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QUÉ SABEMOS

1. Escasa información  Necesarios más estudios

2. Revascularización peri-TAVI: Evitar “automatismos”, decidir caso por caso

3. No hay que tratar todas las lesiones. A veces ninguna

4. Importante preservar el re-acceso coronario (alineamiento)

5. Tener en cuenta ciertos tips & tricks para el re-acceso post-TAVI 



PREVALENCIA



QUÉ TRATAR



QUÉ TRATAR



MÁS FÁCIL REACCESO
MENOS CONTRASTE

MÁS ESTABILIDAD HEMODINÁMICA 
   PARA LA TAVI

FISIOLOGÍA POCO FIABLE
MÁS SANGRADO

“TRADICIÓN QUIRÚRGICA"

CUÁNDO TRATAR: PRE-TAVI



COSTES

MISMO ACCESO

DAPT
CONTRASE – IRA

DURACIÓN PROCEDIMIENTO

CUÁNDO TRATAR: DURANTE



FISIOLOGÍA MÁS PRECISA

MAYOR ESTABILIDAD
HEMODINÁMICA

REACCESO PEOR
SOPORTE PEOR

CUÁNDO TRATAR: DESPUÉS



NO DIFFERENCE IN MACE; MORE BLEEDING IF PCI BEFORE

CUÁNDO TRATAR



TAVI+PCI vs SAVR+CABG



• Patients with severe aortic stenosis (AS) present frequently (~50%) with concomitant 
obstructive coronary artery disease (CAD)

• The current guidelines recommend combined surgical aortic valve replacement (SAVR) and 
coronary artery bypass grafting (CABG) as the preferred treatment in these patients 

• However combined surgical approach is associated with a higher rate of adverse events as 
compared to isolated SAVR or CABG. 

• Combined transcatheter aortic valve implantation (TAVI) and percutaneous coronary 
intervention (PCI) have evolved as a valid alternative for SAVR and CABG

• We aimed to compare percutaneous versus surgical approach when combined coronary 
and aortic valve disease exists

TAVI+PCI vs SAVR+CABG



• National multicenter (14 centers) 
retrospective study of all patients with 
severe AS and CAD 

• Treated between 2018 and 2021 with 
either PCI+TAVI or CABG+SAVR and 
with at least 1-year of follow up 

• Matched analysis to reduce the impact 
of baseline differences

All-cause mortality 
and stroke at 1-yr

Primary endpoint

All-cause mortality, 
Stroke, MI, AoReg, 

Re-intervention 
(CAD/Valve) at 1-y

Secondary endpoints

TAVI+PCI vs SAVR+CABG



1342 
PATIENTS

625 (46.6%) 
PCI + TAVI

713 (53.1%) 
CABG + SAVR

4 excluded due to 
hybrid approach

Variables Global 
population 
(n=1342)

Unmatched cohort Matched cohort
SAVR+CABG

(n=713)
TAVI+PCI
(n=625)

p-value SAVR+CABG
(n=254)

TAVI+PCI
(n=254)

p-value

Clinical characteristics
Age, years 76.5±8 72.1±7 81.6±5.8 <0.001 77.4±5.3 77.9±5.7 0.063
Female sex 33 23.8 43.3 <0.001 68.5 65.4 0.523
Arterial hypertension 82.6 80.5 85 0.032 80.3 81.9 0.738
Dyslipidemia 74.6 75.9 73.1 0.248 76.0 81.9 0.110
Diabetes mellitus 43.6 47 39.7 0.007 44.9 46.5 0.791
NYHA functional class III or IV 39.3 31.7 48 <0.001 36.6 47.2 0.020
Atrial fibrillation 20 14.2 26.7 <0.001 19.3 28.0 0.025
Three-vessel or left main disease 27.2 33.7 19.8 <0.001 38.2 23.2 <0.001
SYNTAX score 27.4±7.2 28.9±8.2 26.7±6.9 0.031 27.2±8.1 26.4±7.4 0.073
Previous CABG 2.6 0.7 4.8 <0.001 0 7.5 0.653
Previous valve surgery 2.3 1.4 3.4 0.018 1.2 6.3 0.004
COPD 11.9 10 14.1 0.020 11.0 15.4 0.161
CKD (eGFR<60ml/min) 26.9 14.9 40.6 <0.001 20.1 39.0 <0.001
EuroSCORE II, % 2.6 [1.7-4.3] 2.3 [1.6-3.6] 3.1 [1.9-5.7] <0.001 2.9 [2.1-4.6] 2.7[1.7-4.7] 0.662

Variables Global 
population 
(n=1342)

Unmatched cohort Matched cohort
SAVR+CABG

(n=713)
TAVI+PCI
(n=625)

p-value SAVR+CABG
(n=254)

TAVI+PCI
(n=254)

p-value

Echocardiographic findings
LVEF, % 56.4±11.8 56.5±11.2 56.4±12.5 0.888 57.1±11.0 55.2±12.7 0.076
AVA, cm² 0.7±0.2 0.8±0.2 0.7±0.19 <0.001 0.8±0.2 0.7±0.2 0.052
Mean transaortic gradient, mmHg 45.4±14.1 44.6±14.4 46.3±13.8 0.040 43.7±13.6 45.5±13.7 0.192

TAVI+PCI vs SAVR+CABG



Variables
Global population 
(n=1342)

Matched cohort

  SAVR+CABG
(n=254)

TAVI+PCI
(n=254)

p-value

PROCEDURAL OUTCOMES
Number of grafts ≥ 3 - 51.7 - -
Biological prosthesis   96.5 100 0.022
Re-intervention 0.9) 2.2 1.1 0.687
Procedural death 0.7 1.2 0.4 0.625
Technical success 97.2 96.5 95.2 0.648

IN-HOSPITAL OUTCOMES
New PPI 10.5 9.8 12.2 0.488
AKI 11.2 20.5 7.1 <0.001
In-hospital death 3.8 6.3 2.4 0.052
Major vascular complic. 3.1 0.8 3.1 0.109
Major bleeding 12.3 12.2 9.4 0.401
Cerebrovascular events 2.3 5.5 1.6 0.031
MI 1 1.6 0.4 0.375
New onset AF 16.3 29.9 5.9 <0.001
Stroke + in-hospital death 5.3 10.6 3.1 0.002

TAVI+PCI vs SAVR+CABG



• At 1-year follow up, the primary 
endpoint of mortality + stroke was 
higher in the CABG+SAVR group 
than in the PCI+TAVI cases both, in the 
matched and the unmatched cohorts

• Conversely, the PCI+TAVI group 
presented higher degree of:

•  Moderate-severe aortic regurgitation (12.6 
vs. 1.5%, p<0.001) and 

• New permanent pacemaker                    (15 
vs. 6.5%, p<0.001)

13% vs. 9.5%, p=0.035 15.8% vs. 9.9%, p=0.035

1-year

TAVI+PCI vs SAVR+CABG



Variables
  Unmatched cohort Matched cohort

SAVR+
CABG

TAVI+
PCI

HR (95% CI) p-value SAVR+ 
CABG

(n=254)

TAVI+ PCI
(n=254)

HR (95% CI) p-value

Secondary endpoints*
 

     Mortality 10.3 7.5 1.328 (0.897-1.964) 0.156 12.2 8.0 1.488(0.816-2.714) 0.195

     Need for new 
revascularization

1.3 1.6 0.844 (0.325-2.187) 0.726 0.5 2.7 0.214(0.025-1.835) 0.160

     Myocardial 
infarction

4.1 2.3 1.707 (0.869-3.354) 0.120 3.4 3.6 0.930(0.337-2.566) 0.889

     Stroke 5.1 3.3 1.545 (0.861-2.772) 0.144 7.4 4.0 1.789(0.783-4.088) 0.168

NO DIFFERENCES IN THE SECONDARY OUTCOMES

TAVI+PCI vs SAVR+CABG



TAVR+PCI
(n=625)

PCI Pre-TAVR
(n=318)

Concomitant PCI 
and TAVR
(n=102)

PCI Post-TAVR 
(n=205)

p-value

Type of TAVR device        
 
 
<0.001

- Balloon-exp 193 (60.7) 52 (51) 90 (43.9)
- Self-exp

125 (39.3) 50 (49) 115 (56.1)
30-Day Outcomes
Mortality 3(1.0) 2(2.0) 0(0) 0.286
Stroke 3(1.0) 0(0) 0(0) 0.110
MI 2(0.6) 1(1.0) 0(0) 0.340
Need for new PCI 0(0) 1(1.0) 0(0) 0.920
Stroke + mortality 19(6.0) 6(5.9) 3(1.5) 0.018
1-Year Outcomes
Mortality 27(8.5) 10(9.8) 5(2.4) 0.010
Stroke 13(4.1) 2(2.0) 3(1.5) 0.072
MI 9(2.8) 3(2.9) 1(0.5) 0.078
Need for new PCI 4(1.3) 4(3.9) 1(0.5) 0.515
Valvular re-intervention 0(0) 0(0) 2(1.0) 0.066
Stroke + mortality 38(11.9) 11(10.8) 7(3.4) 0.001

TAVI+PCI vs SAVR+CABG: PCI timing



Percutaneous
Surgical

TAVI+PCI vs SAVR+CABG



+1-YEAR
WOMEN MEN

TAVI+PCI vs SAVR+CABG



The best option in my opinion... SIMULTANEOUS



79 yrs woman

ØHeight: 155 cm ; Weight: 65 kg
ØBMI: 27 Kg/m2 ; BSA: 1.6 
Kg/m2

Prior clinical history…

• Hypertension
• Severe aortic stenosis





CT



CT



CT



CT



Coronary angiography?

• Yes / No
• Before the procedure?
• Same day, before TAVI?
• Same day, after TAVI?



Coronary angiography: RCA

ALM 2.4 mm2





ALM 2.6 mm2



Single procedure: First, PCI (LM)



Single procedure: First, PCI (LM)



Single procedure: First, PCI (LM)



Single procedure: Second, PCI (RCA)



Single procedure: Second, PCI (RCA)

ALM 9.1 mm2



Single procedure: Third, TAVI



Single procedure: Third, TAVI



Single procedure: Third, TAVI



Acute Outcomes: Echo 2022



Acute Outcomes: Echo 2022



Late Clinical Outcomes

• Asymptomatic
• 2025: Breast Cancer  Surgery + Immunotherapy



Late Outcomes: Echo 2025



Late Outcomes: Echo 2025



EJEMPLO 2: SIMULTÁNEO



ESTENOSIS AÓRTICA + ENF.CORONARIA EN INSUF.CARDIACA AGUDA O SHOCK



ESTENOSIS AÓRTICA + ENF.CORONARIA EN INSUF.CARDIACA AGUDA O SHOCK



ESTENOSIS AÓRTICA + ENF.CORONARIA EN INSUF.CARDIACA AGUDA O SHOCK



ESTENOSIS AÓRTICA + ENF.CORONARIA EN INSUF.CARDIACA AGUDA O SHOCK



ICP POST-TAVI NO PLANEADA



ICP POST-TAVI NO PLANEADA



ICP POST-TAVI NO PLANEADA



Dont’t be affraid of post-TAVI PCI,  
JUST PLAN IT !



¿CÓMO HACER PCI POST-TAVI?

USAR EL TAC PRE-TAVI



¿CÓMO HACER PCI POST-TAVI?



¿CÓMO HACER PCI POST-TAVI?



¿CÓMO HACER PCI POST-TAVI?



¿CÓMO HACER PCI POST-TAVI?
STEP 1



¿CÓMO HACER PCI POST-TAVI?
STEP 2



¿CÓMO HACER PCI POST-TAVI?
STEP 3



¿CÓMO HACER PCI POST-TAVI?
STEP 4



¿CÓMO HACER PCI POST-TAVI?
STEP 5



¿CÓMO HACER PCI POST-TAVI?



¿CÓMO HACER PCI POST-TAVI?



¿CÓMO HACER PCI POST-TAVI?



1. Evidencias crecientes para ICP simultánea / post-TAVI

2. Tendencia cada vez más conservadora

3. El momento de la ICP debe elegirse para cada paciente

4. Si es necesario, soporte hemodinámico

5. La selectivización coronaria post-TAVI debe planearse

CONCLUSIONES


