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First Contribution 

• Direct TAVI Implantation without Predilatation 

 
• Rationale: Less maneuvers >>>> ⬇  ️periprocedural stroke rate 



 

Grube E, et al. J Am Coll Cardiol Intv 2011;4:751–7) 

It is feasible and safe 



 





Final Conclusion: 

• Stroke rate is similar with or without predilatation 

 

• Final conclusion: 

  
• Predilatation should be used at operators’ discretion 



What We Have Learned from TAVI 

Evidence?: 



What do we know? 
• There is not a one single trial showing that SAVR is superior to TAVR, 

according to periprocedural and middle-term follow-up outcomes. 

TAVR EVIDENCE: 

• Extreme Risk: (5y F-Up) 
• PARTNER IB 
• CoreValve Extreme Risk (registry) 

• High Risk: (5y Fup) 
• CoreValve Pivotal Trial 
• PARTNER IA 

• Intermediate Risk; 
• SURTAVI 
• NOTION (7y F-Up) 
• PARTNER IIA  
• UK TAVI  

• Low Risk: (2y F-Up) 
• PARTNER III 
• Low Risk CorValve Trial 



Potential Limitations Nº1: 

Durability 



• we don’t want an early  pit stop 
(new intervention) because an 
early device deterioration 



Potential Limitation Nº 2:  

Conduction Disturbances (PPMI) 



Daniel Malebranche et al. J Am Coll Cardiol Intv 2021; 14:981-991. 

Figure 4: All-Cause Mortality After TAVR 

All-cause mortality after TAVR in Kaplan-Meier analysis is shown according to need for PPM implantation for HAVB or CHB within 

the first 30 days (A), the recommendation of the algorithm (B), and the initial group assignment (C). Differences in all-cause mortality 

were assessed using the log-rank test. D/C = discharge; other abbreviations as in Figures 1 and 3. 

 

Conduction disturbances after TAVR: All Cause Mortality 



Conduction Disturbances with BEV 

30-day PPMI rate after TAVI 
 
PARTNER I 6.4% 
PARTNER II 3.8% 
PARTNER III 6.5% 
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Canadian1 SOURCE2 France3 TRAVERCE4 European5  Italian6 

CoreV n=588 
Edw n=109 
TF n=644 
SC n=22 
TA n=26 
Tao n=5 

German7 

TF Edw  
n=168 

TA Edw  
n=177 

Belgian8 

TF/TA Edw  
n=187 
CoreV  
n=141 

1-Rodes-Cabau et al, JACC 2010 
2-Thomas et al, Circulation 2010 
3-Eltchaninoff et al, Eur Heart J, 2010 
4-Walther et al, Eur J Cardiothorac Surg, 2010  

5-Piazza et al, EuroInterv 2008 
6-Tamburino et al, Circulation, 2011 
7-Zahn et al, Eur Heart J, 2010 
8- Bosmans et al, Inter Cardiovasc and Thor Surg, 2011 

UK9 

TF/TA Edw 
n=410 
CoreV  
n=452 

9-Moat et al, JACC 2011 
10-Gilard et al, NEJM 2012 
11-Wendler et al, EuroPCR 2012 
12-Linke at al, TVT 2012 

France II10 SOURCE- 
XT11 

ADVANCE12 Australian13 

TF Edw n=1494 
TA Edw n=561 

TF CoreV n=842 
SC CoreV n=180 

TF Edw  
n=1694 
TA Edw  
n=906 

CoreV 
n=1015 

CoreV  
n=428 

13-Meredith et al, TVT 2012 
14-Avanzas et al, Rev Esp. Cardiol 2010 

Spanish14 

TF CoreV  
n=103 

SC CoreV 
N=5 

Edw:Edwards 
CoreV: Corevalve 
TF: transfemoral 
TA: transapical 
Tao: transaortic 



Potential Limitation for TAVI:  

Conduction Disturbances (PPMI) 



The cusp overlap view isolates the NCC to provide 

accurate assessment of deployment depth and: 

 Maintains basal plane alignment of the coronary cusps  

 Elongates the view of the LVOT 

 Reduces or removes parallax in the marker band 

 Provides an accurate view of the root regardless of 

angulation 

 

We need a Reliable View for an 

Accurate Assessment of Depth 

PRECISION !! 

Courtesy Dr Hemal Gada 



Oct 18, 2019 

The Beginning of COVCL Experience at 

Favaloro Foundation 



Tips & Tricks for COVL:  

• To understand why this view would be useful 

Accurate Assessment of Depth 



Tips & Tricks for COVL: 3 

• CT Planning 

100674 



Overlapping Technique: (Acurate 
Neo) 

NC 

RS 

LS 

NC 

R+LS 

Previous Implantation 

Position 

OVERLAPPING 

Implantation Position 



Mendiz OA, et al. J Interv Cardiol. 2021 Apr 28;2021:9991528. doi: 10.1155/2021/9991528. eCollection 2021 



Impact of Cusp-Overlap View for TAVR with Self-
Expandable Valves on 30-day Conduction Disturbances 
 

Mendiz OA, et al. J Interv Cardiol. 2021 Apr 28;2021:9991528. doi: 10.1155/2021/9991528. eCollection 2021 

CON=101 Ptes 

COVL=156 Ptes 

Centers: Fundación Favaloro & Sro Finochietto from Argenitna, Medicor (Slovenia), Hospital Clinica Biblica (Costa Rica) 



Bayesian rates as % 

TAVR 

(N=725) 

SAVR 

(N=678)  

(95% BCI for 

Difference) 

30-Day composite safety endpoint* 5.3 10.7 (-8.3, -2.6) 

       All-cause mortality 0.5 1.3 (-1.9, 0.2) 

    Disabling stroke* 0.5 1.7 (-2.4, -0.2) 

        Life-threatening or disabling bleeding* 2.4 7.5 (-7.5, -2.9) 

       Acute kidney injury, stage 2-3* 0.9 2.8 (-3.4, -0.5) 

       Major vascular complication   3.8 3.2 (-1.4, 2.5) 

Atrial fibrillation* 7.7 35.4 (-31.8, -23.6) 

Permanent pacemaker implant* 17.4 6.1 (8.0, 14.7) 

All-cause mortality or disabling stroke* 0.8 2.6 (-3.2, -0.5) 

All stroke 3.4 3.4  (-1.9, 1.9) 

Aortic valve reintervention 0.4 0.4 (-0.8, 0.7) 
* Significantly favors TAVR; * Significantly favors SAVR 

Michael J. Reardon. ACC 2019 

Evolute Low Risk Trial: 
Clinical Outcomes at 30 Days 

Our PPMI rate using COVL is similar to SAVR in arm of this trial 
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TAVI Using COVL View: ICyCC Experience 
 

Pandemic Efect 



   n (%) 

N (Oct 2019- Nov 2022)  153 

Age   81,5±6,1 

 ≥80 años  112 (73,2) 

Male  82 (53,6) 

Previous PCI  66 (43,1) 

 PCI Pre TAVI (within 3 months)  48 (31,4) 

Previous CABG  19 (12,4) 

STS  Score  7,3±4,1 

LVEF (%)  55,7±9,9 % 

 LVEF ≤40%  18 (11,8) 

TAVI Using COVL View: ICyCC Experience 
Ptes Characteristics 

Excluding BEV, Previous PPM, ViV, Bicuspide, Pure AR, TAV-in-TAV. 



 n (%) 

Conscious sedation 153 (100%) 

Percutaneous Vasc. Closure 150 (98) 

Femoral Access 149 (97,4) 

Subclavian 3 (2) 

Percutaneous TransAxilary 1 (0,7) 

Predilatation 134 (87,6) 

Post-dilatation 57 (37,2) 

Pop Up - 

 

 

TAVI Using COVL View: ICyCC Experience 
Procedural Characteristics 



 n (%) 

Pte with Normal Sinus Rhythm  78 (51%) 

Atrial Fibrillation  33 (21,6) 

Any previous conduction Disturbances  57 (37%) 

Trifasicular Block  4 (2,6) 

RBBB  24 (15,7) 

Complete LBBB  16 (10,4) 

Uncomplete LBBB  6 (3,9) 

LAFB  7 (4,6) 

TAVI Using COVL View: ICyCC Experience 
Ptes Characteristics 



 n (%) 

Mortality 4 (2,6) 

AMI 1 (0,6) 

Any Stroke 1 (0,6) 

Major Bleeding 1 (0,6) 

Vascular Compl. (all solved with stent graft) 6 (3,9) 

PPMI 17 (11,1) 

New LBBB 10 (6,5) 

TAVI Using COVL View: ICyCC Experience 
30-day Outcomes 
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TAVI Using COVL View: ICyCC Experience 
30-day Outcomes: PPMI rate according to the experience 



0-50 

n (%) 

51-100 

n (%) 

101-153 

n (%) 

Normal RS 25 (50) 27 (54) 23 (43,4) 

1º AV Block - 6 (12) 8 (15,1) 

Trifasicular Block - 1 (2) 3 (5,7) 

RBBB 6 (12) 5 (10) 13 (24,5) 

LBBB 3 (6) 7 (14) 6 (11,3) 

Incomplete LBBB 1 (2) 2 (4) 3 (5,7) 

LAHB - 3 (6) 4 (7,5) 

A Fib. 15 (30) 7 (14) 11 (20,7) 

TAVI Using COVL View: ICyCC Experience 
Preprocedural EKG Findings 



N=153 Ptes PPMI  

18 (%) 

No PPMI 

135 (%) 

p 

Normal SR 3 (16,7) 75 (55,5) 0,002 

1º AV Block 4 (22,2) 10 (7,4) 0,05 

Trifasicular Block 2 (11,1) 2 (1,5) 0,04 

RBBB 9 (50) 15 (11,1) <0,001 

Complete LBBB 1 (5,5) 15 (11,1) 0,77 

Incomplete LBBB - 6 (4,4) 1 

LAHB 1 (5,5) 6 (4,4) 0,47 

A Fib. 4 (22,2) 33 (24,4) 0,83 

TAVI Using COVL View: ICyCC Experience 
30-day Outcomes 

Previous Conduction Distrubances and PPMI rte 



Previous Cond. 

Disturbances 

No Cond. 

Distrubances 

PPMI (18 Ptes) 15 (83,3%) 3 (16,7%) 

No PPMI (135 Ptes) 41 (30,4%) 94 (69,6%) 

p=<0,001 

TAVI Using COVL View: ICyCC Experience 
Preprocedural EKG Findings and PPMI Rate 

Mendiz OA, et al. Unpublished data  



TAVR Minimalist Approach: 



Minimally Invasive TAVR 

• Selection: 

• No high risk (clinical or 
anatomic) 
 

• Minimalist Approach 

• Conscious Sedation 

• Transthoracic Echo 

• No neck line or Swan Ganz 

• Percutaneous Vascular 
Access 

• No Foley catheter 

• ICU ??? 

 

 



Cost Saving with Minimalist Approach 

$45,485 ± 14,397 

$55,377±22,587  

Bavaliaros V, et al. JACC Cardiovasc Interv. 2014 Aug;7(8):898-904 

Significantly Reduced: 

• Procedure time 

• Days in ICU 

• Hospital days 

• Total hospital costs 

 ($45K vs $55K) 



Conscious Sedation vs. General Anesthesia for TAVR: 
Insights from the NCDR® STS/ACC TVT Registry 
Conscious sedation was used in 1,737/10,997 (15.8%) cases with a 
significant trend of increasing usage over the time 

Hyman et al. Circulation. 2017 Nov 28;136(22):2132-2140 

Conclusions: In U.S. practice, conscious sedation is associated with briefer length 

of stay and lower in-hospital and 30-day mortality compared to TAVR with general 

anesthesia. 



More Experience, Less Invasive 

0

10

20

30

40

50

60

70

80

90

100

0-100 101-200 201-300 301-400 401-500 501-548

Conventional Minimalist



Transcatheter Laceration of Aortic Leaflets 
to Prevent Coronary Obstruction During 
TAVI: 
 

 



TAVI in Calcified Iliac Artery 



Clinical Case: 

HCl 

Female 84y/o 

Presentation: 

Dyspnea 

Clinical History: 

 RF: HTA - DSP - 

 Fragile 

 Echo: Severe AS (Gradients: 55/30mmHg, area 0.7cm2), LVEF 60% 

  



Clinical Case: 

HCl 

Evolute 29 



AngioCT: 



Vascular Access: 



Vascular Access: 

IVL Balloon 7.0x60mm 



Vascular Access: 



Vascular Access: 



Vascular Access: 



Vascular Access: 



Vascular Access: 



Vascular Access: 



TAVR ViV 

Calcified Iliac Artery 



Clinical Case: 

Female 84y/o 

Presentation: 

Dyspnea 

Clinical History: 

 RF: HTA - DSP - DBT II  

 Fragile 

 AVR St Jude Nº 21 (13 years ago) 

 AV dysfunction (Gradients: 68/41mmHg)  

  

902492 



AngioCT: 



AngioCT: 

THV Distance LM Ostium Height  



Surgical Aortic Valve: Biocor Nº 21 



AngioTAC:  Vascular Access 



Angio Guided Vascular Access 



Coronary Angio 



902492 

LM Protection 



902492 

Pre TAVI Surgical Valve Cracking 

Atlas Gold™️ 20mm 

Pte Crushed  

CPR was initiated  

 

Echo did not show pericardial 

effusion 



902492 

TAVI in a Pte under CPR 

Evolute 23 



TAVI: final Delivery 



TAVI: LM Patency 

902492 



TAVI: Vascular Access Control 

902492 



TAVI: Iliac Dissection 

902492 9.0x60mm Self-Expandable Stent 



TAVI: Iliac Dissection 

902492 9.0x27mm Balloon-Expandable Stent 



TAVI: Iliac Dissection 

902492 



TAVI: Iliac Dissection 

902492 



The journey Continues 




