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AVOID RISKS
- LIFE THREATENING
- CONDUCTION DISTURBANCES
- DIFFICULT CORON.RE-ACCESS

GOOD HEMODYNAMICS:
- NO LEAK
- NO RESIDUAL GRADIENTS
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Risk of coronary obstruction

Ojeda et al. JACC Cardiovasc Interv 2023

13.675 TAVI, 
115 CO (0.8%) 

SMALL WOMEN
ViV



CT Scan for TAVR



Immediately after, the patient developed anginal chest pain and 
hemodynamic instability. The aortography demonstrated the 

absence of filling of the RCA. 

Therefore, the patient was emergently intubated and 
hemodynamic support was started with vasopressors and 

percutaneous insertion of an Impella CP. 











Features of CO

• Valve-in-valve (21.7% vs 3.1%; p= 0.001). 

• Coronary protection was performed in 21 (18.2%) patients, only 
with a coronary guidewire in 15 (71.4%) of them and with an 
undeployed stent in the remaining 6 (28.6%) patients.

• CO prediction was not precise, especially in native valves 

• In fact, almost the half of the patients NO factor of CO in CT 



Ojeda et al. JACC Cardiovasc Interv 2023



Score predicting CO

Khan et al. JACC Cardiovasc Interv 2023
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• Coronary obstruction more 
common after BE-TAVI than a SE-
TAVI (VIVID registry)

• Inability to reposition or retrieve
BE-TAVI

• The Acurate neo device has an
upper crown that caps the native 
leaflets below the coronary ostia, 
probably the lowest rate of CO

Mitigationg risk CO



Preservation of coronary access

• High prevalence of CAD in TAVI patients

• Possible need for re-access

• Key: TAVI valve that allows easy coronary access

• Principal factors determining ease of coronary Access:
• Frame height
• Frame mesh density. 

• BE-TAVI usually extend above the coronary ostia, but they have a 
low-density mesh and large cells

• Acurate neo valve has a short stent that usually sits below the ostia

c



Barbanti et al. RE-ACCESS



Theoretical basis of “patient-tailored” alignment



First publication on “patient-tailored” alignment
• Spanish Journal of Cardiology



JACC INTV 2022. Tang G, Amat-Santos, et al



Feasible of “patient-tailored” commissural alignment with all devices
• “ACA device”



First doubts on the “perfect efficacy” of this strategy

JACC INTV 2022. Amat-Santos, et al



First publication on commissural alignment

JACC INTV 2022. Amat-Santos, et al



How often are coronary ostial “eccentric”
• Variability of coronary ostia

JACC INTV 2022. Amat-Santos, et al



How often are coronary ostial “eccentric”
• Variability of coronary ostia
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JACC INTV 2022. Amat-Santos, et al



GOOD HEMODYNAMICS:
- NO LEAK
- NO RESIDUAL GRADIENTS



BALLOON-EXPANDING VALVES
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AORTIC GRADIENTS
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Risk of annular ruputre

CALCIFICATION

OVER-SIZING

POST-DILATION

Barbanti et al. Circulation 2013

BE-TAVI
UNDER-SIZED



Amat-Santos et al. Eurointervention 2018



Risk of underexpansion / leak / Bicuspid





• Complications arising more frequently after TAVI in this cohort: PVL, 
nonuniform/noncircular valve deployment, device migration, and 
annular ruptur

• Some authors suggest that self-expanding valve may be preferable
to a balloon-expandable device, both to conform to an asymmetric
valve orifice and to reduce risk of annular rupture

Risk of underexpansion / leak / Bicuspid
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AVOID RISKS
- LIFE THREATENING
- CONDUCTION DISTURBANCES
- DIFFICULT CORON.RE-ACCESS

GOOD HEMODYNAMICS:
- NO LEAK
- NO RESIDUAL GRADIENTS
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Amat-Santos. Internac J Cardiol. 2021
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Amat-Santos. Internac J Cardiol. 2021



PACEMAKER RATE
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1- CUSP OVERLAP VIEW



3 mm Target Implant Depth

2-RADIOPAQUE MARKER BAAND AT MID PIGTAIL
3- AIM IMPLANT DEPTH 3mm



4- SLOW DEPLOYMENT (CONSIDER PACING)



NCC depth may 

appear shallower 

in the LAO view.

5- MOVE TO 3 CUSP COPLANAR VIEW AND ROLL TO LAO TO MINIMIZE PARALLAX
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RESULTS OF OPTIMIZE PRO STUDY: FOLLOWING OFFICIAL RECOMMENDATIONS

Grubb et al. EuroPCR 2022



TVT Registry with a Supra-annular Self-expanding Transcatheter Heart Valve

IN-HOSPITAL PACEMAKER RATES BY QUARTER
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• Increased risk of coronary obstruction

• Elevated postprocedural pressure gradients

• NO difference between the CoreValve and Sapien valves in the
incidence of coronary obstruction

• HIGHER postprocedural gradient with Sapien valves

Valve-in-valve procedures



JACC INTV 2022. Amat-Santos, et al



• If not-severe calcification

→Navitor provides more stable hemodnamycs during deployment

→Acurate neo with no paciente also stable

• If severe calcification

→BE-TAVI to avoid severe PVL and post-dilation

Severe LV dysfunction



Pure (non-cacified) Ao Reg



PRIOR EVIDENCE

C !!!

Yoon et al, JACC 2017



• The Trilogy TAVI System features unique locators that align the THV with the native cusps 

of the valve and ensures anatomically correct alignment

• The locators “clip” onto the native leaflets, enabling anchoring in pure AR patients with 

non-calcified valves.

Jenavalve Trilogy TAVR System

Left: Jenavalve Trilogy valve, Center: prosthesis with locators spread during implantation, seating the locators in the sinuses 

Right:  Valve after implantation with perfect position and no paravalvular regurgitation.

Investigational Use Only – Not for Sale
US: CAUTION – Investigational Device. Limited by Federal (or United States) law to investigational use.

PRIOR EVIDENCE



© 2022 Jenavalve. All rights reserved. CONTENT IS PROPRIETARY 
& CONFIDENTIAL.
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AR

Just accepted in Eurointevention



N=113 PTS
AGE 78.4 ± 7.46

GENDER (Male) 73 (64.6%)

URGENT 14 (12.4%)

EUROSCORE II 3.48 ± 2.7

STS SCORE 2.71 ± 1.7

BASELINE CHARACTERISTICS

Just accepted in Eurointevention



ANNULAR MEASUREMENTS

AA AREA 638.5 ± 106.1 mm2

AA PERIMETER 88.5 ± 8.0 mm

LM HEIGHT 14.8 ± 3.6 mm

RC HEIGHT 17.4 ± 3.8 mm

CALCIUM (AA, LVOT) 17 (15%)

STJ DIAMETER 37.0 ± 5.6 mm

SoV DIAMETER 39.15 ± 6.0 mm

COMPUTED TOMOGRAPHY

Just accepted in Eurointevention



PROCEDURE
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PROCEDURE

RANGE OF EXTRA-CC: 0 – 10 cc

Just accepted in Eurointevention



PROCEDURE

32 mm Valve

Just accepted in Eurointevention



OUTCOMES

6.7%

3.9%

Just accepted in Eurointevention



MYVAL 32+ 3cc. PREVENT DISLODGEMENT  → PUT ALL VOLUME IN !!



Just accepted in Eurointevention



• Extreme iliac or aortic tortuosity, in which a flexible delivery
system such as Navitor or Acurate neo may be advantageous

• Small iliofemoral vessels, in which a low-profile 14-F Evolut
R/Navitor/Myval may be favorable

• Mechanical mitral valve replacement and marked septal bulge, in 
which a self-expanding prosthesis may be preferred

Other anatomical subgroups



• Most patients can be successfully treated with any valve type

• Each operator balance between valve types and personal experience

• The technical challenges associated with different anatomic
scenarios, along with the strengths and weaknesses of the various
transcatheter aortic valves, will allow an optimal valve to be selected
for each and every patient, minimizing complications and maximizing
success

FINAL REFLECTIONS
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