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Background: The incidence of unplanned conversion to open heart surgery, “surgical bail-out”, during transcatheter aortic valve
replacement (TAVR) is incompletely defined and the clinical outcomes of these patients are not well characterized.

Methods: Data from the STS/ACC TVT registry was analyzed with respect to whether or not surgical bail-out was performed at the time of
the index TAVR procedure. The Fine and Gray method and Cox proportional hazards models were used to evaluate non-fatal events and
30-day and 1-year mortality, respectively.

Results: Between November 2011 and September 2015, a total of 47,659 eligible patients underwent TAVR. Surgical bail-out during TAVR
was performed in 1.17% of the cases (558 patients) and the most frequent indications were valve dislodgement (22%), ventricular rupture
(20%), and aortic valve annular rupture (14.2%). At baseline, patients in the surgical bail-out group were older, had a higher incidence of
female gender, and non-femoral approach. However, fewer patients had diabetes, end-stage renal disease on dialysis, hostile chest, prior
myocardial infarction, and significant coronary artery disease. Surgical bail-out was more frequently performed at institutions with lower
TAVR volume. The in-hospital mortality of those who underwent surgical bail-out was higher when compared to those who did not (49.6
vs. 3.5%, p<0.001). Over 70% of the registry patients had CMS-linked 30-day and 1-year outcome data. At 30 days after TAVR, surgical
bail-out was associated with an increased incidence of stroke (6.6 vs. 2.3%, p<0.001), any bleeding (35.4 vs. 12.3%, p<0.001), aortic
valve reintervention (1.53 vs. 0.48%, p<0.001), and death (49.6 vs. 5.0%, p<0.001). Similarly, the 1-year incidence of stroke (7.9 vs. 3.4%,
p<0.001), any bleeding (38.6 vs. 20.7%, p<0.001), aortic valve reintervention (1.53 vs. 1.14 %, p<0.001), and death (59.5 vs. 17.1%,
p<0.001) were higher in those who underwent surgical bail-out.
Conclusions: The incidence of surgical bail-out in patients undergoing TAVR in TVT registry was about 1%, and was associated with 50%
30-day mortality. Further research to identify patients at an increased risk for surgical bail-out is warranted.

