
The countdown to the US election, Hallow-
een night, Diwali—there’s a heck of a lot 
going on in Washington, DC, these days, 
but TCT 2016 course directors say their 
meeting should offer the right mix of sur-
prise and illumination.

Trimmed down to four and a half days, 
this year’s congress runs through Wednes-
day, November 2. Crammed into the pro-
gram are 11 late-breaking clinical trials, 16 
first report investigations, and 15 featured 
clinical research presentations. All told, the 
program spans the breadth of interventions 
currently in use or under investigation in 
cardiovascular medicine.   

“[This is] a very, very exciting line up 
of different types of studies,” Gregg W. 
Stone, MD (NewYork-Presbyterian Hos-
pital/Columbia University Medical Center, 
New York, NY), told reporters during a pre-
conference telebriefing last week. The mix 

of trials, he said, spans “coronary interven-
tion, structural heart disease, and periph-
eral vascular interventions—many of which 
will change practice almost immediately 
while others will set the stage for future 
studies for many years to come.”

Similarly, Martin B. Leon, MD (NewYork-
Presbyterian Hospital/Columbia University 
Medical Center), described some of the 
meeting highlights to TCTMD’s On Record. 
“We think TCT this year is going to be an 
explosive, inspirational—which is one of 
the main themes—and academically very, 
very strong meeting,” he predicted.

Late-Breaking Clinical Trials  
and First Reports

The late breakers kick off today in the 
Main Arena with two trials of multiple nov-
el DES (including two with biodegradable 
polymers) against a US Food and Drug Ad-

ministration (FDA)-approved zotarolimus-
eluting stent, as well as ILUMIEN III. The 
latter trial compares OCT, IVUS, and an-
giography guidance for stenting in stable 
CAD. Speaking to TCTMD’s On Record,  
Gary S. Mintz, MD (Cardiovascular Research  

(TCT 2016, continued on page 20)

TCT 2016’s series of live cases 
kicks off today at 8 am in the Main 
Arena with a special focus on 
China. Two back-to-back cases 
from that country’s largest hospi-
tals are meant to honor this years’ 
Career Achievement Award win-
ner, Runlin Gao, MD.

According to TCT Director 
Martin B. Leon, MD, Gao single-
handedly established interventional cardi-
ology in China through his commitment to 
clinical research and education. “His spirit 

and vision has propelled China as 
a potent world force in cardiovas-
cular medicine,” Leon observed.

Similarly, TCT Director Gregg 
W. Stone, MD, sees Gao as an in-
spiring leader and friend of more 
than a decade. “He has advanced 
medical practice by combining a 
passion for evidence-based med-
icine with the practice of interven-

tional cardiology, contributing importantly 
to our understanding of bare-metal stents, 

LIVE CASES SHINE SPOTLIGHT ON 

China as TCT Honors Runlin Gao

Late-Breaking Clinical Trials
ILUMIEN III (OPTIMIZE PCI): OCT- vs IVUS- vs  
Angio-Guided Stent Implantation in CAD Patients
BIO-RESORT (TWENTE III): Three-Arm Trial of Two 
Different Biodegradable Polymer-Based DES and 
a Durable Polymer-Based DES in an All-Comers 
Population of CAD Patients
BIONICS: Ridaforolimus- vs Zotarolimus-Eluting 
Stent in a More-Comers Population of CAD Patients

First Report Investigations
ABSORB China: 2-Year Clinical Outcomes of 
Everolimus-Eluting Bioresorbable Scaffold vs 
Everolimus-Eluting Metallic Stent in CAD Patients
ABSORB II: 3-Year Clinical Outcomes of Everolimus-
Eluting Bioresorbable Scaffold vs an Everolimus-
Eluting Metallic Stent in CAD Patients
LEADERS FREE: 2-Year Clinical and Subgroup 
Outcomes of Polymer-Free Drug-Coated Stent vs 
BMS in CAD Patients at High Bleeding Risk

Live Cases 
Fu Wai Hospital, National Center for Cardiovascular 
Diseases, Chinese Academy of Medical Sciences, 
Beijing, China
 Main Arena 8 am 
 Coronary Theater 9 am

Zhongshan Hospital, Shanghai, China 
 Main Arena 8:30 am  
 Coronary Theater 10 am

McGill University Health Center, Montreal, Canada 
 Main Arena 10 am 
 Coronary Theater 11 am

Antwerp Cardiovascular Centre, ZNA Middelheim, 
Antwerp, Belgium 
 Coronary Theater 8 am 
 Main Arena 10:30 am

Today’s Highlights
See pages 3-4 for agenda  

with session times and locations. 

Runlin Gao, MD
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the heart team
TCTMD feature article explores 
what happens when theory meets 
practice.

page 6

magic johnson
The basketball legend will deliver 
the TCT keynote address on 
Monday.

page 8

internships and 
fellowships
In 2016, CRF continued its tradition 
of training young people.

page 14

tct360
New virtual learning program 
provides year-round access to the 
TCT experience.

page 14

one-stop shop for 
cardiology news  
With a relaunch, TCTMD.com aims 
to enrich the user experience.

page 16

Resolute Integrity™

Zotarolimus-Eluting
Coronary Stent

DxTerity™ and DxTerity™ TRA
Diagnostic Catheters

Melody™ 
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TAVR System

Visit our booth to learn more about our interventional innovations.
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TCT 2016: Inspiration,  
Perspiration, and Election Fever
By Shelley Wood and L.A. McKeown

(China, continued on page 20)
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SUNDAY AgendA

The Exhibit Hall, located on level 2, is the place to learn, 
network, relax and stay updated on the newest  
and latest in the industry. 
More than 120 booths fill the large hall with the latest, cutting-edge products and services 
selected just for you    Today, it will be open from 8 am to 5 pm

tct daily 3

BREAKFAST MEETINGS
6:30 am–8 am

Moving Forward in Anticoagulation Care With the 
Availability of a Reversal Agent (Sponsored by 
Boehringer-Ingelheim)
Room 145B, Level 1

Contrast-Induced Acute Kidney Injury: Focus on 
Hydration and Dye Saving (Sponsored by CRF, Supported 
by Osprey Medical and RenalGuard Solutions, Inc.)
Room 143C, Level 1

The Transcatheter Revolution – Are You and the Heart 
Team Ready? (Sponsored by CRF, Supported by 
Medtronic, Inc.)
Room 144C, Level 1

Intra-aortic Balloon Counterpulsation for Percutaneous 
Aortic Valve or Complex PCI Procedures: Award-Winning 
Case Presentations (Sponsored by CRF, Supported by 
Getinge Group)
Room 144A, Level 1

Cathworks “Wire-less” Angiography FFR: Clinical 
and Cath Lab Integration Pathways (Sponsored by 
CathWorks Ltd)
Room 145A, Level 1

A New Era in Fusion Imaging for Structural Heart 
Procedures (Sponsored by Siemens)
Room 143A, Level 1

Chocolate: Second Generation Balloon DCB Platform 
(Sponsored by TriReme Medical, LLC)
Room 144B, Level 1

Endovascular Carotid Barostimulation: A Novel 
Interventional Approach to Hypertension Treatment 
(Sponsored by Vascular Dynamics, Inc.)
Room 149, Level 1

MAIN ARENA 1
8 am–1 pm

Ballroom, Level 3

Plenary Session I. Live Cases
8 am–8:30 am Fu Wai Hospital, National Center for Cardiovascular 
Diseases, Chinese Academy of Medical Sciences, Beijing, China
8:30 am–9 am Zhongshan Hospital, Shanghai, China

Plenary Session II. Late-Breaking Clinical Trials 1: 
Cosponsored by The Lancet
9 am–10 am

•	 ILUMIEN III (OPTIMIZE PCI): A Prospective, 
Randomized Trial of OCT-Guided vs IVUS-Guided vs 
Angio-Guided Stent Implantation in Patients With 
Coronary Artery Disease

•	 BIO-RESORT (TWENTE III): A Prospective, Randomized 
Three-Arm Trial Comparing Two Different Biodegradable 
Polymer-Based Drug-Eluting Stents and a Durable 
Polymer-Based Drug-Eluting Stent in an All-Comers 
Population of Patients With Coronary Artery Disease

•	 BIONICS: A Prospective, Randomized Trial of a 
Ridaforolimus-Eluting Coronary Stent vs a Zotarolimus-
Eluting Stent in a More-Comers Population of Patients 
With Coronary Artery Disease

Plenary Session III. Live Cases
10 am–10:30 am McGill University Health Center, Montreal, Canada
10:30 am–11 am Antwerp Cardiovascular Centre, ZNA Middelheim, 
Antwerp, Belgium

Plenary Session IV. Career Achievement Award
11 am–11:15 am

Plenary Session V. TCT Focus Session #1: The Innovators 
Roundtable
11:15 am–12:15 pm

Featured Lecture: Interventional Innovation Is Alive and 
Well – Reflections and Predictions

Featured Lecture: The Digital Health Revolution Will Transform 
Cardiovascular Disease Management in the Future

Plenary Session VI. First Report Investigations 1
12:15 pm–1 pm

•	 ABSORB China: Two-Year Clinical Outcomes From a 
Prospective, Randomized Trial of an Everolimus-Eluting 
Bioresorbable Vascular Scaffold vs an Everolimus-Eluting 
Metallic Stent in Patients With Coronary Artery Disease

•	 ABSORB II: Three-Year Clinical Outcomes From a 
Prospective, Randomized Trial of an Everolimus-Eluting 
Bioresorbable Vascular Scaffold vs an Everolimus-Eluting 
Metallic Stent in Patients With Coronary Artery Disease

•	 LEADERS FREE: Two-Year Clinical and Subgroup 
Outcomes From a Prospective, Randomized Trial of 
a Polymer-Free Drug-Coated Stent and a Bare Metal 
Stent in Patients With Coronary Artery Disease at High 
Bleeding Risk

CORONARY THEATER I
8 am–12 pm

Hall A, Lower Level

Session I. Live Cases: LM/Bifurcation
8 am–9 am Antwerp Cardiovascular Centre, ZNA Middelheim, Antwerp, 
Belgium
9 am–10 am Fu Wai Hospital, National Center for Cardiovascular 
Diseases, Chinese Academy of Medical Sciences, Beijing, China

Session II. Live Cases: CTOs/CHIP
10 am–11 am Zhongshan Hospital, Fudan University, Shanghai, China
11 am–12 pm McGill University Health Center, Montreal, Canada

INTERACTIVE TECHNOLOGY CENTER
Hall A, Lower Level

Interactive Technology Center: Hands on Hearts
8 am–2 pm

ITC Theater: LAA and Mitral
9 am–2 pm

INNOVATION AT TCT SESSIONS

Interventional Innovation I: Interventional Innovation and 
Best Technological Concepts I
8 am–12 pm

Room 209, Level 2

iASSESS, DAY 1 
8 am–5:30 pm

Room 102, Level 1

CARDIOVASCULAR PROFESSIONALS 
(CVP) COURSE, PART II: MAIN SESSIONS
8 am–5:30 pm

Room 204, Level 2

Session I. Welcome and Introductory Keynote
8 am–8:20 am

Session II. Transcatheter Aortic Valve Therapies
8:20 am–9:45 am

Session III. Transcatheter Mitral/Tricuspid 
Therapies – Current and Emerging Therapies
9:45 am–10:30 am

Session IV. Structural Heart Disease:  
It’s Not Only Valves!
10:30 am–11:30 am

Session V. TCT360 – Peripheral Vascular Intervention
11:30 am–12:30 pm

INTERNATIONAL SESSIONS

Controversies in Left Main PCI  
Presented by Bulgarian Society of Interventional 
Cardiology; Hungarian Working Group of Interventional 
Cardiology; Hong-Kong Stent Group; Romanian Working 
Group of Interventional Cardiology
8:30 am–10:30 am 
Presentation Theater 2, Hall A, Lower Level

TAVR in Patients With Severe Mitral Regurgitation 
and Coronary Artery Disease 
Presented by the Coronary Atheroma and Interventional 
Cardiology Group (GACI); German Society of Cardiology, 
Working Group on Interventional Cardiology, Czech 
Association of Interventional Cardiology and the Polish 
Association of Cardiovascular Interventions
8:30 am–10:30 am  
Presentation Theater 1, Hall A, Lower Level

Management of Complex Cardiovascular and 
Structural Interventions  
Presented by the Working Group on Interventional 
Cardiology, Cardiology Society of Serbia; FYR 
Macedonian Society of Cardiology; Hellenic Society 
Working Group on Interventional Cardiology; Cyprus 
Society of Cardiology; and Slovenian Working Group for 
Interventional Cardiology
1 pm–2:30 pm

Room 208AB, Level 2

Challenging Complex Cases From Tunisia, Iran, and 
UAE 
Presented by Tunisian Working Group on Interventional 
Cardiology (GTCI), Iranian Society of Interventional 
Cardiology (ISOIC), and Emirates Cardiac Society
2:30 pm–4 pm 
Presentation Theater 2, Hall A, Lower Level

Complex Cases and Complications in Coronary and 
Structural Intervention  
Presented by the Portuguese Association of Interventional 
Cardiology (APIC); Sociedade Brasileira de Hemodinâmica 
e Cardiología Intervencionista (SBHCI); Philippine Heart 
Association and the Singapore Cardiac Society
2:30 pm–4 pm

Presentation Theater 1, Hall A, Lower Level

Our Most Educational Interventional Cases  
Presented by Colegio Argentino de Cardioangiólogos 
Intervencionistas (CACI) and Groupe Atheroma et 
Cardiologie Interventionnelle (GACI)
2:30 pm–4 pm

Room 208AB, Level 2

Current PCI Controversies in Left Main Intervention  
Presented by the Canadian Association of Interventional 
Cardiology; Danish Cardiological Society; Vietnamese 
Cardiovascular Society; Korean Society of Interventional 
Cardiology.
4 pm–6 pm

Presentation Theater 1, Hall A, Lower Level

Current PCI Hot Topics: Management of 
Complications and BRS for Complex Lesions 
Presented by AICT (Asian Interventional Cardiovascular 
Therapeutics), APSIC (Asian Pacific Society of 
Interventional Cardiology), TSCI (Taiwan Society of 
Cardiovascular Interventions), ISIC (Indonesian Society 
of Interventional Cardiology), CIAT (Cardiovascular 
Intervention Association of Thailand), and CVIT (Japanese 
Association of Cardiovascular Intervention and 
Therapeutics) 
4 pm–5:30 pm

Presentation Theater 2, Hall A, Lower Level

(agenda, continued on next page)
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Session VI. Visit Nurse Tech Exhibits/ Lunch
12:30 pm–1 pm

Session VII. Keynote
1 pm–1:30 pm

Session VIII. 25th Anniversary Special Session
1:30 pm–2:15 pm

Session IX. Complex Higher-Risk (and Indicated) Patients (CHIP)
2:15 pm–3:30 pm

Session X. Debates/Controversies
3:30 pm–4:30 pm

Session XI. Cath Lab Challenge
4:30 pm–5:30 pm

EDITED TAPED CASES
Edited Taped Cases I: Miscellaneous: LV Reduction, Renal 
Denervation, TAVR, and Virtual Reality Imaging
9 am –10:20 am

Presentation Theater 4, Exhibit Hall, Level 2

Edited Taped Cases II: Coronary and Peripheral Intervention
3 pm–4 pm

Presentation Theater 4, Exhibit Hall, Level 2

SPECIAL SESSIONS
Japan-USA Synergies 12th Year at TCT – HBD 2016 Think 
Tank West
8 am–5 pm

Room 203, Level 2

Advances in Endovascular Treatment of Aortic Disease: 
Learning Through Cases and Debates
10:30 am–12 pm

Room 146A, Level 1

TCT 2016 Transcatheter Heart Valve Innovation Session
2 pm–6 pm

Room 202, Level 2

MODERATED POSTER SESSIONS
Circulatory Support
10:30 am–11:30 am

Moderated Posters and Challenging Cases 1, Exhibit Hall, Level 2

PCI and Patients With Renal Insufficiency
10:30 am–11:30 am

Moderated Posters and Challenging Cases 2, Exhibit Hall, Level 2

Primary PCI and Patient Subsets
10:30 am–11:30 am

Moderated Posters and Challenging Cases 3, Exhibit Hall, Level 2

Thrombectomy and Primary PCI
10:30 am–11:30 am

Moderated Posters and Challenging Cases 4, Exhibit Hall, Level 2

Culprit vs Complete Revascularization in Primary PCI
3 pm–4 pm

Moderated Posters and Challenging Cases 1, Exhibit Hall, Level 2

Physiologic Lesion Assessment
3 pm–4 pm

Moderated Posters and Challenging Cases 2, Exhibit Hall, Level 2

Pulmonary Thromboembolism and Pulmonary Hypertension 
3 pm–4 pm

Moderated Posters and Challenging Cases 3, Exhibit Hall, Level 2

TAVR Outcomes
3 pm–4 pm

Moderated Posters and Challenging Cases 4, Exhibit Hall, Level 2

PRESENTATION THEATER PROGRAMS
The DAPT Decision: Do Polymers Matter? (Sponsored by Abbott)
11:30 am–12:30 pm 
Presentation Theater 5, Exhibit Hall, Level 2

LDL and the Interventional Cardiologist (Sponsored by AMGEN)
11:30 am–12:30 pm

Presentation Theater 4, Exhibit Hall, Level 2

New FDA Indications for the Use of Percutaneous Hemodynamic 
Support: Improving Outcomes in Protected PCI (CHIP) and CGS 
(Sponsored by CRF, Supported by ABIOMED, Inc.)
11:30 am–12:30 pm 
Presentation Theater 3, Exhibit Hall, Level 2

What Every Interventionalist Needs to Know About Atrial 
Fibrillation, Anticoagulation, and the Role of Antidotes 
(Sponsored by CRF, Supported by Boehringer Ingelheim 
Pharmaceuticals, Inc., Boston Scientific Corporation, and 
Bristol-Myers Squibb, Inc./Pfizer, Inc.)
11:30 am–12:30 pm

Presentation Theater 1, Hall A, Lower Level

Trialign: The New Era of Tricuspid Repair (Sponsored by 
Mitralign)
11:30 am–12:30 pm

Presentation Theater 2, Hall A, Lower Level

Building Absorb Experience in the Lab (Sponsored by Abbott)
1 pm–2 pm

Presentation Theater 5, Exhibit Hall, Level 2

ADVANCING Control With the Lotus Edge TAVR System 
(Sponsored by Boston Scientific Corporation)
1 pm–2 pm

Presentation Theater 3, Exhibit Hall, Level 2

Left Atrial Appendage Closure: Outstanding Data, 
Outstanding Questions (Sponsored by CRF, Supported by 
SentreHEART, Inc.)
1 pm–2 pm

Presentation Theater 2, Hall A, Lower Level

TAVR in 2016: Realities and Controversies! (Sponsored by 
CRF, Supported by Edwards Lifesciences)
1 pm–2 pm

Presentation Theater 1, Hall A, Lower Level

Beyond Bare Metal: Precise and Durable Outcomes With 
the GORE® TIGRIS® Vascular Stent (Sponsored by Gore & 
Associates)
1 pm–2 pm

Presentation Theater 4, Exhibit Hall, Level 2

LEARN THE TECHNIQUE LUNCHES
12 pm–1 pm

Below the Knee Access and Intervention
Room 103B, Level 1

Complex Bifurcations (Organized by the European 
Bifurcation Club)
Room 145B, Level 1

CTO Antegrade Re-entry Techniques
Room 144B, Level 1

Interventional “Rich Emotional Experiences” (aka 
Complications)
Room 143B, Level 1

Management of Calcified Coronary Lesions
Room 145A, Level 1

Nuts and Bolts of FFR, iFR, and CFR
Room 103A, Level 1

Nuts and Bolts of OCT Imaging
Room 143A, Level 1

Paravalvular Leak Closure
Room 143C, Level 1

Procedural Optimization of Bioresorbable Vascular Scaffolds
Room 144A, Level 1

TAVR Tips and Tricks
Room 144C, Level 1

Transseptal Puncture
Room 149, Level 1

Acute Infarct Angioplasty and Cardiogenic Shock
Room 145A, Level 1

Bailout Techniques for Transradial Complications
Room 103A, Level 1

Carotid and Stroke Intervention
Room 144A, Level 1

Complex Congenital Interventions
Room 143B, Level 1

CTO Retrograde Re-entry Techniques
Room 144B, Level 1

LAA Occlusion Tips and Tricks
Room 145B, Level 1

Left Main Intervention
Room 103B, Level 1

MitraClip Tips and Tricks
Room 144C, Level 1

Nuts and Bolts of IVUS and NIRS Imaging
Room 143A, Level 1

Venous Disease Intervention
Room 143C, Level 1

When Bypass Grafts Fail
Room 149, Level 1

DIDACTIC SESSIONS

Clinical Trial Design, Statistics, and Interpretation
2 pm–6:07 pm

Room 206, Level 2

Interventional Therapies for Hypertension (Renal 
Denervation and Beyond)
2 pm–6 pm

Room 209, Level 2

Left Atrial Appendage Closure, Part 1: Indications and 
Outcomes
2 pm–6:07 pm

Room 152, Level 1

Metallic Drug-Eluting Stents: New Data, New Directions
2 pm–6:23 pm

Room 151, Level 1

PCI Pharmacotherapy: Procedural Antithrombins and Acute/
Chronic DAPT
2 pm–6:03 pm

Room 201, Level 2

Peripheral Vascular Intervention, Part 1: Aortoiliac, Renal, 
Mesenteric, and Venous
2 pm–6 pm

Room 146, Level 1

Radial Access and Intervention
2 pm–6 pm

Room 150, Level 1

The Left Main and Bifurcation Summit, Part 1: Technique and 
Cases
2 pm–6 pm

Room 207, Level 2

Transcatheter Aortic Valve Therapies Part 1: Evolving Clinical 
Indications for TAVR – Now and in the Future
2 pm–6 pm

Room 146B/C, Level 1

Transcatheter Mitral Valve Therapies Part 1: Current 
Standard of Care
2 pm–6:07 pm

Room 147, Level 1

MODERATED CHALLENGING CASES
4 pm–5 pm

Coronary I
Moderated Posters and Challenging Cases 1, Exhibit Hall, Level 2

Coronary II
Moderated Posters and Challenging Cases 2, Exhibit Hall, Level 2

Endovascular
Moderated Posters and Challenging Cases 3, Exhibit Hall, Level 2

Structural I
Moderated Posters and Challenging Cases 4, Exhibit Hall, Level 2

PARTNERSHIP SESSIONS
4 pm–5 pm

SOLACI in Partnership With TCT: Complex Clinical Cases 
Resolved With Current Evidence
Room 143B, Level 1

Partnership Session: TCT Highlights at BIT
Room 144A, Level 1

EVENING PROGRAMS
6 pm–8 pm

Breaking Barriers Through Disruptive Technologies 
(Sponsored by Boston Scientific Corporation) 
Marriott Marquis, Liberty Ballroom, Level M4

A New Era of P2Y12 Inhibitors: Transitioning From 
Intravenous to Oral Platelet Inhibition After PCI (Sponsored 
by CRF, Supported by CHIESI USA, Inc.)
Marriott Marquis, Marquis Ballroom, Salon 1-4, Level M2

DESolve® NXT…The NEXT Breakthrough in BRS Innovation 
(Sponsored by Elixir Medical Corp.)
Marriott Marquis, Marquis Ballroom, Salon 6, Level M2

Interventional Management of Complex Patients: Cutting-
edge Technologies for the Advanced Interventionalist 
(Sponsored by St. Jude Medical)
Marriott Marquis, Marquis Ballroom, Salon 5, Level M2

Check the CRF Events app or go online at 
tctconference.com for the most current agenda
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By Yael L. Maxwell
Attend any large cardiology meeting this 
year, and you’ll lose track of the number 
of times you hear the term “heart team.” 
But ask anyone what it actually means 
in practice, and you won’t hear the same 
thing twice.

Is it activated for all cardiology patients 
or just those with 
complex structural 
disease? Does 
the team involve 
only cardiologists 
and surgeons or 
do these mem-
bers also invite 
the opinions of 
anesthesiologists 
and palliative care 

specialists? Is it a Heart Team (note the 
capitalization) that meets at a scheduled 
time once a week, or are informal heart 
team discussions held in the hallways 
when convenient? 

Ajay Kirtane, MD (Columbia Uni-
versity Medical Center, New York, NY), 
told TCTMD that he has observed “a lot 
of disagreement” over the heart team 
concept. Some people “have a specific 
idea” of what it entails, he said. “Other 
people really just mean it as a more neb-
ulous idea.”

On paper, the notion of a team of 
healthcare professionals working to-
gether to improve the outcomes of a 
cardiology patient seems to be a good 
one. However, the environment in which 
many of the world’s leading physicians 
have been trained has historically fos-
tered more of an autonomous approach. 
In the last decade, a shift toward greater 
cooperation has been encouraged by 
institutions and sometimes mandated 
by governments and payers, but these 
efforts have had to challenge deep-
seated attitudes and hierarchies.

As a result, while the idealized Heart 
Team makes sense in theory, “its imple-
mentation in real life for patients [runs] 
into some very expected challenges, 
which have to do with the culture of 
medicine that has been very ingrained, 
to really bridge divisions and different 
cultures that have been in existence for 
decades,” Ori Ben-Yehuda, MD (Car-
diovascular Research Foundation, New 
York, NY), told TCTMD. Giving a “fancy 
name” to a process does not inherently 
alter practice, he added.

Kirtane agrees that people use the 
term loosely. “Just because you can put 
the word ‘team’ after something doesn’t 
necessarily mean it’s functioning in that 
way,” he observed. Many physicians 
will say they are part of an organized 
Heart Team, for example, but in reality, 

the multidisciplinary conversation never 
happens, he added.

Furthermore, every Heart Team will 
have its champions and its followers, 
cardiothoracic surgeon Kendra Grubb, 
MD (University of Louisville and Jew-
ish Hospital, KY), told TCTMD, and it is 
“hard to say” how interactions between 
the two parties differ among institutions. 
“There’s not one heart team model that’s 
going to work right for every institution,” 
she added.

Bridging the Silos
The heart team concept first emerged 

during the SYNTAX trial, published in 
the New England Journal of Medicine in 

2009. To best assess whether patients 
with severe coronary disease would 
benefit more from CABG or PCI, consul-
tations were required by both a cardiac 
surgeon and an interventionalist, and 
the two practitioners decided together 
on a treatment plan. 

“Traditionally cardiovascular care has 
been metered out in territorial silos, with 
medical cardiologists, interventional 
cardiologists, and surgeons all oper-
ating pretty much in their own strictly 
defined areas without as much cross-
communication as would be needed, 
and sometimes with more competition 
and antagonism than is constructive to 
patients,” Martin B. Leon, MD (Colum-
bia University Medical Center), said.

Many of the 
initial Heart 
Teams oper-
ated similarly to 
the long-running 
multidisciplinary 
tumor boards in 
oncology and 
transplant teams 
in cardiology. 

With the advent of TAVR, where the 
pivotal trials were led together by both 
interventional cardiologists and sur-
geons, it became clear that additional 
perspectives were needed to inform 
treatment decisions in frail, elderly 
patients with complex disease. Geri-
atricians, anesthesiologists, imaging 
specialists, nephrologists, and social 

workers were — many of them for the 
first time — invited to participate in col-
laborative decision-making.

This collaboration became so essen-
tial that in 2012 the Centers for Medicare 
& Medicaid Services mandated a heart 
team approach for all patients receiving 
TAVR as a prerequisite for reimburse-
ment. For patients with coronary disease, 
the European Society of Cardiology 
guidelines recommended the concept as 
a Class I indication as of 2010, and the 
US guidelines followed suit in 2012.

Of course, multidisciplinary care 
has been a mainstay of cardiovascular 
medicine for much longer than the past 
few years. “We’ve always had a cath 

lab team. Always,” said Bernadette 
Speiser, MSN (VA Palo Alto Health Care 
System, CA), a nurse manager who has 
worked in cardiology for more than 30 
years. Now, this cooperation is merely 
being taken one step further, she noted.

Follow the Money
Along with Grubb, Mathew Williams, 

MD (NYU Langone Medical Center, New 
York, NY), is one of only a few people 
trained in both interventional cardiol-
ogy and cardiac surgery. While the 
concept of the heart team is good, he 
said, the big problem is reimbursement. 
The traditional hospital model in which 
the cardiology department operates 
independently of the cardiac surgery 
department inevitably puts the two in 
competition for patients, for which they 
are independently reimbursed.

“I’m not proposing that people are 
doing inappropriate procedures for 
money, though obviously that does hap-
pen at some places,” Williams said. “But 
I think if my incentive is to just make 
sure we treat the patient the best we 
can at my institution, that’s very different 
than being told I have to do X number of 
surgeries, because those types of things 
influence your decision. So if it’s a true 
Heart Team . . . where you’re not looking 
at those numbers, then it becomes less 
biased.”

Similarly, Ben-Yehuda said that for 
the heart team to evolve, “we have 
to get to a model that pays for what 

we want people to do.” In the current 
fee-for-service system, clinicians are 
financially motivated to increase their 
productivity, so time spent in nonreim-
bursable meetings or consultations can 
limit their compensation potential.

However, Kirtane said he would be 
“very, very reluctant to mandate beyond 
what’s already happened and tie reim-
bursement to successful performance 
of a heart team-based approach, be-
cause what it actually means to do this 
is so institution-dependent.”

Leon, likewise, pointed out that not all 
team participants could be reimbursed 
equally. Beyond the procedure itself, he 
said, “it’s very difficult to account for 
everybody’s time, contribution, and re-
imbursement level for every aspect of 
[care].”

Williams pointed to institutions with 
“so-called” heart teams, where essentially 
the second provider — either the surgeon 
or interventionalist — participates “just to 
bill” and not to help with decision making.

Who Belongs on the Team?
Apart from who should be paid, and 

how much, it is unclear exactly who be-
longs on the Heart Team and, in particu-
lar, which nonphysician members play 
essential roles. 

Clinical decisions made within a 
Heart Team setting are typically made by 
a mix of cardiac surgeons, interventional 
cardiologists, referring cardiologists, 
anesthesiologists, and imaging special-
ists, but support staff can also be ac-
tive members. “The reality is without the 
nonphysicians, there is no Heart Team,” 
Leon said. “Any level of arrogance that 
suggests that this is a physician-only 
game is ridiculous.”

But attitudes are slow to change. 
Looking back on her career, Speiser 
said she remembers a time when 
nurses would have to stand up to give 
physicians their seats and also go on 
coffee runs. While the Heart Team has 
“absolutely” improved relations among 
hospital staff, most of the hostility that 
still occurs comes from insecurity and 
egocentricity, she noted.

Then there are the patients them-
selves. As much as the term “heart 
team” is used in cardiology, “patient-
centered care” is heard with even 
greater frequency throughout contem-
porary medicine. With physicians striving 
more than ever for their patients to have 
optimal informed consent, it would only 
make sense that these people would 
also be considered members of the 
Heart Team.

However, in a TCTMD survey, more 
than half of 247 respondents said the 
patient does not belong on the Heart 
Team, and a corresponding 31.6% said 
they never consider the patient to be a 
participant.

Where Theory Meets Practice:  
Getting to the Heart of the Heart Team 

Ajay Kirtane, MD

“It’s like anything else in life. If people are 
committed to do it, you can find a way to do it. 
But you can easily find . . . excuses for why it 
shouldn’t be done.”- Martin B. Leon, MD

Martin B. Leon, MD

The original version of this story was published by  on March 30, 2016.
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We are committed to innovation that 
embraces intricacies and complexities. 
Our exceptional tools and education pro-
grams empower physicians with
the confi dence they need to perform 
ever-more challenging procedures and 
spark progress.

At Terumo Interventional Systems, we 
constantly work to refi ne and perfect our 
products so that interventionalists can 
do more. That is why we support great 
thinking that pushes back the boundaries
of our fi eld.

PUSHING BOUNDARIES
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Attendees can expect an entertaining 
and enlightening hour when NBA leg-
end, philanthropist, and businessman 
Earvin “Magic” Johnson delivers the 
keynote address on Monday evening at 
8:30 pm in the Main Arena.

“This year’s TCT theme is inspiration, 
and there is no one who more typifies 
the meaning of that word than Magic 
Johnson,” said TCT Director Gregg W. 
Stone, MD (NewYork-Presbyterian Hos-
pital/Columbia University Medical Cen-
ter, New York, NY). 

“Magic has inspired millions in over-
coming a deadly medical disease, in ad-
vancing underserved communities, as a 
sports icon and entrepreneur, and with his 
grace, dignity, and humor. And yes, with 
that smile that truly represents the joy in 
humanity,” he added. “We could not be 
more excited that Magic Johnson will be 
spending time with us at TCT 2016.”

Born in 1959 in Lansing, MI, the two-
time Hall of Famer is best known for his 
13 seasons as point guard for the Los 
Angeles Lakers. Today he is Chairman 
and CEO of Magic Johnson Enterpris-
es, which is focused on addressing the 
educational, health, and social needs of 
ethnically diverse and underserved ur-
ban communities throughout the United 
States.

After being diagnosed with HIV in 
1991, Johnson became an outspoken 
advocate for HIV-positive people. Over 
the last 20 years, his nonprofit Magic 
Johnson Foundation has been actively 
involved in HIV/AIDS awareness and 

prevention programs, as well as in com-
munity empowerment centers. Earlier 
this year he announced the establish-
ment of the Earvin “Magic” Johnson 
Endowed Scholarship Fund to support 
students working toward degrees at 
South Carolina State University School 
of Business, the only state-assisted 
historically black university.

“Magic Johnson exemplifies the quest 
for excellence and defying all obstacles 

in life—not only 
succeeding as a 
respected athlete 
but also making a 
lasting contribution 
to society,” said 
TCT Co-Director 
Roxana Mehran, 
MD (Mount Sinai 
School of Medi-
cine, New York, 

NY). “As physicians, we strive for such 
perseverance and dedication in our own 
lives. I think there is much we can learn 
from Magic Johnson about the similar 
paths we travel.”

As a global businessman, Johnson 

has invested in a wide variety of enter-
prises in multiple industries, using his 
expertise and “Magicizing” philosophy 
to make companies and their products 
stronger and more appealing. He is 
credited with the development of over 
100 Starbucks locations in underserved 
urban areas. He also has ties to a num-
ber of sports franchises, including the 

Los Angeles Dodgers, and is actively 
involved in the creation of a new foot-
ball stadium that will bring an NFL team 
back to Los Angeles and create thou-
sands of jobs for the city. 

“Magic is someone who has meant so 
many things to so many people over the 
years,” commented TCT Co-Director Ajay 
Kirtane, MD, SM (NewYork-Presbyterian 
Hospital/Columbia University Medical 
Center). “As an avid basketball fan, I’ve al-
ways loved the way he played the game, 
but his impact has obviously transcended 
the game of basketball and he has been 
an inspiration to others. Having him come 
and share his thoughts and experiences 
with our TCT audience is something that 
I am personally looking forward to very 
much.”

Basketball Legend Earvin Johnson  
Set to Bring the ‘Magic’ to TCT Keynote

Roxana Mehran, MD

“Magic Johnson exemplifies the quest for 
excellence and defying all obstacles in life—not 
only succeeding as a respected athlete but also 
making a lasting contribution to society.”- Roxana Mehran, MD

MAGIC AT 
TCT 2016!
RARE OPPORTUNITY TO SPEND TIME WITH A LEGEND…

EARVIN “MAGIC” 
JOHNSON
Special Keynote Speaker

MONDAY, OCTOBER 31, 2016
8:30 PM-9:30 PM (Main Arena)

ICONIC ATHLETE

INNOVATIVE BUSINESSMAN

INSPIRING PHILANTHROPIST  
AND MOTIVATIONAL SPEAKER

Don’t miss this exciting event! Space is 
available on a first-come, first-served basis.

Supported by
Abbott, Abiomed, Boston Scientific Corp., and Medtronic.

A balanced way of thinking 
about it, Grubb said, is to leave the 
patients out of the imaging review 
and frank conversation that often 
occurs among the care team. They 
can later be brought into the fold 
once all the professional Heart 
Team members have weighed in 
and a recommendation for care is 
determined. “Then not only is it im-
portant for the patient to be part of 
the Heart Team, they’re an essen-
tial key member,” she said.

More Than a ‘Slogan’
In the future, the team will evolve 

“as therapies become less depen-
dent on one subspecialty or anoth-
er,” Leon said. “What therapies are 
available will dictate the necessary 
components of the Heart Team.”

Predicting that structural heart 
disease will more often be treated 
percutaneously than surgically in 
the future, Williams suggested that 
surgeons may need to evolve some 
of their skillset. This could enable 
them to “become more important 
contributors [to the Heart Team] 
rather than just showing up for the 
procedure so they can bill for half of 
it,” he commented.

Outside of TAVR and catheter-
based mitral valve interventions, 
Speiser thinks the heart team 
concept will “expand to other dis-
ciplines.” Hospitals will see its 
practice as “a necessity” from the 
patient’s perspective, she said, and 
“there will be ways in the future to 
code and bill for it.” 

As sticklers for evidence-based 
medicine, some physicians have 
called for data supporting a rationale 
for the team approach. Williams, 
however, believes such a study 
“would be tough,” requiring as much 
analysis of psychology and man-
agement as of patient outcomes. 

Ultimately the heart team should 
not merely be a “slogan,” Leon ar-
gued, but rather “something that’s 
substantive [and] embedded into the 
fiber of how we manage patients with 
complex cardiovascular disease.” 

And most experts agree, the 
hurdles can be overcome with the 
right planning, the right definitions, 
and the right reimbursement. “It’s 
like anything else in life,” Leon said. 
“If people are committed to do it, 
you find a way to do it. But you can 
easily find all of those as excuses 
for why it shouldn’t be done.”

Disclosures:
l Ben-Yehuda, Leon, Grubb, 

Kirtane, Speiser, and Williams 
report no relevant conflicts of 
interest.

(heart Team, continued from page 6)
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Edwards SAPIEN 3 Transcatheter Heart Valve

Now Approved for 
Intermediate-Risk Patients

Edwards SAPIEN valves are the only transcatheter heart valves  
approved for use in intermediate-risk patients in the United States. 

›  See the Clinical Difference at the Edwards Lifesciences Booth #1500

Lower Than Surgery*75%

All-cause Mortality *
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Disabling Stroke*
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Edwards Lifesciences

IMPORTANT SAFETY INFORMATION

Edwards SAPIEN 3 Transcatheter Heart Valve with the 
Edwards Commander Delivery System

Indications: The Edwards SAPIEN 3 transcatheter heart valve, model 
9600TFX, and accessories are indicated for relief of aortic stenosis in 
patients with symptomatic heart disease due to severe native calcific 
aortic stenosis who are judged by a Heart Team, including a cardiac 
surgeon, to be at intermediate or greater risk for open surgical therapy 
(i.e., predicted risk of surgical mortality ≥ 3% at 30 days, based on the 
Society of Thoracic Surgeons (STS) risk score and other clinical  
co-morbidities unmeasured by the STS risk calculator).  

Contraindications: The valve and delivery systems are contraindicated 
 in patients who cannot tolerate an anticoagulation/antiplatelet regimen 
or who have active bacterial endocarditis or other active infections. 

Warnings: Observation of the pacing lead throughout the procedure  
is essential to avoid the potential risk of pacing lead perforation. There 
may be an increased risk of stroke in transcatheter aortic valve 
replacement procedures, as compared to balloon aortic valvuloplasty 
or other standard treatments in high or greater risk patients. The 
devices are designed, intended, and distributed for single use only.  
Do not resterilize or reuse the devices. There are no data to support 
the sterility, nonpyrogenicity, and functionality of the devices after 
reprocessing. Incorrect sizing of the valve may lead to paravalvular leak, 
migration, embolization, and/or annular rupture. Accelerated 
deterioration of the valve may occur in patients with an altered calcium 
metabolism. Prior to delivery, the valve must remain hydrated at all 
times and cannot be exposed to solutions other than its shipping 
storage solution and sterile physiologic rinsing solution. Valve leaflets 
mishandled or damaged during any part of the procedure will require 
replacement of the valve. Caution should be exercised in implanting a 
valve in patients with clinically significant coronary artery disease. 
Patients with pre-existing mitral valve devices should be carefully 
assessed prior to implantation of the valve to ensure proper valve 
positioning and deployment. Do not mishandle the delivery system  
or use it if the packaging or any components are not sterile, have been 
opened or are damaged (e.g., kinked or stretched), or if the expiration 
date has elapsed. Use of excessive contrast media may lead to renal 
failure. Measure the patient’s creatinine level prior to the procedure. 
Contrast media usage should be monitored. Patient injury could occur 
if the delivery system is not un-flexed prior to removal. Care should  
be exercised in patients with hypersensitivities to cobalt, nickel, 
chromium, molybdenum, titanium, manganese, silicon, and/or 
polymeric materials. The procedure should be conducted under 
fluoroscopic guidance. Some fluoroscopically guided procedures are 
associated with a risk of radiation injury to the skin. These injuries may 
be painful, disfiguring, and long-lasting. Valve recipients should be 
maintained on anticoagulant/antiplatelet therapy, except when 
contraindicated, as determined by their physician. This device has  
not been tested for use without anticoagulation. 

Precautions: Long-term durability has not been established for the 
valve. Regular medical follow-up is advised to evaluate valve 
performance. Glutaraldehyde may cause irritation of the skin, eyes, nose, 
and throat. Avoid prolonged or repeated exposure to, or breathing of, 
the solution. To maintain proper valve leaflet coaptation, do not 
overinflate the deployment balloon. Appropriate antibiotic prophylaxis  
is recommended post-procedure in patients at risk for prosthetic valve 
infection and endocarditis. Safety, effectiveness, and durability have not 
been established for valve-in-valve procedures. Safety and effectiveness 
have not been established for patients with the following 
characteristics/comorbidities: non-calcified aortic annulus; severe 
ventricular dysfunction with ejection fraction < 20%; congenital 
unicuspid or congenital bicuspid aortic valve; mixed aortic valve disease 
(aortic stenosis and aortic regurgitation with predominant aortic 
regurgitation > 3+); pre-existing prosthetic heart valve or prosthetic 
ring in any position; severe mitral annular calcification (MAC), severe  

(> 3+) mitral insufficiency, or Gorlin syndrome; blood dyscrasias defined 
as leukopenia (WBC < 3000 cells/mL), acute anemia (Hb < 9 g/dL), 
thrombocytopenia (platelet count < 50,000 cells/mL), or history of 
bleeding diathesis or coagulopathy; hypertrophic cardiomyopathy with 
or without obstruction (HOCM); echocardiographic evidence of 
intracardiac mass, thrombus, or vegetation; a known hypersensitivity or 
contraindication to aspirin, heparin, ticlopidine (Ticlid), or clopidogrel 
(Plavix), or sensitivity to contrast media, which cannot be adequately 
premedicated; significant aortic disease, including abdominal aortic or 
thoracic aneurysm defined as maximal luminal diameter 5 cm or greater, 
marked tortuosity (hyperacute bend), aortic arch atheroma (especially  
if thick [> 5 mm], protruding, or ulcerated) or narrowing (especially with 
calcification and surface irregularities) of the abdominal or thoracic 
aorta, severe “unfolding” and tortuosity of the thoracic aorta; access 
characteristics that would preclude safe placement of 14F or 16F 
Edwards eSheath introducer set, such as severe obstructive calcification, 
severe tortuosity, or diameter less than 5.5 mm or 6 mm, respectively; or 
bulky calcified aortic valve leaflets in close proximity to coronary ostia. 

Potential Adverse Events: Potential risks associated with the overall 
procedure including potential access complications associated with 
standard cardiac catheterization, balloon valvuloplasty, the potential 
risks of conscious sedation and/or general anesthesia, and the use of 
angiography: death; stroke/transient ischemic attack, clusters, or 
neurological deficit; paralysis; permanent disability; respiratory 
insufficiency or respiratory failure; hemorrhage requiring transfusion  
or intervention; cardiovascular injury including perforation or dissection 
of vessels, ventricle, myocardium, or valvular structures that may require 
intervention; pericardial effusion or cardiac tamponade; embolization 
including air, calcific valve material, or thrombus; infection including 
septicemia and endocarditis; heart failure; myocardial infarction; renal 
insufficiency or renal failure; conduction system defect which may  
require a permanent pacemaker; arrhythmia; retroperitoneal bleed; 
arteriovenous (AV) fistula or pseudoaneurysm; reoperation; ischemia or 
nerve injury; restenosis; pulmonary edema; pleural effusion; bleeding; 
anemia; abnormal lab values (including electrolyte imbalance); 
hypertension or hypotension; allergic reaction to anesthesia, contrast 
media, or device materials; hematoma; syncope; pain or changes at the 
access site; exercise intolerance or weakness; inflammation; angina; 
heart murmur; and fever. Additional potential risks associated with the 
use of the valve, delivery system, and/or accessories include: cardiac 
arrest; cardiogenic shock; emergency cardiac surgery; cardiac failure or 
low cardiac output; coronary flow obstruction/transvalvular flow 
disturbance; device thrombosis requiring intervention; valve 
thrombosis; device embolization; device migration or malposition 
requiring intervention; valve deployment in unintended location; valve 
stenosis; structural valve deterioration (wear, fracture, calcification, 
leaflet tear/tearing from the stent posts, leaflet retraction, suture line 
disruption of components of a prosthetic valve, thickening, stenosis); 
device degeneration; paravalvular or transvalvular leak; valve 
regurgitation; hemolysis; device explants; nonstructural dysfunction; 
mechanical failure of delivery system and/or accessories; and  
non-emergent reoperation. 

Edwards Crimper 

Indications: The Edwards Crimper is indicated for use in preparing the 
Edwards SAPIEN 3 transcatheter heart valve for implantation. 

Contraindications: There are no known contraindications.

Warnings: The devices are designed, intended, and distributed for 
single use only. Do not resterilize or reuse the devices. There is no 
data to support the sterility, nonpyrogenicity, and functionality of the 
devices after reprocessing. 

Precautions: For special considerations associated with the use of the 
Edwards Crimper prior to valve implantation, refer to the Edwards SAPIEN 
3 transcatheter heart valve Instructions for Use. 

Potential Adverse Events: There are no known potential adverse events 
associated with the Edwards Crimper. 

CAUTION: Federal (United States) law restricts these devices to sale by or on the order of a physician.

Edwards, Edwards Lifesciences, the stylized E logo, Edwards Commander, Edwards eSheath, Edwards SAPIEN, Edwards SAPIEN 3, eSheath, SAPIEN,  
SAPIEN 3, and TFX are trademarks of Edwards Lifesciences Corporation. All other trademarks are the property of their respective owners.

© 2016 Edwards Lifesciences Corporation. All rights reserved. PP--US-0292 v2.0

Edwards Lifesciences • One Edwards Way, Irvine CA 92614 USA • edwards.com
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The #1 choice of physicians for 
intravascular imaging and physiology1

Adding confidence and simplicity to  
your complex workflows, including BRS 
Philips Volcano’s unique, fast plug-and-play Eagle Eye Platinum imaging and hyperemia-free iFR  
modality become even more valuable with SyncVision co-registration and angiographic enhancement.   
See how SyncVision can simplify your cases today.

1. Market share based on sales of Eagle Eye Platinum IVUS catheters and PrimeWire and Verrata physiology wires compared to competitors. Data on File.

Visit booth #1938 to learn more.  
www.volcanocorp.com/tct1
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Edwards Lifesciences

IMPORTANT SAFETY INFORMATION

Edwards SAPIEN 3 Transcatheter Heart Valve with the 
Edwards Commander Delivery System

Indications: The Edwards SAPIEN 3 transcatheter heart valve, model 
9600TFX, and accessories are indicated for relief of aortic stenosis in 
patients with symptomatic heart disease due to severe native calcific 
aortic stenosis who are judged by a Heart Team, including a cardiac 
surgeon, to be at intermediate or greater risk for open surgical therapy 
(i.e., predicted risk of surgical mortality ≥ 3% at 30 days, based on the 
Society of Thoracic Surgeons (STS) risk score and other clinical  
co-morbidities unmeasured by the STS risk calculator).  

Contraindications: The valve and delivery systems are contraindicated 
 in patients who cannot tolerate an anticoagulation/antiplatelet regimen 
or who have active bacterial endocarditis or other active infections. 

Warnings: Observation of the pacing lead throughout the procedure  
is essential to avoid the potential risk of pacing lead perforation. There 
may be an increased risk of stroke in transcatheter aortic valve 
replacement procedures, as compared to balloon aortic valvuloplasty 
or other standard treatments in high or greater risk patients. The 
devices are designed, intended, and distributed for single use only.  
Do not resterilize or reuse the devices. There are no data to support 
the sterility, nonpyrogenicity, and functionality of the devices after 
reprocessing. Incorrect sizing of the valve may lead to paravalvular leak, 
migration, embolization, and/or annular rupture. Accelerated 
deterioration of the valve may occur in patients with an altered calcium 
metabolism. Prior to delivery, the valve must remain hydrated at all 
times and cannot be exposed to solutions other than its shipping 
storage solution and sterile physiologic rinsing solution. Valve leaflets 
mishandled or damaged during any part of the procedure will require 
replacement of the valve. Caution should be exercised in implanting a 
valve in patients with clinically significant coronary artery disease. 
Patients with pre-existing mitral valve devices should be carefully 
assessed prior to implantation of the valve to ensure proper valve 
positioning and deployment. Do not mishandle the delivery system  
or use it if the packaging or any components are not sterile, have been 
opened or are damaged (e.g., kinked or stretched), or if the expiration 
date has elapsed. Use of excessive contrast media may lead to renal 
failure. Measure the patient’s creatinine level prior to the procedure. 
Contrast media usage should be monitored. Patient injury could occur 
if the delivery system is not un-flexed prior to removal. Care should  
be exercised in patients with hypersensitivities to cobalt, nickel, 
chromium, molybdenum, titanium, manganese, silicon, and/or 
polymeric materials. The procedure should be conducted under 
fluoroscopic guidance. Some fluoroscopically guided procedures are 
associated with a risk of radiation injury to the skin. These injuries may 
be painful, disfiguring, and long-lasting. Valve recipients should be 
maintained on anticoagulant/antiplatelet therapy, except when 
contraindicated, as determined by their physician. This device has  
not been tested for use without anticoagulation. 

Precautions: Long-term durability has not been established for the 
valve. Regular medical follow-up is advised to evaluate valve 
performance. Glutaraldehyde may cause irritation of the skin, eyes, nose, 
and throat. Avoid prolonged or repeated exposure to, or breathing of, 
the solution. To maintain proper valve leaflet coaptation, do not 
overinflate the deployment balloon. Appropriate antibiotic prophylaxis  
is recommended post-procedure in patients at risk for prosthetic valve 
infection and endocarditis. Safety, effectiveness, and durability have not 
been established for valve-in-valve procedures. Safety and effectiveness 
have not been established for patients with the following 
characteristics/comorbidities: non-calcified aortic annulus; severe 
ventricular dysfunction with ejection fraction < 20%; congenital 
unicuspid or congenital bicuspid aortic valve; mixed aortic valve disease 
(aortic stenosis and aortic regurgitation with predominant aortic 
regurgitation > 3+); pre-existing prosthetic heart valve or prosthetic 
ring in any position; severe mitral annular calcification (MAC), severe  

(> 3+) mitral insufficiency, or Gorlin syndrome; blood dyscrasias defined 
as leukopenia (WBC < 3000 cells/mL), acute anemia (Hb < 9 g/dL), 
thrombocytopenia (platelet count < 50,000 cells/mL), or history of 
bleeding diathesis or coagulopathy; hypertrophic cardiomyopathy with 
or without obstruction (HOCM); echocardiographic evidence of 
intracardiac mass, thrombus, or vegetation; a known hypersensitivity or 
contraindication to aspirin, heparin, ticlopidine (Ticlid), or clopidogrel 
(Plavix), or sensitivity to contrast media, which cannot be adequately 
premedicated; significant aortic disease, including abdominal aortic or 
thoracic aneurysm defined as maximal luminal diameter 5 cm or greater, 
marked tortuosity (hyperacute bend), aortic arch atheroma (especially  
if thick [> 5 mm], protruding, or ulcerated) or narrowing (especially with 
calcification and surface irregularities) of the abdominal or thoracic 
aorta, severe “unfolding” and tortuosity of the thoracic aorta; access 
characteristics that would preclude safe placement of 14F or 16F 
Edwards eSheath introducer set, such as severe obstructive calcification, 
severe tortuosity, or diameter less than 5.5 mm or 6 mm, respectively; or 
bulky calcified aortic valve leaflets in close proximity to coronary ostia. 

Potential Adverse Events: Potential risks associated with the overall 
procedure including potential access complications associated with 
standard cardiac catheterization, balloon valvuloplasty, the potential 
risks of conscious sedation and/or general anesthesia, and the use of 
angiography: death; stroke/transient ischemic attack, clusters, or 
neurological deficit; paralysis; permanent disability; respiratory 
insufficiency or respiratory failure; hemorrhage requiring transfusion  
or intervention; cardiovascular injury including perforation or dissection 
of vessels, ventricle, myocardium, or valvular structures that may require 
intervention; pericardial effusion or cardiac tamponade; embolization 
including air, calcific valve material, or thrombus; infection including 
septicemia and endocarditis; heart failure; myocardial infarction; renal 
insufficiency or renal failure; conduction system defect which may  
require a permanent pacemaker; arrhythmia; retroperitoneal bleed; 
arteriovenous (AV) fistula or pseudoaneurysm; reoperation; ischemia or 
nerve injury; restenosis; pulmonary edema; pleural effusion; bleeding; 
anemia; abnormal lab values (including electrolyte imbalance); 
hypertension or hypotension; allergic reaction to anesthesia, contrast 
media, or device materials; hematoma; syncope; pain or changes at the 
access site; exercise intolerance or weakness; inflammation; angina; 
heart murmur; and fever. Additional potential risks associated with the 
use of the valve, delivery system, and/or accessories include: cardiac 
arrest; cardiogenic shock; emergency cardiac surgery; cardiac failure or 
low cardiac output; coronary flow obstruction/transvalvular flow 
disturbance; device thrombosis requiring intervention; valve 
thrombosis; device embolization; device migration or malposition 
requiring intervention; valve deployment in unintended location; valve 
stenosis; structural valve deterioration (wear, fracture, calcification, 
leaflet tear/tearing from the stent posts, leaflet retraction, suture line 
disruption of components of a prosthetic valve, thickening, stenosis); 
device degeneration; paravalvular or transvalvular leak; valve 
regurgitation; hemolysis; device explants; nonstructural dysfunction; 
mechanical failure of delivery system and/or accessories; and  
non-emergent reoperation. 

Edwards Crimper 

Indications: The Edwards Crimper is indicated for use in preparing the 
Edwards SAPIEN 3 transcatheter heart valve for implantation. 

Contraindications: There are no known contraindications.

Warnings: The devices are designed, intended, and distributed for 
single use only. Do not resterilize or reuse the devices. There is no 
data to support the sterility, nonpyrogenicity, and functionality of the 
devices after reprocessing. 

Precautions: For special considerations associated with the use of the 
Edwards Crimper prior to valve implantation, refer to the Edwards SAPIEN 
3 transcatheter heart valve Instructions for Use. 

Potential Adverse Events: There are no known potential adverse events 
associated with the Edwards Crimper. 

CAUTION: Federal (United States) law restricts these devices to sale by or on the order of a physician.
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TRUE® FLOW VPC (simulated)2

Competitive Balloon (expected)

The TRUE® FLOW Valvuloplasty Perfusion Catheter’s 

novel design includes eight balloons wrapped in a 

proprietary fi ber shell that forms an open inner lumen. 

It is the only device on the market1 engineered to allow 

continuous cardiac blood fl ow, independent of the 

heart's rhythmic state.

To fi nd out more about the TRUE® FLOW Valvuloplasty 

Balloon or other BAV products from Bard, please visit 

www.BardPV.com/Valvuloplasty.
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TCT has always 
prided itself on the 
comprehens ive 
scope of educa-
tion it packs into 
the meeting each 
year. In order to 
extend that ex-
perience while 
enhancing the 
efficiency of the 

meeting itself, the course directors are 
introducing a major new innovation for 
TCT 2016: a year-round virtual learning 
program known as TCT360 that will kick 
off when the meeting concludes.

“The goal of TCT360 is to reduce the 
duration of attendance required at the 
live meeting while extending the reach 
of the meeting throughout the year,” 
said TCT Director Gregg W. Stone, MD 
(NewYork-Presbyterian Hospital/Colum-
bia University Medical Center, New York, 
NY). Nearly 50 hours of exclusive con-
tent is being recorded on-site this week 
for subsequent viewing on TCTMD, the 
website owned and operated by CRF. 

“Having so many of the world’s ex-
perts in one place during TCT is fantastic, 
but we have more content than we can 
realistically fit into the meeting—or than 
any of the attendees can possibly absorb 
within 1 week,” Stone added. “TCT360 
offers a convenience factor that we hope 
people will enjoy: the ability to repeatedly 
return to the site and view new sessions 

to stay on top of the up-to-date educa-
tional content for which TCT is known.” 

These exclusive sessions are being 
recorded with presenters, moderators, 
and discussants as if there were an 
audience, Stone explained. The con-
tent will be edited and become avail-
able soon thereafter on TCTMD. In 
addition, all the major sessions at TCT 
2016 are being recorded and edited 
in a novel manner, so that viewers will 
feel as if they are at the meeting. The 
presentation format will go beyond 
just downloading and clicking through 
slides, he said. “The goal is to create 
a virtual meeting experience that will 
captivate the attention of a physician, 
healthcare provider, or other interested 
party, resulting in a greater transfer of 
knowledge (ie, learning).”

Joshua Hartman, MBA, executive di-
rector of the CRF Center for Education, 
concurred that it is a challenge to ask 
physicians to be away from their prac-
tices for 5-6 days to attend everything 
TCT has to offer. “We want them to be 
able to achieve the same level of edu-
cation without having to commit to as 
many days away,” he said.

How It Works
“The person watching the content 

online will see everything they would 
normally see in a session, but the bo-
nus is that this is on demand, at your 
convenience,” noted Stone. “So, if you 

are in your office and want to watch 
one segment perhaps on cutting-edge 
coronary or structural heart intervention 
for even 15-30 minutes, you can watch 
that segment and then return another 
time to complete the session, or watch 
something else of interest. The viewer is 
now in charge. The goal is that he or she 
will have access to the TCT experience 
year-round.”

This online venture helps TCT attend-
ees with a scenario many of them know 

all too well, Stone 
said. “How many 
times do you want 
to attend a TCT 
didactic session, 
but can’t because 
of an even more 
compelling concur-
rent session, or a 
networking meet-
ing, etc? TCT360 

will solve that problem as most of the 
sessions will still be there when you are 
ready for them.”

This year, TCT offers 11 didactic 
tracks that take a deep-dive look into 
topics ranging from TAVR and mitral 
valve therapies to heart failure and 
high-risk coronary and peripheral vas-
cular interventions. Each track con-
tains four parts that are presented over 
consecutive days. Although each di-
dactic has four parts, only three will be 
presented live at TCT, with the fourth 

part being the one recorded without an 
audience, said Hartman. 

“The four presentations within each 
didactic run for a total of 10 minutes, 
followed by 10 minutes of panel discus-
sion for a total segment length of 50 
minutes,” he added. 

To add an even more innovative com-
ponent, many of the sessions will initial-
ly be presented on TCTMD with a live 
moderator who takes questions from 
the audience watching the virtual ses-
sion. Like the others, those sessions will 
then be archived on the site. Finally, all 
the Main Arena sessions and those from 
the Coronary and Structural Heart The-
aters will also be available for viewing in 
this novel TCT360 format.

According to Stone, incorporating 
the virtual education concept into TCT 
is a natural fit for a meeting known for 
innovative learning formats. Couple that 
with the course directors’ goal to con-
vert the weeklong TCT experience into a 
year-long outreach opportunity, and the 
new educational vehicle was born.

If the project is successful, he said, 
the amount of content provided virtually 
likely will be expanded next year. “The 
course organizers are very interested in 
receiving feedback into how this new 
initiative is perceived and will continue 
to modify both the amount of content in 
TCT360, as well its presentation format, 
based on critical user feedback,” Stone 
concluded.

TCT360 to Provide Year-Round Learning Experience

Gregg W. Stone, MD

Joshua Hartman, MBA

In the summer of 2016, the Cardiovascu-
lar Research Foundation (CRF) continued 
its tradition of training young people inter-
ested in careers related to research and 
education. Students involved in CRF’s 

fellowship and internship programs 
got hands-on experience in journalism, 
communications, finance, and science.

Jason Kahn Fellowship in Medical 
Journalism

Now in its second year, the Jason 
Kahn Fellowship in Medical Journalism, 
aims to help foster the careers of aspir-
ing reporters. The program is in honor of 
Jason Kahn, the former news editor of 

TCTMD, who passed away in December 
2014.

“Jason was a very skilled reporter and 
editor, but most importantly he valued 
being a mentor,” said TCTMD’s current 

news editor, Caitlin E. Cox. “We’re con-
tinuing this by passing on our knowledge 
to young journalists.”

The 2016 recipient of the Kahn Fel-
lowship is Michael H. Wilson, currently 
earning his master’s degree in Journal-
ism at the City University of New York.

For 10 weeks this summer, Wilson 
reported on practice-changing research 
and trends for TCTMD and, in the pro-
cess, gained first-hand experience in 

analyzing medical studies, interviewing 
sources, and writing. He is also working 
on-site at TCT to help put together the 
TCT Daily.

“I thoroughly enjoyed my time work-
ing with the TCTMD editorial team,” he 
said. “I had the rare privilege to learn 
from professionals with a wealth of 
experience and expertise in medical 
journalism, specifically as it applies to 
interventional cardiology. I was able to 
learn the ins and outs of covering such 
a nuanced and important field.”

CRF Internships
In addition to the Jason Kahn Fel-

lowship, CRF offers internships in each 
of its four divisions: the Clinical Trials 
Center (CTC), the Center for Education 
(CED), Skirball Center for Innovation 
(SCI), and Corporate.

CRF had eight interns spread 
throughout various departments in sum-
mer 2016. They were:
n Hyun-Seo Lee, Corporate (HR)—NYU 
n Eric Fleshman, CED (Websites)—

Fordham University

n Daniel Kraus, Corporate (Finance)—
Fordham University 

n Ashley Hepner, Corporate (External 
Relations)—Bastyr University 

n Peter Galligan, CTC (Project Devel-
opment)—NYU Graduate School of 
Business

n Axel Hernandez, CED—Baruch Col-
lege 

n Samantha Stone, SCI—Wellesley 
College 

n Adantchede Zannou SCI—The City 
College of New York
Andrew F. Kraus, CRF’s chief operat-

ing officer, said the internships give young 
individuals exposure to many facets of 
business within the life sciences industry.  

“The focus is on involving the in-
terns in meaningful tasks associated 
with ongoing projects such that they 
become valuable members of the CRF 
team, actively helping us to achieve the 
objectives associated with the founda-
tion’s mission,” he said.

Applicants to the internships must 
have completed at least freshman year 
at a university or college, be at least 18 
years of age, and be legally permitted 
to work in the United States. For more 
information, email careers@crf.org with 
“CRF Fellowship and Internship Oppor-
tunities” in the subject line.

“The focus is on involving the interns in 
meaningful tasks associated with ongoing 
projects such that they become valuable members 
of the CRF team.”— Andrew F. Kraus

CRF Offers Students Real-World  
Training in Multiple Disciplines
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we treat the highest
volume of cardiac  
patients in the nation*.
NewYork-Presbyterian – comprising both Columbia University Medical Center and Weill 

Cornell Medicine – provides care to the largest number of cardiac patients in the country. 

Within interventional cardiology, this includes more than 3,500 percutaneous coronary 

interventional procedures and over 550 transcatheter aortic valve replacements annually 

with clinical outcomes that are among the best nationwide.

Faculty from Columbia University and Weill Cornell have been principal investigators for  

all generations of the PARTNER trials and are currently playing a leadership role in  

34 major clinical trials in the field.  Among them are:

• ABSORB III trial for a bioresorbable vascular scaffold

• BIONICS trial for a drug-eluting coronary stent system

• SENTINEL pivotal trial on cerebral protection during TAVR

Each year, NewYork-Presbyterian and its academic collaborators conduct six major 

educational programs in interventional cardiology and partner on several international 

meetings. In addition, in 2015, NewYork-Presbyterian hosted 25 training courses  

on TAVR fundamentals, chronic total occlusion, and PCI.

TCT founders and conference directors Martin Leon and Gregg Stone, along with their 

colleagues at NewYork-Presbyterian, are proud to once again bring you the world’s  

premier meeting in interventional cardiovascular medicine.

*Source: 2016-2017 US News & World Report  Ranking of Top 50 Adult  Cardiology & Heart  Surgery Hospitals.

Visit NewYork-Presbyterian’s booth at the L Street Bridge.

To learn more about our innovations in cardiovascular care, visit nyp.org
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Live Cases are 
being broadcast 
this year in high 
definition from 20 
locations around 
the globe. In a 
continuing series 
highlighting indi-
vidual transmis-
sion sites, we talk 

with William Nicholson, MD, of WellSpan 
Health York Hospital (York, PA).

TCT Daily: Please tell us about your insti-
tution and any interesting location facts.

Dr. Nicholson:
Wellspan Health System is a large 

multihospital system serving the pa-
tients of York, Lancaster, and Adams 
Counties in South Central Pennsylvania.  
Our system serves historic Gettysburg, 
site of the most famous battle of the 
Civil War and Abraham Lincoln’s Gettys-
burg Address. York is an historic city and 
served as the first capitol of the United 
States of America, where drafting and 
adoption of the Articles of the Confeder-
ation occurred in 1777. York is the home 
of numerous world famous businesses: 
Harley Davidson Motorcycles, Pullman 
Automobiles, Pfaltzgraff potteries, and 

York Barbell and its World Weight Lifting 
Hall of Fame. Our area serves the snack 
food capital of the world, with Utz Pota-
to Chips, Snyder’s of Hanover, Hanover 
Foods, Wolfgang Candy, Martin’s Potato 
Chips, Gibbles Potato Chips, York Pep-
permint Patties, and Hershey Chocolate 
Factory. This has earned us the dubi-
ous distinction as the fourth most obese 
county in the United States. 

TCT Daily: What types of procedures do 
you focus on? How does your team ap-
proach unique and/or complex cases?

Dr. Nicholson:
Our program includes an all-encom-

passing structural heart division per-
forming TAVR, percutaneous mitral valve 
repair, and atrial appendage occlusion. 
We have been an active enroller in the 
PARTNER trials for the past 4 years. We 
are most known for our complex percu-
taneous coronary intervention program. 
York Hospital serves as the top regional 
referral center for chronic total occlu-
sions (CTOs), performing over 200 CTO 
PCIs per year with over 40% of the cases 
being referred from outside of our catch-
ment area. The successful development 
of our CTO program has been the focus 
of numerous national meetings, including 

TCT, CRT, and CTO Summit. 

TCT Daily: What types of research does 
your group focus on? Have there been 
any significant publications from your 
site over the past 5 years?

Dr. Nicholson:
The future of interventional cardiol-

ogy remains an exciting and progressive 
field. The obvious rapid development 
of the structural heart arena remains 
exciting. In addition, there will undoubt-
edly be technological advancements in 
the world of complex percutaneous in-
tervention. Much like the early days of 
angioplasty, these advancements will 
translate into more simplified, predict-
ably successful, and safe procedures. 
In particular, the world of CTO PCI will 
continue to advance to a level in which 
even our most difficult cases will be-
come efficiently successful endeavors. 
As our patient population becomes old-
er and has more complex anatomy, our 
skill sets and techniques will continue to 
progress on a commensurate trajectory.

TCT Daily: Where do you see the future 
of interventional cardiology headed? 
How do you see the next 5 years of your 
institution?

Dr. Nicholson:
We are engaged in a wide array of 

clinical research trials throughout the 

scope of cardiology. We have a long 
history of involvement in multiple drug 
trials including the Occluded Artery 
Trial (OAT), many TIMI trials, elec-
trophysiology trials, coronary stent 
trials including ABSORB and BIO-
FLOW, peripheral stent trials, heart 
failure trials including the upcoming 
TAVR UNLOAD, TAVR trials includ-
ing PARTNER 2 and PARTNER 3, and 
CTO trials including EXPERT CTO and 
OPEN CTO. We are consistently a top 
enroller in the CTO trial arena, pro-
viding cutting-edge technology and 
procedural technique access for our 
patients. We have also participated in 
investigator-initiated trials.

TCT Daily: What are you most looking 
forward to at TCT 2016?

Dr. Nicholson:
TCT promises to again be an exciting 

conference, and I am particularly looking 
forward to the results of trials within the 
complex PCI arena. EXCEL’s results will 
be interesting to hear with regards to left 
main intervention. We should continue 
to learn about the safety and benefits of 
CTO PCI in the OPEN-CTO Registry pre-
sentations. It is also always interesting to 
hear of new techniques and strategies for 
CTO PCI such as electrocautery-assisted 
reentry and other novel approaches to 
what are clearly the most challenging 
cases in interventional cardiology.

Since its launch in 2000, TCTMD.com has 
provided outstanding, comprehensive 
news and education in the ever-evolving 
field of cardiovascular medicine. Begin-
ning this week, users can now see the 
fruits of an innovative and elegant rede-
sign.

“TCTMD has been around for 16 
years, and the website had only been 
through one or two significant changes 
prior to this,” said Joshua Hartman, 
MBA, executive director of the CRF 
Center for Education and one of the 
founders of TCTMD. “The time had 
come, due to its success and the in-
vestment that CRF has made in infra-
structure and personnel, to take it to 
the next level.”

According to Shelley Wood, CRF’s 
editorial director and managing editor 
of TCTMD, it was important that the 
new design encourage readers com-
ing to the website for one type of con-
tent to also engage with other, related 
content. “To be able to offer slides, for 
example, or video commentary, that 
accompany a study we’ve covered as 
news just enriches the experience for 
the visitor,” Wood noted.

Cleaner Look, Better Navigation, 
and Easier to Search

At the outset of their 2-year effort, the 
TCTMD redesign team conducted focus 
groups and surveys to better understand 

what was most 
important to users 
and where the site 
could improve. 

“We coupled 
that valuable in-
put with feedback 
from our own in-
ternal editorial and 
digital teams at 
CRF to home in on 

our goals and objectives,” commented 
Stephanie Gutch, associate director of 
TCTMD/Digital. “We then partnered with 
Constructive, an exceptional design and 
development firm, who helped strategize 
and execute this long-awaited update. To 
say this has been a team effort would be 
an understatement.”

Wood pointed out some highlights of 
the new design to TCT Daily: a fresh, clean 
look; more intuitive navigation; a vastly 
improved search tool; more opportuni-
ties for interaction and personalization, 

and a novel layout that swiftly tells visitors 
the most important news or information 
they need to know about that day without 
losing sight of other topics that will also 
pique their interest. The design is also 
fully responsive and optimized for mobile, 
enhancing how it looks and operates on 
handheld devices and tablets.

The TCTMD team feels the work was 
well worth the long hours of planning 
and meetings.

“When I joined the site a year ago, my 
sole focus was on news and other edito-
rial content,” Wood said. “I wanted to be 
a part of a new website that would re-
ally become a daily stopover for people 
wanting to stay up to speed on the lat-
est news and controversies in cardiology. 
Working with Stephanie on the redesign 
has helped me understand all of the oth-
er kinds of information we offer users on 
TCTMD and how that content syncs with 
what we’re doing on the news side of 
things. Plus, I’ve gotten to know the great 
people doing this work at CRF—that’s 
been a hugely enjoyable part of this.”

The biggest difficulty the redesign 
team faced, she added, was wanting 
to make a lot of changes all at once. 

“We actually have further developments 
planned, but we want to first take a 
pause and get a sense for how people 
are engaging with the site—what works, 
what doesn’t, etc—and then take our cue 
from that.” 

 New Content Every Day
As for what features are likely to attract 

TCTMD readers most and keep them 
coming back for more, Wood said there 
are simply too many great things to list.

“But for sure, this will be a one-stop 
shop for people to search for anything 
they’re looking for in terms of clinical 
trial results, major studies, hot topics and 
controversies in cardiology, slide presen-
tations, and clinical guideline summaries,” 
she observed. “And with new content ev-
ery day, this really can be your homepage 
or the mobile site you turn to when you’ve 
got a few minutes of downtime.”

On the news side, TCTMD is already 
known for producing some of the best 
cardiology coverage online, Wood add-
ed. “Now we have a beautiful new home 
in which to showcase it.”

Hartman agreed. “I am extremely 
proud of both the internal participation 
and leadership of the redesign as well as 
the partnership with the firms that we’ve 
contracted with to develop a state-of 
the-art online learning experience,” he 
said. “I could never have anticipated 
how far TCTMD would come.”

SPOTLIGHT ON 
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TCTMD Reimagines the  
‘One-Stop Shop’ for Cardiology News 

William Nicholson, MD

Stephanie Gutch
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we treat the highest
volume of cardiac  
patients in the nation*.
NewYork-Presbyterian – comprising both Columbia University Medical Center and Weill 

Cornell Medicine – provides care to the largest number of cardiac patients in the country. 

Within interventional cardiology, this includes more than 3,500 percutaneous coronary 

interventional procedures and over 550 transcatheter aortic valve replacements annually 

with clinical outcomes that are among the best nationwide.

Faculty from Columbia University and Weill Cornell have been principal investigators for  

all generations of the PARTNER trials and are currently playing a leadership role in  

34 major clinical trials in the field.  Among them are:

• ABSORB III trial for a bioresorbable vascular scaffold

• BIONICS trial for a drug-eluting coronary stent system

• SENTINEL pivotal trial on cerebral protection during TAVR

Each year, NewYork-Presbyterian and its academic collaborators conduct six major 

educational programs in interventional cardiology and partner on several international 

meetings. In addition, in 2015, NewYork-Presbyterian hosted 25 training courses  

on TAVR fundamentals, chronic total occlusion, and PCI.

TCT founders and conference directors Martin Leon and Gregg Stone, along with their 

colleagues at NewYork-Presbyterian, are proud to once again bring you the world’s  

premier meeting in interventional cardiovascular medicine.

*Source: 2016-2017 US News & World Report  Ranking of Top 50 Adult  Cardiology & Heart  Surgery Hospitals.

Visit NewYork-Presbyterian’s booth at the L Street Bridge.

To learn more about our innovations in cardiovascular care, visit nyp.org
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Live Cases are 
being broadcast 
this year in high 
definition from 20 
locations around 
the globe. In a 
continuing series 
highlighting indi-
vidual transmis-
sion sites, we talk 

with Justin Davies, MD, of Hammersmith 

Hospital, Imperial College Healthcare 
NHS Trust (London, England).

TCT Daily: Please tell us about your insti-
tution and any interesting location facts.

Dr. Davies:
Hammersmith Hospital is in central 

London and is part of Imperial College 
NHS Trust. Imperial has many acclaimed 
scientists and Nobel Prize winners in-

cluding Alexander Fleming for the dis-
covery of penicillin and Rodney Porter 
for research on the chemical structure 
of antibodies. Other famous scientists 
include Augustus Waller, who under-
took pioneering work leading to the 
first ECG recordings, and William Stan-
ley Peart, who isolated and determined 
the structure of angiotensin. In addition 
to a rich history of scientific research, 
famous graduates include Roger Ban-
nister, the first man to run a sub-4-min-
ute mile. Imperial remains the mater-
nity unit to the Royal Family, with both 
Prince George and Princess Charlotte 
being born there in recent years.

TCT Daily: What types of procedures do 
you focus on? How does your team ap-
proach unique and/or complex cases?

Dr. Davies:
Coronary revascularization using 

physiological and imaging guidance. We 
have pioneered the development of iFR 
coregistration, which maps the coronary 
physiology data onto the angiogram 
in near real time. Having a greater un-
derstanding of where focal and diffuse 
lesions are helps us better target re-
vascularization and leads to improved 
physiology following PCI.

TCT Daily: What types of research does 
your group focus on? Have there been 
any significant publications from your 
site over the past 5 years?

Dr. Davies:
Our focus is on the development 

and application of physiology and 
imaging to complex revascularization 
with an improved patient experience 
and cost-effectiveness. In recent times 
my group has developed wave inten-
sity analysis (a tool to identify the 
contributions the myocardium makes 
to coronary blood flow), iFR (instan-
taneous wave-free ratio), and iFR 
Scout (iFR pullback). Together these 
techniques have helped to gain under-
standing of the effects of myocardial 
and epicardial pathology on coronary 
blood flow. The ADVISE study, first 
presented as a late-breaking clinical 
trial at TCT 2011, is now being used 
routinely in clinical practice to guide 
and simplify revascularization (SYN-
TAX 2 study, and DEFINE-FLAIR and 
iFR-SwedeHeart).

TCT Daily: Where do you see the future 
of interventional cardiology headed? 
How do you see the next 5 years of your 
institution?

Dr. Davies:
Engineering solutions have continued 

to power the development of intervention-
al cardiology. I suspect that over the next 
5 years we will continue to see huge ad-
vances. The cath lab will become increas-
ingly connected with the tools around us, 
ultimately leading to much of the work we 
do routinely being replaced by computers 
that drive wires and deliver stents. Like pi-
lots on airplanes, humans will continue to 
maintain an important role in overseeing 
decision-making and stepping in rapidly 
when unexpected circumstances arise. 

TCT Daily: What are you most looking 
forward to at TCT 2016?

Dr. Davies:
TCT provides the opportunity to meet 

and interact with leaders in interventional 
cardiology from all around the world. There 
are frequently many ways to achieve an 
objective in interventional cardiology, and 
it’s always enjoyable to see how the same 
disease is being managed in the live case 
demonstrations from London to Tokyo. 

SPOTLIGHT ON 

TCT 2016 Live Case Sites

Justin Davies, MD
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Foundation, New York, NY), called IL-
UMIEN III “the first real comparison of 
all three modalities.”

Tomorrow morning’s Late-Breaking 
Clinical Trial session is dedicated to the 
two much anticipated trials comparing 
surgery and PCI for left main coronary 
artery disease. EXCEL, conducted in 
the United States and Europe, enrolled 
1,905 patients and looked at the pri-
mary composite endpoint of all-cause 
mortality, MI, or stroke. The Nordic-Bal-
tic-British Left Main Revascularization 
Study (NOBEL) was designed with an 
intended enrollment of 1,200 subjects 
and a primary composite endpoint of 
death, stroke, non-index-treatment-
related MI and new revascularization 
(either PCI or CABG).

Stone, who is presenting the EXCEL 
results, called this left main session 
“one of the most anticipated highlights” 
of TCT 2016. In the SYNTAX trial, sur-
gery was still superior to first-gener-
ation DES, he noted. “But of course, 
DES have gotten substantially better 
since then, and we also have evidence 
from subgroup analyses from those 
earlier studies that patients with low 
and intermediate anatomic complexity 
might do very well with PCI.” 

On Tuesday, the late breakers step 
away from the coronary vasculature 
and instead focus on the aortic valve. 
The first of that session’s three TAVR 
trials is SENTINEL, looking at the use 
of cerebral protection to prevent cere-
brovascular events. That’s followed by 
2-year quality of life results from PART-
NER II and 5-year echocardiographic 
results from PARTNER I. 

The fourth and final Late-Breaking 
Clinical Trial session, on Wednesday, 
again features three trials. ILLUME-
NATE US is testing a paclitaxel-coated 
balloon for the treatment of superficial 
femoral and popliteal arteries. The oth-

er two studies are focused on left atrial 
appendage closure for stroke preven-
tion—one featuring the results of the 
WATCHMAN postapproval study and 
the other a registry study from Europe 
using the Amplatzer Amulet closure de-
vice. 

Immediately following the late break-
ers Sunday through Wednesday are the 
four First Report Investigation sessions. 
Each has a mix results ranging from 
mechanistic studies for a host of new 
bioresorbable scaffolds to longer-term 
clinical follow-up from ABSORB II and 
ABSORB China. “As you know, biore-
sorbable scaffolds have been shown 
to be noninferior to everolimus drug-
eluting stents at 1 year, although there 
were trends towards increased adverse 
events that were noted,” Stone told re-
porters on the telebriefing. “Whether 
these results will be maintained at 2 or 
3 years, we’ll get important information 
from these two trials.”

Other first reports include 5-year fi-
nal outcomes from the RESPECT trial 
of PFO closure for cryptogenic stroke, 
the COLOR trial looking at lipid-rich 
plaque and 2-year outcomes after 

stenting, and 
PLATINUM DI-
VERSITY. The last 
study addresses 
outcomes of stent 
implantation in 
women and mi-
norities; these, in 
Stone’s words, 
are “two cohorts 
of patients which 

we know to be at higher risk of adverse 
events long term.” The final First Report 
Investigation session, scheduled for 
Wednesday, includes a novel approach 
to “softening” chronic total occlusions 
prior to intervention in TOSCA-5 and 
permanent scaffold stents with biore-
sorbable polymers in two studies.

Outside the Main Tent
Beyond the big trials and registries, 

there are roughly 2,000 oral presenta-
tions including 850 abstracts—out of 
nearly 1,800 submitted—and 48 chal-
lenging case presentations, as well as 
approximately 50 debates and a num-
ber of featured lectures, including one 
by the new FDA commissioner, Robert 
Califf, MD.

Live cases—one of the big draws at 
this meeting—will be broadcast from 
20 international sites into four separate 
theatres, taking up more than 38 hours 
of this year’s program.

There are two special evening 
events. The first is a keynote address 
by basketball legend Earvin “Magic” 
Johnson, Monday night. Then, in a nod 
to the upcoming US elections, a sec-
ond keynote will be given by presiden-
tial historian and Pulitzer Prize-winning 
author Jon Meacham on Tuesday night.

The TCTMD news team is also hop-
ing to take the political pulse of attend-
ees at this year’s meeting. Conference-
goers will get mock ballots with their 
badges and can find additional ballots 
at ballot boxes around the convention 
center (please, no ballot-box stuffing). 
We’re hoping you will cast your (unof-
ficial) vote for the next US president—
whether you are an American citizen or 
not. All votes are anonymous. Results 
will be announced at the Meacham 
keynote.

The entire TCTMD news team will 
be on the ground at TCT 2016. Find all 
our coverage on the new TCTMD web-
site, with highlights also appearing here 
in the TCT Daily newspaper. For color 
commentary, find and follow our report-
ers on Twitter.

Shelley Wood

drug-eluting stents, and restenosis ther-
apies,” Stone said, adding, “His work 
has had an immeasurable impact on the 
growth and quality of interventional car-
diology in China, and has contributed to 
the improved prognosis for patients with 
heart disease around the world.”

China’s Contributions Recognized
Gao graduated from Beijing Medical 

University in 1965, obtained a master’s 
degree from Peking Union Medical Col-
lege, and completed his interventional 
cardiology fellowship training at Loma 
Linda University School of Medicine in 
California. In 1986 he founded the in-
terventional cardiology unit at Fu Wai 

Hospital (Beijing, 
China), which is 
now the largest 
PCI facility in the 
world. He also 
founded China In-
terventional Ther-
apeutics (CIT) in 
partnership with 
TCT, the premier 

meeting of its kind in Asia.
According to TCT Co-Director Gary 

S. Mintz, MD, the award coupled with 
the live cases from China “gives us the 
opportunity to recognize the vital con-
tributions of the Chinese interventional 
community.”

The first case will come from Fu 

Wai Hospital, immediately followed 
by a case from Zhongshan Hospital 
in Shanghai. The cases will be co-
moderated by Leon and Antonio Co-
lombo, MD (Columbus Hospital/San 
Raffaele Hospital, Milan, Italy).

Leon and Stone will honor Gao with 
the Career Achievement Award at 11 am 
in the Main Arena. Gao will then present 
2-year results of the ABSORB China 
trial as the meeting’s initial First Report 
Investigation at 12:15 pm.

“Clinical research is embedded in 
Runlin Gao’s spirit,” Leon said. “We’ve 
been working with him for the past 10 
years, and it has been absolutely mar-
velous to be part of his world and to 
experience his humility, his intelligence, 

his perseverance, and his commitment 
to excellence.” 

Leon added that the live cases from 
China this year reflect Gao’s decades-
long efforts to transform China’s cardiol-
ogy community and ensure high-quality, 
technical environments for patients in 
his country. 

“Runlin Gao is extremely dedicated to 
the most vulnerable patients, in particu-
lar those with acute coronary syndromes 
and STEMI, realizing the challenges that 
face a nation in being able to take care of 
these patients and to make a difference 
in their outcomes,” noted Stone. “As 
a researcher, academician, educator, 
and clinician, he’s the real ‘quadruple 
threat.’”

(TCT 2016, continued from page 1)

(China, continued from page 1)

Gary S. Mintz, MD
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More Ahead 
at TCT 2016
•	 Today at 11 am in the Main 

Arena, Runlin Gao, MD, will be 
presented with the TCT Career 
Achievement Award, honoring 
his commitment to establish the 
field of interventional cardiology 
in China. 

•	 The Geoffrey O. Hartzler Master 
Clinical Operator Award will be 
posthumously presented to Pat-
rick L. Whitlow, MD, on Monday 
at 10:45 am in the Main Arena. 

•	 Also on Monday, the Shark Tank 
Innovation Competition will be 
held from 8 am to noon in Room 
202, Level 2. 

•	 The winner of the Thomas J. 
Linnemeier Spirit of Interven-
tional Cardiology Young  
Investigator Award will be  
announced in the Main Arena 
on Tuesday at 11 am. The three 
finalists are Nikhil Vilas Joshi, 
MBBS, PhD; Rishi Puri, MBBS, 
PhD; and Hiroki Shiomi, MD. 

•	 This year, look for moderated 
challenging cases and moder-
ated posters in the Exhibit Hall, 
Level 2. Check the agenda for 
individual session times today 
through Tuesday. 

•	 TCT Radio is back in English 
and Mandarin. Remember, if 
you miss an episode during 
the busy meeting, all programs 
are rebroadcast throughout the 
year through TCTMD’s podcast 
network.
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Absorb GT1TM  
Bioresorbable Vascular Scaffold System

INDICATIONS
The Absorb GT1 Bioresorbable Vascular Scaffold (BVS) is a temporary scaffold that will 

fully resorb over time and is indicated for improving coronary luminal diameter in patients 
with ischemic heart disease due to de novo native coronary artery lesions (length ≤ 24 mm) 
with a reference vessel diameter of ≥ 2.5 mm and ≤ 3.75 mm.

CONTRAINDICATIONS
The Absorb GT1 BVS System is contraindicated for use in:
• Patients who cannot tolerate, including allergy or hypersensitivity to, procedural 

anticoagulation or the post-procedural antiplatelet regimen. 
• Patients with hypersensitivity or contraindication to everolimus or structurally-related 

compounds, or known hypersensitivity to scaffold components (poly(L-lactide),  
poly(D,L-lactide), platinum) or with contrast sensitivity.

WARNINGS 
• For single use only. Do not resterilize or reuse. Note the product “Use by” date on the 

package. 
• Careful assessment of the target lesion reference vessel diameter and selection of the 

appropriate scaffold diameter relative to the target lesion reference vessel diameter are 
required to minimize potential damage to the scaffold during post-dilatation and to ensure 
adequate scaffold apposition and an appropriate post-implantation minimum lumen diameter.

• In small vessels (visually assessed reference vessel diameter ≤ 2.75 mm), on-line QCA or 
intravascular imaging with intravascular ultrasound or optical coherence tomography 
is strongly recommended to accurately measure and confirm appropriate vessel sizing 
(reference vessel diameter ≥ 2.5 mm). (See Section 8.1.6 – Implantation of Absorb in Small 
Coronary Arteries (Post Hoc Analysis)).

• If quantitative imaging determines a vessel size < 2.5 mm, do not implant the Absorb GT1 BVS. 
Implantation of the device in vessels < 2.5 mm may lead to an increased risk of adverse events 
such as myocardial infarction and scaffold thrombosis. •Adequate lesion preparation prior 
to scaffold implantation is required to ensure safe delivery of the scaffold across the target 
lesion. It is not recommended to treat patients having a lesion that prevents complete inflation 
of an angioplasty balloon. It is strongly recommended to achieve a residual stenosis between 
20% and 40% after pre-dilatation to enable successful delivery and full expansion of the 
scaffold. • Ensure the scaffold is not post-dilated beyond the allowable expansion limits (see 
Absorb GT1 IFU Section 12.7 - Clinician Use Information, Further Expansion of the Deployed 
Scaffold).

• Antiplatelet therapy should be administered post-procedure (see Absorb GT1 IFU Section 9.1 - 
Patient Selection and Treatment, Individualization of Treatment).

• This product should not be used in patients who are not likely to comply with the 
recommended antiplatelet therapy.

• Judicious selection of patients is necessary, since the use of this device carries the associated 
risk of scaffold thrombosis, vascular complications, and / or bleeding events. 

PRECAUTIONS
• Implantation of the scaffold should be performed only by physicians who have received 

appropriate training. 
• Do not exceed the Rated Burst Pressure (RBP) as indicated on the product label.
• Post-dilatation is strongly recommended for optimal scaffold apposition. When performed, 

post-dilatation should be at high pressure (> 16 atm) with a noncompliant balloon.
• Care must be taken to properly size the scaffold to ensure that the scaffold is in full contact with 

the arterial wall upon deflation of the balloon. All efforts should be made to ensure that the 
scaffold is not under dilated. Refer to Absorb GT1 IFU Section 12.7 - Clinical Use Information, 
Further Expansion of the Deployed Scaffold.

• Balloon dilatation of any cells of a deployed Absorb GT1 BVS may cause scaffold damage. 
Avoid scaffolding across any side branches ≥ 2.0 mm in diameter. Placement of a scaffold has 
the potential to compromise side branch patency.

• It is not recommended to treat patients having a lesion with excessive tortuosity proximal to 
or within the lesion.

• Non-clinical testing has demonstrated the Absorb GT1 BVS is MR Conditional. A patient with 
this device can be safely scanned in all MR environments 3T or less.

• The safety and effectiveness of the Absorb GT1 BVS have not been established for subject 
populations with the following characteristics:

• Coronary artery reference vessel diameters < 2.5 mm or > 3.75 mm • Lesion lengths > 24 mm 
• Lesions located in arterial or  saphenous vein grafts • Lesions located in unprotected left 
main artery • Ostial lesions • Lesions located at a bifurcation • Previously stented lesions • 
Moderate to severe calcification • Chronic total occlusion or poor flow (< TIMI 1) distal to the 
identified lesions • Three-vessel disease • Unresolved thrombus at the lesion site or anywhere 
in the vessel to be treated • Excessive tortuosity proximal to or within the lesion  
• Recent acute myocardial infarction (AMI)  

POTENTIAL ADVERSE EVENTS 
Adverse events that may be associated with PCI, treatment procedures and the use of a 
coronary scaffold in native coronary arteries include the following, but are not limited to:  

• Allergic reaction or hypersensitivity to latex, contrast agent, anesthesia, device materials 
(platinum, or polymer [poly(L-lactide) (PLLA), polymer poly(D,L-lactide) (PDLLA)]), and drug 
reactions to everolimus, anticoagulation, or antiplatelet drugs, Vascular access complications 
which may require transfusion or vessel repair,  including: Catheter site reactions, Bleeding 
(ecchymosis, oozing, hematoma, hemorrhage, retroperitoneal hemorrhage), Arteriovenous 
fistula, pseudoaneurysm, aneurysm, dissection, perforation / rupture, Embolism (air, tissue, 
plaque, thrombotic material or device), Peripheral nerve injury, Peripheral ischemia, Coronary 
artery complications which may require additional intervention, including: Total occlusion or 
abrupt closure, Arteriovenous fistula, pseudoaneurysm, aneurysm, dissection, perforation / 
rupture, Tissue prolapse / plaque shift, Embolism (air, tissue, plaque, thrombotic material or 
device), Coronary or scaffold thrombosis (acute, subacute, late, very late), Stenosis or restenosis, 
Pericardial complications which may require additional intervention, including: Cardiac 
tamponade, Pericardial effusion, Pericarditis, Cardiac arrhythmias (including conduction 
disorders, atrial and ventricular arrhythmias), Cardiac ischemic conditions (including 
myocardial ischemia, myocardial infarction [including acute], coronary artery spasm and 
unstable or stable angina pectoris), Stroke / Cerebrovascular accident (CVA) and Transient 
Ischemic Attack (TIA), System organ failures: Cardio-respiratory arrest, Cardiac failure, 
Cardiopulmonary failure (including pulmonary edema), Renal insufficiency / failure, Shock, 
Blood cell disorders (including Heparin Induced Thrombocytopenia [HIT]), Hypotension / 
hypertension, Infection, Nausea and vomiting, Palpitations, dizziness, and syncope, Chest pain, 
Fever, Pain, Death.
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 †Small platinum markers near scaffold edges remain.
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the treated vessel. Source: Absorb GT1™ IFU.
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Absorb GT1TM  
Bioresorbable Vascular Scaffold System

INDICATIONS
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CONTRAINDICATIONS
The Absorb GT1 BVS System is contraindicated for use in:
• Patients who cannot tolerate, including allergy or hypersensitivity to, procedural 

anticoagulation or the post-procedural antiplatelet regimen. 
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adequate scaffold apposition and an appropriate post-implantation minimum lumen diameter.

• In small vessels (visually assessed reference vessel diameter ≤ 2.75 mm), on-line QCA or 
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(ecchymosis, oozing, hematoma, hemorrhage, retroperitoneal hemorrhage), Arteriovenous 
fistula, pseudoaneurysm, aneurysm, dissection, perforation / rupture, Embolism (air, tissue, 
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Host: Charles Gibson 
Award Winning Journalist, 
Host of Good Morning America, 
and Anchor of  World News

Keynote: Vivek Wadhwa
American Technology Entrepreneur,
“Silicon Valley’s most provocative voice”

Advancing Control with the LOTUS EdgeTM  TAVR System
Lunch Symposium

Sunday, October 30, 1:00 PM - 2:00 PM 
Presentation Theatre 3, Exhibit Hall

Moderator:  Mike Reardon, MD
Presenters:  Ted Feldman, MD, Matthias Götberg, MD, and Prof Ian Meredith, PhD 

Breaking Barriers Through Disruptive Technologies
Dinner Symposium 

Sunday, October 30 
Liberty Ballroom, Marriott Marquis
Reception: 6:00 PM   •   Program: 6:30 PM - 8:00 PM

SYNERGY™ Stent System
RENUVIA™ Bioresorbable Stent System 
LOTUS Edge Valve System
WATCHMAN™ LAAC Device

Physician Faculty:  Samir Kapadia, MD, Prof Ian Meredith, PhD,  
Matthew Price, MD, and Mike Reardon, MD

Visual Interactive Technology Center
LAAC and Mitral

Sunday, October 30, 9:00 AM - 2:00 PM


