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UOMO 81 ANNI

• Ipertensione, dislipidemia
• Morbo di Parkinson in trattamento 
• IRC e quadro di MGUS IgM Lamda stabile
• Vasculopatia carotidea
• Coronaropatia: pregresso BPAC (AMI-IVA, AO-IVP-PL) e pregresse PTCA con 

DES (TC-CX-MO e IVA nativa)
• Dal 2011 SAO con FE conservata IM moderata
• Dal marzo 2016 peggioramento clinico (edemi declivi, dispnea, sincope di 

dubbia origine). Limitazione attività quotidiana
• Inviato in PS da curante:  SAO severa FE 42% IM moderata



• Episodi confusionali durante il ricovero
• EEG tendenza addormentamento spontaneo
• Esegue valutazione con CT, ecocardiogramma e coronarografia (stenosi di 

MO trattata con DES)
• Episodi di macroematuria da strattonamento di catetere



ESC GL 2012 
INDICATIONS FOR BALLOON VALVULOPLASTY

May be considered
• As bridge to AVR or TAVI in haemodynamically

unstable patients

• In symptomatic severa AS who require urgent

non cardiac surgery (IIbC)

• As palliative treatment if surgery is

contraindicated and TAVI is not an option



AHA GL 2014



• High recurrence rate
• Poor prognosis (survival 1 y 50%  - 3 y 20%)
• 15-25% serious complications

• Should not be used as a substitute even as a palliative treatment

• No difference in long term follow up with OMT

• Bridge to TAVI or AVR (IIbC)

• To Assess clinical improvement





SOME HISTORY AND REULTS

• Introduction in 1985 by A. Cribier

• Stretching of the valve’s cusp and annulus, micro-rupture of calcifications

and partial separation of the commisures

• Goal: increase aortic area by 40% or > 1 cm2, reduce mean gradient by 40% 

or < 40 mmHg

• Immediate and 30 days outcome is satisfactory, perioperative mortality 3% -

30 days mortality 14%

• Long term follow up is disappointment, as natural course
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• DURING TAVI (PRE E POST IMPLANTATION)

• BRIDGING TO ASSESS THERAPEUTIC RESPONSE

• SYMPTOM PALLIATION AND CARDIOGENIC SHOCK

• AGING



PROCEDURAL RISKS• Vascular damage
• Stroke
• AMI
• Perforation
• Tamponade
• Severe AR or MR
• Annulus ruture
• Aortic dissection
• Pump failure
• Dysrhythmia
• Emergent cardiac surgery
• mortality



CRITERIA FOR BAV EXCLUSION

• Prosthetic aortic valve
• Active endocarditis
• Severe AR
• Significant frailty and comorbidities, so that

BAV don’t change quality of life
• Annular area too small or too large
• LV or LAA thrombus
• Active bleeding



MY PERSONAL OPINION: WHEN TO DO BAV

• Emergency BAV in severe AS in cardiogenic shock
• Hemodynamic instability, as bridging therapy to TAVI or AVR
• To perform an urgent non cardiac surgery
• Concomitant neoplasm requiring further diagnostics
• Unclear AS symptoms with concomitant severe comorbidity (eg lung

disease) 
• Doubts concerning AS severity
• Unavailability of TAVI due to logistic or economic issues
• Performance of TAVI and AVR is impossible



WHICH PTS NON SUITABLE FOR TAVI AND AVR

• Porcelain aorta
• Chest malformation
• High operative risk (STS >10)
• No anatomic criteria for TAVI (eg annulus or access)
• Life expectancy < 1 y or severe cachessia
• Very low LV EF
• LV Surgical remodelling



HOW TO REDUCE COMPLICATIONS

• CT Access evaluation and fluoroscopic guided
puncture
• Proglide predeployed
• CT annulus evaluation
• Pre-shaped wires
• Use permanent PM
• Internal giugular vein for pacing
• Balloon dimension
• Sufficient operator expertise
• Tertiary centres
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SOME TIPS AND TRICKS
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