  I  C R O O T A S S E S S M E N  T 

1 .  CT ann u lu s  per im et er  der iv ed  m ean  2 5 . 3  m m   ( 7 6 . 2 )  

2 .  CT an n u lu s  ar ea  d er iv ed  m ean   i s  2 3 . 7   ( 4 4 2 . 6 )  

3 .  Th ese  m easu r em en t s cor r espon d   t o  a  2 6 m m  Edw ar ds  Sap ien  v alv e   ( 1 7 %  OS)  an d  a  29 m m  Cor eValv e   ( 1 9 %  OS)  

4 .  LCA ost iu m  heigh t   is  1 5 . 4 m m   ( m id  sinu s 1 5 . 5 ;  cap aciou s)  

5 .  RCA  ost iu m  h eigh t   i s 1 7 . 0m m   ( m id  sin u s 1 3 . 8 ;  capaciou s)  

   

V A S C U L A R A S S E S S M E N T 

1 .  The  dist a l  aor t a  h as m ild  at her om a  an d  non ci r cu m fer net ia l  calci f icat ion .   I t   is su it ab le  cal ib r e. 

2 .  The   r igh t  sy st em   i s m oder at ely   t or t uou s.   I t  has a   focal  ar ea  of  calci f icat ion   ( sp icu les)  at   t he   lev el   i f   t he  EI A/ CFA.   I t   is 

su i t ab le  cal ib r e   t h r oughou t   ( > 6 . 5 m m ) .  Ther e   is a  d issect ion  at   t he  EI A/ CFA  lev el .  

3 .  The   lef t  sy st em   i s m oder at ley   t or t uous.  Th er e  ar e  ar eas of  m ild  at her om a  w it h ou t  sign i f ican t  calci f icat ion .   I t   i s su i t ab le  

in  cal ib r e   ( > 6 . 0m m ) .  

 
Annu lus

I D Nam e Valu e Ty pe

1 Area  442.6 mm ² Polygon

1 Per im et er   76.2 mm Polygon

1 Min.  Pixel Value  125.0 Polygon

1 Max.  Pixel Value  521.0 Polygon

1 Avg.  Pixel Value  376.6 Polygon

1 St d.  Deviat ion  46.5 Polygon

2   26.8 mm Diam et er

3   20.6 mm Diam et er

 
LVOT

I D Nam e Valu e Typ e

1 Area  413.4 mm ² Polygon

1 Per im et er   75.9 mm Polygon

1 Min.  Pixel Value  149.0 Polygon

1 Max.  Pixel Value  446.0 Polygon

1 Avg.  Pixel Value  384.0 Polygon

1 Std.  Deviat ion  41.0 Polygon

2   27.7 mm Diam eter

3   18.6 mm Diam eter

 
Mid  Sin us

I D Nam e Valu e Ty pe

1 Area  747.5 mm ² Polygon

1 Per im et er   105.6 mm Polygon

1 Min.  Pixel Value  76.0 Polygon

1 Max.  Pixel Value  725.0 Polygon

1 Avg.  Pixel Value  378.0 Polygon

1 St d.  Deviat ion  72.0 Polygon

2   27.6 mm Diam et er

3   27.1 mm Diam et er

4   31.0 mm Diam et er

 
RCA 1 7

I D Nam e Valu e Type

1
Annulus  t o Right  Coronary  Ost ium  

Lengt h 
17.0 mm Vessel  Lengt h

 
LCA 1 5 .4

I D Nam e Valu e Ty pe

1
Annulus  t o Left  Coronary  Ost ium  

Lengt h 
15.4 mm Vessel  Lengt h

 
Calci f icat ion

 
Aor t a

I D Nam e Valu e Ty pe

1 Area  803.3 mm ² Polygon

1 Per im et er   100.9 mm Polygon

1 Min.  Pixel Value  76.0 Polygon

1 Max.  Pixel Value  492.0 Polygon

1 Avg.  Pixel Value  412.4 Polygon

1 St d.  Deviat ion  44.5 Polygon

2   32.4 mm Diam et er

3   30.6 mm Diam et er

 
LAO 1 0  cau d a l  1 0

 
LAO 2 0  Cr an ia l  1
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Cl in ica l  H ist o r y  

an d / o r  Risk  Sco r es:  

91.  Sym ptom at ic AS.  Prev  BAV approx  18  m onths.  CLL.  HTN.  Very  Fit .

Com m en t s:   3  m m  sl ices av ai lab le   fo r  CT const r uct ion 

   

A O R T  I  C R O O T A S S E S S M E N T 

1 .  CT an nu lus  per im et er  der iv ed  m ean  2 5 . 3  m m   ( 7 6 . 2 )  

2 .  CT ann u lus ar ea  der iv ed  m ean   i s 2 3 . 7   ( 4 42 . 6 )  

3 .  These  m easu r em en t s  cor r espond   t o  a  26 m m  Edw ar ds Sap ien  v a lv e   ( 17%  OS)  and  a  2 9m m  Cor eValv e   ( 1 9 %  OS)  
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V A S C U L A R A S S E S S M E N T 

1 .  The  d ist al  aor t a  has m ild  at her om a  and  n onci r cum fer net ial  calci f icat ion .   I t   i s su i t ab le  cal ib r e.  

2 .  The   r igh t  syst em   is m oder at ely   t or t uous.   I t  has a   f ocal  ar ea  of  calci f icat ion   ( sp icu les)  at   t he   level   i f   t he  EI A/ CFA.   I t   is 

su i t ab le  cal ib r e   t h r oughou t   ( > 6 . 5m m ) .  Ther e   is a  d issect ion  at   t he  EI A/ CFA  lev el .  
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Alternative Access

Transapical

Direct Aortic

Transaxillary

Transcarotid

Transcaval







Streamlined TAVI (90% of cases) 

• Local anaesthetic and light sedation

• One operator, one fellow, one nurse (6 
people in the room)

• Bifemoral arterial access 
•  one 6 F for pigtail, 

•  one 14-16 F for valve delivery

• No need for balloon valvuloplasty

• Occasional cerebral protection

• One rapid pacing run to deliver valve

• Percutaneous closure



Streamlined TAVI (90% of cases) 

• In hospital 1-2 days post procedure

• Mobilise evening of procedure after minimum 4 hours

• Average case time 45min skin to skin 

• No routine need for ICU

• No routine need for TOE

• No routine need for GA

• A ward telemetry bed and regular groin observations in necessary





MORTALITY

STROKE

RE-HOSPITALIZATION

>



NYHA Class 
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Procedure time ICU stay Total hospital stay

55%

PARTNER 2A

SURTAVI

TAVI - IMPROVED RESOURCE UTILIZATION

74%

50%

33%

33%

40%

N Engl J Med 

2016;374:1609-20

N Engl J Med. 

2017;376:1321-1331



Same Day Discharge!



What is required to expand TAVI to moderate and 
low risk patients?

• Outcomes need to be equal or better than SAVR
• Mortality

• Stroke

• Patient preference for TAVI
• Morbidity (including PPM), recovery time, patient experience

• Valve durability comparable to (or better than) surgery

• Affordable
• Cheaper and/or more cost-effective



Low

Intermediate

High

Extreme

The favourable outcomes of TAVI are consistent 
across the entire risk spectrum suggesting that 
surgical risk estimation is no longer the basis to 

guide the choice between TAVI and SAVR



Everyone’s a Winner?

Cardiologist Cardiac Surgeon



Adams H et al, A Contemporary 
Review of Severe Aortic Stenosis, 
Intern Med J, doi: 10.1111/imj.14071





Frailty

Physician’s Guide

– Cognition

– Get up and go

– Gait speed 

– Hand grip

– Weight loss

– Window watching

– Family support



The Results

BEFORE AFTER



The Results – Being Realistic & Managing 
Expectations 

BEFORE AFTER



Frailty Score

Comprised of 6 components giving a total score of 7

• Mini-mental State Exam <27 (worth 2 points)

• Unable to perform basic ADLs (worth 1 point)

• Unable to perform instrumental ADLs (worth 1 point)

• Mini nutritional assessment (worth 1 point)

• Timed up and go test (worth 1 point)

• Pre clinical assessment “eye ball” test (worth 1 point)

If a person scores 3 or greater they are considered frail, with validated poorer outcomes 
with both TAVI or SAVR

Shoenberger et al, European Heart Journal 2013 

Frailty











Questions?



Mitral and Tricuspid Interventions
(Addressing the Poor Cousins)

Dr Heath Adams
BMedSci, MBBS(Hons), DipUKMP, FRACP, FCSANZ

Interventional & Structural Cardiologist

Royal Hobart Hospital 

Dr MG Ciezar Memorial Scholar

Senior Adjunct Researcher Menzies Institute 
University of Tasmania

 



Incidence 
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Medical therapy for Severe MR vs Surgery
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Surgery primary MR vs secondary MR 
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Patient’s not offered treatment 
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Why is mitral valve interventions not similar 
to aortic valve interventions? 
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Mitral valve interventions

• Transcatheter edge to edge repair (TEER)

• Transcatheter mitral valve replacement – (TMVR)
• Mitral valve in valve for degenerate surgical bioprosthesis

• Mitral valve in ring

• Mitral valve in mitral annular calcium 

• Mitral valve replacement – native mitral valve - trials in progress 

• Percutaneous mitral balloon valvotomy – mitral stenosis patients 

• Direct and indirect annuoplasty devices 
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Treatment options for MR patients are limited
Treatment options for MR patients depend on the type of MR and patient condition

Degenerative mitral regurgitation (DMR)

Treatment options include watchful waiting, mitral valve surgery, and transcatheter mitral 

valve repair.

Mitral valve surgery is invasive and traditionally performed through a full median 

sternotomy, which requires extracorporeal circulation.

Functional mitral regurgitation (FMR)

Treatment options include use of guideline-directed medical therapy (GDMT), cardiac 

resynchronisation therapy, mitral valve surgery, and transcatheter mitral valve repair. 

However, mitral valve surgery for FMR patients is not supported by current physician society 

guidelines since it does not prevent progression of disease.
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MR is common and increases with age

Mitral regurgitation is the most common clinically significant heart valve disease 5,6

79

5000 people in 
Tasmania!!!



Patients with MR have worse quality of life than others of 
similar age

80



81



82



83



84



Mitral edge to edge repair secondary MR 
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The PASCAL transcatheter valve repair system is designed
for effective MR reduction

PASCAL transcatheter valve repair system

The PASCAL system allows TMVr by using clasps, paddles, and a spacer. The clasps and paddles gently 
grasp leaflets to facilitate coaptation, while the spacer is intended to fill the regurgitant orifice area and 

prevent backflow, thereby reducing MR. 2
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Key Innovations 
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Patient outcomes at 6 months

Survival
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PASCAL clinical evidence

CLASP IID overview

The CLASP IID trial is the first randomised study to directly compare transcatheter edge-to-edge repair (TEER) outcomes between the PASCAL 

system and the MitraClip system for prohibitive surgical risk patients with significant symptomatic degenerative MR. The trial also included a 

Registry arm for patients who were non-randomisable in the CLASP IID trial. 

The trial demonstrated safety and effectiveness of the PASCAL system and met non-inferiority endpoints. The PASCAL system demonstrated a 

high rate of implantation success with low complication rates at 30 days and a sustained MR reduction of MR≤2+ at 6 months. Patients also 

experienced significant improvements in functional status and quality of life. 20
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Patient outcomes at 6 months

Clinically and statistically significant improvements
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The good, the bad and the ugly
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PCRLondonValves.com

70 years of age female from home and previously independent presents 
with acute pulmonary oedema and stage IV heart failure 

History

• Childhood rheumatic heart disease treated with surgical mitral valve 
replacement (33 mm St Jude Medical Epic porcine tissue valve) and 
aortic valve replacement (25mm St Jude Medical Epic porcine) in 2011. 

• 2017: survived a Type A aortic dissection treated with 
supracoronary ascending aortic graft in 2017. She was left with a 
chronic type B aortic dissection with a large false lumen (see arrow).

• The left kidney is atrophic as perfused from the false lumen, with 
chronic kidney disease stage IV with an eGFR 27.

• 2022 stroke: MRI brain showing bilateral parietal cortical infarcts with 
good neurological recovery and normal function.

• Persistent atrial fibrillation

A Challenging Case – severe MR with 2 prior sternotomies



PCRLondonValves.com

• Coronary angiography: performed from right radial artery 
showed mild coronary disease

• 3D - Transoesophageal echocardiography: Anterolateral 
bioprosthetic 33 St Jude Medical mitral valve cusp prolapse, 
marked valve degeneration, and perforation with 2 jets of 
eccentric severe MR. Small LV cavity with normal LVEF. Aortic 
valve is functioning satisfactorily with mildly raised gradient 
mean 14mmHg.

• CT shows well seated mitral valve without frame 

degeneration

Investigations



PCRLondonValves.com

70 year old female with severe symptomatic MR through a degenerative 
33 St Jude Medical Epic bioprosthesis in the mitral position who has had 2 
prior sternotomies, stage IV chronic kidney disease and prior stroke

Risk score:

• Society Thoracic Surgeons score 48%

• Euroscore II 32% 

Heart Team deemed the patient to be inoperable. For consideration of 
Mitral VIV THV placement with a 29mm Sapien 3 valve with cerebral 
protection (due to recent CVA) with limited option for bailout mechanical 
circulatory support due to residual type B aortic dissection…

Heart Team Discussion



PCRLondonValves.com

CT of the mitral valve for procedural planning  - low risk of LVOT obstruction



PCRLondonValves.com

Procedure – Transfemoral mitral valve-in-valve implantation with an Edwards Sapien 3 29mm valve with cerebral protection and precise 30% 
atrial / 70% ventricular deployment and trans-septal puncture with atrial septostomy, Agilis catheter used to railroad 2 x XS Safari Wires safely 
to LV over pigtails for extra support 



PCRLondonValves.com

Successful delivery of Sapien 3 29mm valve (nominal deployment) with no residual mitral regurgitation
30% Atrial / 70% Ventricular – minimal radiopaque markings 



PCRLondonValves.com

No residual mitral regurgitation, LVOT gradient 16mmHg at end of case, 
Sentinel removed with minor clot noted in the LCA filter



PCRLondonValves.com

Progress

• Extubated on table, less SOB objectively day 1. 

• Recovered well and discharged day 2.

• NYHA class I and at home at 30 day follow up.

• Back to playing lawn bowls 

Conclusion

• Transcatheter mitral valve in valve remains a viable option for 
degenerated bioprosthesis.

• This case highlights the consistent challenge for TMVR 
procedural planning: to perform all the required anatomical 
measurements adequately and also assess the risk of 
obstruction of the left ventricular outflow tract and potential 
paravalvaular leak.

• Cerebral protection can be considered for mitral interventions 
in high risk patients. 

Progress and Conclusion



What about TMVR in the native mitral valve?
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M3 – Encircle Trial  

• The SAPIEN M3 dock:
• Nitinol dock designed to encircle native 

mitral leaflets to provide an anchor for the 
SAPIEN M3 valve

• The SAPIEN M3 valve:
• Specifically engineered to respect the native 

mitral anatomy
• Leverages 29 mm SAPIEN 3 valve tissue and 

frame
• Includes full-frame PET skirt
• https://www.youtube.com/watch?v=LF8YYUDCyvU
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https://www.youtube.com/watch?v=LF8YYUDCyvU
https://www.youtube.com/watch?v=LF8YYUDCyvU


Alta Valve – trans-septal, recapturable, self 
expanding, low risk of LVOTO 
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Annuloplasty 
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PMBV <8 Wilkins score
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Severe Tricuspid Regurgitation 
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Tricuspid options 
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TEER for tricuspids 
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• TEER vs medical therapy

• A total of 350 patients were enrolled; 175 were assigned to each group.

• The mean age of the patients was 78 years, and 54.9% were women.

• The results for the primary end point favored the TEER group (win ratio, 1.48; 95% 
confidence interval, 1.06 to 2.13; P=0.02). 

• The incidence of death or tricuspid-valve surgery and the rate of hospitalization for heart 
failure did not appear to differ between the groups.

• The KCCQ quality-of-life score changed by a mean (±SD) of 12.3±1.8 points in the TEER 
group, as compared with 0.6±1.8 points in the control group (P<0.001). 

• At 30 days, 87.0% of the patients in the TEER group and 4.8% of those in the control 
group had tricuspid regurgitation of no greater than moderate severity (P<0.001).

• TEER was found to be safe; 98.3% of the patients who underwent the procedure were 
free from major adverse events at 30 days.
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Tric Valve – TRICUS-EURO CE study

125

• 35 pts (mean age 76 ± 6.8 years, 83% 
women) were treated using the TricValve 
system. NYHA functional class III or IV. 

• At 30 days, procedural success was 94%, 
with no procedural deaths or conversions 
to surgery. 

• A significant increase in QOL at 6 months 
follow-up was observed (baseline and 6-
month Kansas City Cardiomyopathy 
Questionnaire scores 42.01 ± 22.3 and 
59.7 ± 23.6, respectively; P = 0.004), 
correlating with a significant 
improvement in NYHA functional class, 
with 79.4% of patients noted to be in 
functional class I or II at 6 months (P = 
0.0006). 

• The rates of 6-month all-cause mortality 
and heart failure hospitalization were 
8.5% and 20%, respectively.
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Left Atrial Appendage Closure 
Review of the Evidence, Procedure and 

Complications

Dr Heath Adams
BMedSci MBBS (Hons), DipUKMP, GDipClinLShip, FRACP FCSANZ

Interventional Cardiologist, Royal Hobart Hospital

Clinical Lead for TAVI

VMO, Hobart Heart Centre & Calvary Hospitals

Adjunct Senior Researcher, Menzies Research Institute, University of Tasmania



Do we sometimes Rob Peter to pay Paul?



CHADS-VASC Score 



HAS-BLED Score 
ESC and Canadian Guidelines 









Protect AF Trial 



PREVAIL TRIAL



PREVAIL TRIAL



PRAGUE 17 Trial 



PRAGUE 17 Trial 





PRAGUE 17 Trial 

















MBS Guidelines 

Transcatheter occlusion of left atrial appendage, and cardiac catheterisation performed by 
the same practitioner, for stroke prevention in a patient who has non-valvular atrial 
fibrillation and a contraindication to life-long oral anticoagulation therapy, and is at 
increased risk of thromboembolism demonstrated by:

• (a) a prior stroke (whether of an ischaemic or unknown type), transient ischaemic attack 
or non-central nervous system systemic embolism; or

• (b) at least 2 of the following risk factors:

• (i) an age of 65 years or more;

• (ii) hypertension;

• (iii) diabetes mellitus;

• (iv) heart failure or left ventricular ejection fraction of 35% or less (or both);

• (v) vascular disease (prior myocardial infarction, peripheral artery disease or aortic 
plaque)

















CT Pre Procedural Analysis 





Tasmanian HealthPathways is a web-based information portal developed 
by Primary Health Tasmania. It is designed to help primary care clinicians 
plan local patient care through primary, community and secondary 
healthcare systems.

tasmania.communityhealthpathways.org



To gain access to HealthPathways, please email 
healthpathways@primaryhealthtas.com.au 















Some final words

• After the webinar ends, your browser will

open a link to an evaluation survey.

• Statements of attendance will be 

emailed to participants.

• For event queries, please contact events@primaryhealthtas.com.au

mailto:events@primaryhealthtas.com.au


Disclaimer
• Information presented in webinars organised by Primary Health 

Tasmania can come from a number of sources, and does not 
necessarily reflect the views of Primary Health Tasmania. Every 
reasonable effort is taken to ensure the information is accurate and 
current. 

• The content is general in nature – please refer to any referenced 
guidelines or standards for further information. Health professionals 
should rely on their own independent inquiries and professional 
judgement when making any decisions.

• Primary Health Tasmania and the Australian Government are not 
responsible for any injury, loss or damage however arising from the 
use of or reliance on the information provided in this webinar.



Stay informed

primaryhealthtas.com.au

facebook.com/primaryhealthtas

linkedin.com/primary-health-tasmania
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