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In our cath lab, the last 2.5 years a total of 118 pts
underwent 118 TAVR procedures:

procedure success : 118 (100%)
mortality : 2 (1.8%) 
stroke 0 (0%)
new pacemaker: 8 (9.5%)
Age: 83+5 years 
Euroscore I: >25-28%



I.    Patient Selection for TAVR



Aortic stenosis has become a major cause of morbidity and mortality among a 
growing population of older adults







JACC 2013:62,S 1-10

An Estimated 400,000 TAVR have been Performed over 
64 Countries since 2002



Transcatheter aortic valve replacement (TAVR) has been validated 

as new therapy for patients affected by severe symptomatic aortic 

stenosis who are not eligible for surgical intervention

Patient selection:

requires a multidisciplinary team approach including interventional 

cardiologists, surgeons, anesthesiologists and imaging specialists in 

order to delineate risk profile (Heart team).

should be based not only on accurate assessment of aortic
stenosis morphology, but also on several clinical and functional 
data.



Patient Selection

Inclusion Criteria

Symptomatic severe AVS
Survival >12 mo
Prohibitive or high surgical risk
Gain improvement in quality of life
Frail, prior radiation, porcelain aorta, severe hepatic 
or pulmonary disease
Should be no absolute contraindication





TAVR Patient selection:

I. clinical evaluation

symptoms
surgical risc score

comorbidity
frailty



ASYMPTOMATIC PTS WITH SEVERE AVS

Risk of rapid progression and sudden death (2% annually)

Identifying those pts:

AVA<0.75 cm2

Flow velocity >4 m/sec

“positive” stress test with symptoms during exercise 
(masked asymptomatic)

decrease in LVEF
Hypotension or ventricular arrythmias



surgical risc score



EUROSCORE I
(logistic) >20% 



EUROSCORE IΙ
>10% 



“Biological syndrome that reflects a state of decreased 
physiological reserve and vulnerability to stressors”





Patient selection:
II. anatomical evaluation

* Severity of stenosis

* AV morphology
Annulus size
Sinus dimension
Number of valve cusps
Leaflet geometry
Calcification
Coronary ostia
LV outflow

*Basal septal hypertrophy
*Mitral valve
* Ascending aorta

Landing zone

(above the valve annulus)



Transthoracic echocardiography (TTE) gives detailed anatomic description of 
aortic valve complex and allows to estimate the haemodynamic entity of 

valvular stenosis.
Gives information about valve anatomy (bicuspid or tricuspid valve) and 

severity of impairment of cusp motion. 
Provides an accurate evaluation of alterations in left and right ventricular 

morphology and function, MR, PASP.

Severity of stenosis





Role of transoesophageal echocardiography

Transesophageal echocardiography (TEE) allows to better visualize 
aortic cusps, define etiology (bicuspid vs tricuspid) and directly 
measure aortic valve area by planimetry in doubt cases, when TTE is 
not conclusive. 
TEE can be used in association with other imaging techniques for 
optimal pre-procedural planning in the setting of TAVI.













Multidetector scanners allow multiplanar reformation and 3-dimensional 
reconstruction of aortic root, ascending tract, arch and descending segments 
of aorta





Patient selection:

III. Coronary angiography-PCI





Εικόνα 1) Contrast aortography during BAV
Εικόνα 2) Τοποθέτηση stent στον πρόσθιο κατιόντα κλάδο της αριστερής 
στεφανιαίας αρτηρίας
Εικόνα 3) Απελευθέρωση- έκπτυξη της βαλβίδας και stent στην περισπωμένη 
αρτηρία
Εικόνα 4) Double Chimney Stent Technique
Εικόνα 5) Kissing stents
Εικόνα 6) Flaring the proximal stent segments



Patient selection:

IV. Peripheral access







II. Expanding TAVR  to intermediate Risk 
Patients



Several prospective randomized trials demonstrated non-
inferiority for TAVR compared to SAVR in patients at high 

surgical risk.
(PARTNER 1A, CORE VALVE) 

Current debates focus on the expansion of TAVI as the standard 
of care for the treatment of patients with AS and low to 

intermediate operative risk.

More recently, three additional trials reported non-inferiority of 
TAVR in intermediate-risk patients
(PARTNER 2A, NOTION, SURTAVI) 

N Engl J Med. (2011) 364:2187–
N Engl J Med. (2014) 370:1790–8.
N Engl J Med.(2017) 376:1321–31
N Engl J Med. (2016) 374:1609–20. 



German registry on aortic valve replacement (AQUA), the number of annual 
TAVI procedures in Germany increased 20-fold from 2008 to 2014 while the number of 

SAVR procedures slowly declined.
Operative risk decreased significantly over the years with a larger percentage of 

patients at low to intermediate risk 

German Aortic Valve Registry  (GARY)
15.964 pts 2011-2013 

Significant regression in risk profiles (logES 20% to 16%)

STS/TVT Am coll of Cardiology Registry
54.780 pts 2012-2015

TAVI procedures increased from 4.627 to 24.808
Significant regression in risk profiles (STS: 7% to 6%)

Eurointervention(2016) 11:1029–33.
J Am Coll Cardiol. (2017) 69:1215–30.
J Am Coll Cardiol.(2015) 65:2173–80.

REGISTRIES



JACC (2015) 65:2184-94



JACC (2015) 65:2184-94



JACC (2015) 65:2184-94



N Engl J Med 2016; 374:1609-1620

Partner 2A trial-
2032 pts : Intermediate risk STS: 4-8%



N Engl J Med 2016; 374:1609-1620

Partner 2A trial-
2032 pts : Intermediate risk STS: 4-8%



SURTAVI trial
1764 pts, Intermediate risk: STS: 4.5%
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◆ Patient selection for TAVR is based on accurate assessment of aortic 
stenosis, both clinical and anatomical. 

The Heart Team is key in the risk evaluation of this population.

3D imaging modalities are preferred for assessing the anatomy and the 
dimensions of the aortic annulus.

◆ TAVR has become the standard treatment in patients at increased 
surgical risk and is increasingly being performed in patients at 
intermediate to low risk at current. 

In Summary


