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• CONDUTION DISTURBANCES 

 

•PVL 
 

• CORONARY ISSUES 

 

• BICUSPID VALVE 

 

• DURABILITY 

 

 

                                                           AREE   DI CONFINE  



PARAVALVULAR REGURGITATION: IMPACT ON LONG-TERM OUTCOMES 
PARTNER 2A NOTION 

5-year 

Death from any Cause Death from any Cause 

Makkar RR et al, NEJM 2020 Thyregod HG et al, Circulation. 2019;139:2714–2723 

5-year 



           DIMENSIONI DEL PROBLEMA 
 

                                                             MILD : 29.4% - 33% 

 

•Dal 50-85%               MODERATE: 0.6-37% 

• Primi prototipi valvolari 

• Pazienti grandi anziani 

• STS score > 12                                  SEVERE :  0.5-13.6%         
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•   
In conclusion, the present study results showed  that 

pred ictors of PAR vary with regards to 

                      prosthesis types.  
For self-expandable THVs, aortic valve calcification was 

the strongest pred ictor for more than mild  PAR, whereas 

for balloon-expandable THVs, it was THV undersizing. 

These find ings strengthen the importance of thoroughly 

evaluating aortic root anatomy before THV type selection, 

and  suggest the preferential use of self-expandable THVs 

for borderline annulus d imensions to ensure an adequate 

oversizing. In heavily calcified  aortic roots, however, a 

minimization of PAR utilizing larger-sized  prostheses 

must be balanced  against the risk of annular rupture, 

particularly for balloon-expandable THVs. 
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PARAVALVULAR REGURGITATION: INCIDENCE AT 1-YEAR  
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MECCANISMI DEL PVL 

Etiologies: 
 

1. EXTENSIVE 

VALVULAR 

CALCIFICATION(A) 

 

2. Valvular 

prosthesis 

    malpositioning (B-

C) 

 

3.Annulus-

prosthesis     

mismatch (D) 

 

 



                      PROBLEMI APERTI 

 

• Il fenomeno è ancora di gran lunga piu frequente rispetto alla 
sostituzione valvolare per via tradizionale  

 

• Quantizzazione del rigurgito e metodi utilizzati 

 

 





        TRATTAMENTI POSSIBILI DEL PVL 

Valvular Prosthesis Balloon Post-Dilation 

 

Valve-in-Valve procedure 

 

Conversion to surgery 

 

Percutaneous paravalvular closure 

 







Case Summary 

Patient Demographics 

 

Age: 71 years old 

Gender: Male 

Risk Factors 

 

-Hypertension, Diabetes, Dyslipidemia 

 

Comorbidities 

 

-COPD 

 

Clinical History 

 

1996: underwent CABG for UA secondary to 

multivessel CAD 

  

2010: TAVI for severe aortic stenosis (Edward-

Sapien XT 23).  

A significant residual paravalvular leak was treated 

by post-dilatation with 25 mm balloon. Residual 

moderate degree PVL 

September 2014 

 

Admitted in our hospital  for increasing 

effort dispnea 

 

-ECG: AF and LBBB 

-TTE: severe AR 

          elevated PASP 

 



TEE 

Aortic bioprosthesis  

underexpansion 

Severe AR 

due to a  

posterior PVL 



TEE 

Aortic bioprosthesis  

underexpansion 

Severe AR 

due to a  

posterior PVL 

 

Jet periprotesico 

Jet intraprotesico 

 



Therapeutic options for PVL after TAVI 

Valvular Prosthesis Balloon Post-Dilation - already performed 

 

Cardiac surgery – prohibitive surgical risk   Logistic EuroSCORE: 35,3;      
                                   EuroSCORE II: 9,6;                                               
             STS mortality = 9,8 

 

Amplatzer occluders for PVL closure  

 



Aortography showing severe AR 

RAO AP 



PVL crossing by using 

TERUMO guidewires  

260 mm 

TERUMO guidewires exchanged 

with superstiff guidewires by 

using Sheathless AR catheter 

2 SHEATHLESS (ASAHI) AR  7,5 Fr 

Superstiff guidewire 

 (BOSTON) 260 mm  

AMPLATZER VASCULAR 

PLUG III 10 x 3 mm 

AMPLATZER VASCULAR  

PLUG II 8 X 7 mm 

1 2 3 
Amplatzer vascular plug 

implantation 



Plugs delivery 

        AMPLATZER       

VASCULAR PLUG III 

            10 x 3 mm 

AMPLATZER VASCULAR PLUG II  

                   8 X 7 mm 



Aortography showing persistent  
moderate-to-severe AR 



TAVI in TAVI by using 26 mm CoreValve 
(Medtronic)  

Final result 



TEE 

After 4 days the patients was discharged 

NYHA II 

2 years follow-up: NYHA I 

                                Mild residual AR 

FU 



          LEAK PARAVALVOLARE POST TAVI :  
     IL  TALLONE DI ACHILLE  IN EPOCA  TAVI 
                        possiamo  fare di piu’?    

• PREVENZIONE :    

 

•  NUOVI DEVICES (SAPIEN 3,  EVOLUTE R,  ……. Etc) 

• ANGIO TAC  PRELIMINARE SEMPRE  

 

• TERAPIA:  

 

• APPROCCIO MULTIIMAGING  PER IL SIZING CORRETTO 

 

• POST-DILATAZIONI PIU’ CORAGGIOSE 

 

• La chiusura percutanea utilizzando devices dedicati , si è dimostrata  
fattibile, sicura  ed efficace e può rappresentare la soluzione in pazienti 
non candidabili a chirurgia 

 

 

 


