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Estado actual de la cirugía valvular aórtica 
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Estratificación actual para indicar TAVI en base al EuroSCORE II 

Riesgo alto >7% 

Riesgo moderado 4-7% 

Riesgo bajo <4% 



Mortalidad a 30 días de 422 reemplazos aórticos solos (2011-2016) 
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Borracci RA. Elaboración con datos propios. 



Mortalidad  a 30 días de 422 reemplazos aórticos solos (2011-2016) 

2,2% 

4,8% 

0,0%

1,0%

2,0%

3,0%

4,0%

5,0%

6,0%

7,0%

8,0%

<4% 4-7%

o
b

se
rv

e
d

 m
o

rt
al

it
y 

expected mortality (EuroSCORE II) 

Borracci RA. Elaboración con datos propios. 





Edad media = 82.5 años 

 

Mortalidad a 30 días (RVAo solo)= 4.2% 

(esperado 4.3%) 

Mortalidad a 30 días (RVAo+CRM)= 5.7% 

(esperado 4.7%) 

MCP definitivo = 1.9% 

Stroke = 0.0% 

Regurgitación moderada-grave = 0.0% 

Mortalidad  a 30 días de 106 reemplazos aórticos (solos o combinados con CRM) en 

octogenarios (2011-2016) 

STS≈5.8% 



Estado actual de la cirugía valvular aórtica en 

la era del TAVI 

Segunda parte 





¿Por qué el implante valvular aórtico percutáneo (TAVI) propone otros estándares 

 que los de la cirugía convencional? 

1) ¿Por qué el TAVI minimiza la importancia de la insuficiencia aórtica residual?  

 

Categorización de la regurgitación paravalvular aórtica después de TAVI (vista corta axial paraesternal): 

  

  (1) leve, <10% 

  (2) moderada, 10% a 29%  

  (3) severa, ≥30%. 
 
Buzzatti N, et al. Five-year evolution of mild aortic regurgitation following transcatheter aortic valve implantation: early insights from a single-centre experience. Interact Cardiovasc 

Thorac Surg 2017;25:75-82. 

Zahn R, et al; German Transcatheter Aortic Valve Interventions-Registry investigators. Five-year follow-up after transcatheter aortic valve implantation for symptomatic aortic stenosis. 

Heart 2017 Jul 6. pii: heartjnl-2016-311004. 





2) ¿Por qué el TAVI baja el umbral de AOE indexada a 0.65cm²/m² para definir un mismatch 

severo? (e incluso a <0.60cm²/m² para BMI >30). ¿Acaso es porque tienen un AOE menor? 



Regev E, et al. Comparison of Outcome of Transcatheter Aortic Valve Implantation for Severe 

Aortic Stenosis in 3 Age Groups (≤70; 71 to 80, and ≥81 Years). Am J Cardiol 2017 Aug 1. pii: S0002-

9149(17)31233-X.  

Transcatheter aortic valve implantation (TAVI) has been widely used for the treatment of aortic stenosis. Most 

pivotal studies of TAVI included patients with a mean age of over 80 years old. Many young patients may also be 

considered for TAVI because of severe co-morbidities. We sought to describe a group 

of patients undergoing TAVI at an age below 70 and to compare them with older patients undergoing the 

procedure. This study included 1,324 consecutive patients from a 3-center TAVI registry from 2008 to 

2014. Patients were divided according to age into 3 groups: patients aged 70 years and below, patients between 

the ages of 71 and 80, and patients 81 years and older. Patients in the younger group had higher body mass index 

(p <0.001), higher proportion of previous stroke (p = 0.05), peripheral vascular disease (p = 0.03), and diabetes 

mellitus (p <0.001). Thirty percent of patients in the younger group had functional class IV. Corticosteroids 

treatment was 5-fold higher in the younger group (p <0.001). Average valve area was lower in the older group (p 

= 0.004). Thirty-day mortality was similar between the 3 groups. We found no difference in the rate of in-

hospital complications. One-year all-cause mortality rate of patients aged 70 years, 71 to 80 years, and >80 years 

was 7.6%, 7.5%, and 12.6%, respectively, p = 0.01. In conclusion, younger patients undergoing TAVI exhibited 

higher prevalence of risk factors and co-morbidities that probably explain the decision to perform TAVI rather 

than surgical aortic valve replacement. Nevertheless, the 1-year mortality of these patients was significantly lower 

than in older patients. 

3) Si se bajara la edad de indicación del TAVI a menos de 70 años por ejemplo, ¿por qué el 

TAVI propone implantar una prótesis biológica donde está indicada una prótesis mecánica de 

mayor durabilidad?  



4) ¿Por qué el TAVI minimiza el perjuicio del implante de un marcapasos definitivo? 

Mohananey D, et al. Clinical and Echocardiographic Outcomes Following Permanent Pacemaker 

Implantation  After Transcatheter Aortic Valve Replacement: Meta-Analysis and Meta-Regression. Circ 

Cardiovasc Interv 2017 Jul;10(7). pii: e005046. doi: 10.1161/CIRCINTERVENTIONS.117.005046. 

 

Transcatheter aortic valve replacement has become the procedure of choice for inoperable, high-risk, and many 

intermediate-risk patients with aortic stenosis. Conduction abnormalities are a common finding after 

transcatheter aortic valve replacement and often result in permanent pacemaker  (PPM)  implantation. Data 

pertaining to the clinical impact of PPM implantation are controversial. We used meta-analysis techniques to 

summarize the effect of PPM implantation on clinical and echocardiographic outcomes after transcatheter aortic 

valve replacement. Data were summarized as Mantel-Haenszel relative risk (RR) and 95% confidence intervals 

(CIs) for dichotomous variables and as standardized mean difference and 95% CI for continuous variables We 

used the Higgins I2 statistic to evaluate heterogeneity. We found that patients with and without PPM have similar 

all-cause mortality (RR, 0.85; 95% CI, 0.70-1.03), cardiovascular mortality (RR, 0.84; 95% CI, 0.59-1.18), 

myocardial infarction (RR, 0.47; 95% CI, 0.20-1.11), and stroke (RR, 1.26; 95% CI, 0.70-2.26) at 30 days. The 

groups were also comparable in all-cause mortality (RR, 1.03; 95% CI, 0.92-1.16), cardiovascular mortality (RR, 

0.69; 95% CI, 0.39-1.24), myocardial infarction (RR, 0.58; 95% CI, 0.30-1.13), and stroke (RR, 0.70; 95% CI, 

0.47-1.04) at 1 year. We observed that the improvement in left ventricular ejection fraction was significantly 

greater in the patients without PPM (standardized mean difference, 0.22; 95% CI, 0.12-0.32). 

PPM implantation is not associated with increased risk of all-cause mortality, cardiovascular mortality, stroke, or 

myocardial infarction both at short- and long-term follow-up. However, permanent pacemaker is associated 

with impaired left ventricular ejection fraction recovery post-transcatheter aortic valve replacement. 



Dasi LP, et al. On the Mechanics of  Transcatheter Aortic Valve Replacement. Ann 

Biomed Eng 2017;45:310-331 (Review). 

 

Transcatheter aortic valves (TAVs) represent the latest advances in prosthetic heart valve 

technology. TAVs are truly transformational as they bring the benefit of heart valve replacement 

to patients that would otherwise not be operated on. Nevertheless, like any new device 

technology, the high expectations are dampened with growing concerns arising from frequent 

complications that develop in patients, indicating that the technology is far from being 

mature. Some of the most common complications that plague current TAV devices include 

malpositioning, crimp-induced leaflet damage, paravalvular leak, thrombosis, conduction 

abnormalities and prosthesis-patient mismatch. In this article, we provide an in-depth review of 

the current state-of-the-art pertaining the mechanics of TAVs while highlighting various studies 

guiding clinicians, regulatory agencies, and next-generation device designers. 

5) ¿Por qué el TAVI minimiza el daño estructural a mediano y largo plazo, como el generado 

por el plegamiento en vainas cada vez más pequeñas (crimping)? 



¿Por qué el TAVI propone otros estándares que los de la cirugía convencional? 
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6) Si el TAVI tiene un mayor riesgo de trombosis que una válvula biológica tradicional debería 

anticoagularse y aumentar así el riesgo de sangrado a largo plazo. ¿Cuál sería la ventaja sobre 

la cirugía con válvula biológica que rara vez se anticoagula? 



Chakravarty T, et al; RESOLVE; SAVORY Investigators. Subclinical leaflet thrombosis in surgical and 

transcatheter bioprosthetic aortic valves: an observational study. Lancet 2017;389:2383-2392. 

 

The objective of this study was to report the prevalence of subclinical leaflet thrombosis in surgical and transcatheter 

aortic valves and the effect of novel oral anticoagulants (NOACs) on the subclinical leaflet thrombosis and subsequent 

valve haemodynamics and clinical outcomes on the basis of two registries of patients who had CT imaging done after 

TAVR or SAVR. Patients enrolled between Dec 22, 2014, and Jan 18, 2017, in the RESOLVE registry, and between June 

2, 2014, and Sept 28, 2016, in the SAVORY registry, had CT imaging done with a dedicated four-dimensional volume-

rendered imaging protocol at varying intervals after TAVR and SAVR. 106 (12%) of 890 patients had subclinical leaflet 

thrombosis, including five (4%) of 138 with thrombosis of surgical valves versus 101 (13%) of 752 with thrombosis 

of transcatheter valves (p=0·001). The median time from aortic valve replacement to CT for the entire cohort was 83 

days (IQR 33-281). Subclinical leaflet thrombosis was less frequent among patients receiving anticoagulants (eight [4%] 

of 224) than among those receiving dual antiplatelet therapy (31 [15%] of 208; p<0·0001); NOACs were equally as 

effective as warfarin (three [3%] of 107 vs five [4%] of 117; p=0·72). Subclinical leaflet thrombosis resolved in 36 

(100%) of 36 patients (warfarin 24 [67%]; NOACs 12 [33%]) receiving anticoagulants, whereas it persisted in 20 (91%) 

of 22 patients not receiving anticoagulants (p<0·0001). A greater proportion of patients with subclinical leaflet 

thrombosis had aortic valve gradients of more than 20 mm Hg and increases in aortic valve gradients of more than 10 

mm Hg (12 [14%] of 88) than did those with normal leaflet motion (seven [1%] of 632; p<0·0001). Although stroke rates 

were not different between those with (4·12 strokes per 100 person-years) or without (1·92 strokes per 100 person-years) 

reduced leaflet motion (p=0·10), subclinical leaflet thrombosis was associated with increased rates of transient ischaemic 

attacks (TIAs; 4·18 TIAs per 100 person-years vs 0·60 TIAs per 100 person-years; p=0·0005) and all strokes or TIAs 

(7·85 vs 2·36 per 100 person-years; p=0·001). Subclinical leaflet thrombosis occurred frequently in bioprosthetic aortic 

valves, more commonly in transcatheter than in surgical valves. Anticoagulation (both NOACs and warfarin), but not 

dual antiplatelet therapy, was effective in prevention or treatment of subclinical leaflet thrombosis. Subclinical 

leaflet thrombosis was associated with increased rates of TIAs and strokes or TIAs. Despite excellent outcomes after 

TAVR with the new-generation valves, prevention and treatment of subclinical leaflet thrombosis might offer a potential 

opportunity for further improvement in valve haemodynamics and clinical outcomes. 

¿Por qué el TAVI propone otros estándares que los de la cirugía convencional? 



7) Si todo el mundo lo hace, ¿por qué en Argentina nunca se hizo un análisis de costo-

efectividad del TAVI? 



Ferro CJ, et al; UK TAVI Steering group and the National Institute for Cardiovascular Outcomes Research. 

Dialysis Following Transcatheter Aortic Valve Implantation, Risk Factors and Outcomes: An Analysis From 

the UK TAVI Registry (Transcatheter Aortic Valve Implantation) Registry. JACC Cardiovasc Interv2017 Jul 27. pii: 

S1936-8798(17)30969-X.  

 

OBJECTIVES: The study sought to determine the risk factors for post-transcatheter aortic valve replacement (TAVR) dialysis and 

to determine the impact of pre-TAVR or post-TAVR dialysis on mortality. 

BACKGROUND: TAVR is now established as an alternative treatment to surgical aortic valve replacement. Data examining the 

impact of dialysis on outcomes after TAVR are lacking. 

METHODS: The UK TAVI (Transcatheter Aortic Valve Implantation) Registry was established to report outcomes on all TAVR 

procedures performed within the United Kingdom (2007 to 2014). Data were collected prospectively on 6,464 patients with a 

median follow-up of 625 days. 

RESULTS: The proportion of patients on dialysis before TAVR has remained constant at 1.8%. After TAVR, the proportion of 

patients newly needing dialysis after TAVR has fallen from 6.1% (2007 to 2008) to 2.3% (2013 to 2014). The risk of new 

dialysis requirement after TAVR was independently associated with lower baseline renal function, year of procedure, impaired left 

ventricular function, diabetes, use of an Edwards valve, a non-transfemoral approach, need for open surgery, and moderate-to-

severe aortic regurgitation after the procedure. Requirement for new dialysis after TAVR was associated with higher 

mortality at 30 days (hazard ratio: 6.44; 95% confidence interval: 4.87 to 8.53) and at 4 years (hazard ratio: 3.54; 95% 

confidence interval: 2.99 to 4.19; p < 0.001 for all) compared with patients without dialysis requirement. 

CONCLUSIONS: The proportion of patients needing dialysis after TAVR has decreased over time. Post-TAVR dialysis is associated 

with increased mortality. Factors identified with dialysis requirement after TAVR require further investigation. 

8) El TAVI tiene más riesgo de generar de novo diálisis que la cirugía convencional 




