
 

 
 

 

Nephropathy Post-TAVR 
 
Nephropathy after TAVR is associated with increased mortality in MISHC data and in peer-
reviewed literature.  
 
Predictors of nephropathy post-TAVR in MISHC data include higher STS risk, diabetes, lower 
body weight, coronary artery disease, higher baseline serum creatinine, and anemia. Procedural 
characteristics strongly associated with acute kidney injury (AKI) include use of general 
anesthesia and use of contrast volume greater than 3 times the eGFR.  
 
In addition to avoiding higher doses of iodinated contrast media during the procedure, adequate 
hydration has been demonstrated to decease the incidence of nephropathy post procedure.  
 
One protocol that has been utilized to manage hydration is the POSIDEON study protocol that is 
based on end-diastolic pressure measured during the catheterization procedure.  
 
 
Definitions of AKI  
 

VARC2  
 

Creatinine increase to at least any stage 1 of the AKIN classification system in 
accordance with VARC-2 definitions. Increase in serum creatinine to 150–199% (1.5–
1.99 × increase compared with baseline).  

 
BMC2  

 
Serum Creatinine increase > 0.5mg/dL over baseline. 

 
 
 
 
 
 
 
 
 
 
 
 



 

 
 

Hydration protocol for TAVR  
 
Pre-TAVR  
 
Normal saline infusion: 3mL/kg x 1 hour  
 

LVEDP-based post-TAVR hydration 
LVEDP at conclusion of TAVR  

Rate of Normal saline infusion X 4 hours 
post TAVR  

< 13  5mL/kg/hr  

13-18  3 mL/kg/hr  

18-25  1.5 mL/kg/hr  

> 25  No additional hydration/implant team to 
decide  

 
Contrast limits for TAVR procedure  
 

• eGFR calculated for all TAVR patients before the procedure  

• Goal for every TAVR is to limit the dose of contrast  

• 2X and 3X the eGFR “contrast limits” are communicated to the implant team in the pre-
TAVR time-out 

o When relevant, methods to limit the volume of contrast utilized are discussed 
prior to the TAVR procedure  

o Efforts are made to limit the volume of contrast delivered to patients during the 
TAVR procedure, with > 3X eGFR the maximum  
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DISCLAIMER  
 
Michigan TAVR Best Practice Protocols are based on consortium-wide consensus at the time of 

publication. Protocols will be updated regularly, and should not be considered formal guidance, 

and do not replace the professional opinion of the treating physician. 
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