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Aortic stenosis and coronary artery disease (CAD) frequently co-exist, asthey share a common pathophysiology and risk factors.
Due to lack of randomised controlled trials (RCTs) and exclusion ofsignificant CAD in transcatheter aortic valve replacement (TAVR) trials,the optimal method of revascularisation of CAD in patients undergoingTAVR remains unknown.
Coronary disease in TAVR patients is common: 40-80% of TAVR patients;3.5-5.7% post TAVI PCI rates (likely to increase as TAVR expands tolower risk patients with greater life expectancy).
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Clinical Impact of CAD in TAVR



Prevalence of coronary artery disease in TAVR candidates reported in the main studies
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Assessment of CAD



Assessment of CAD: Accuracy of computed tomography angiography fordetection of significant coronary artery disease in the TAVR work-up
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Assessing and managing CAD in TAVR recipients: ongoing and future studies inthe field
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A potential limitation of FFR in this context relates to thepotential alteration of coronary flow reserve as a consequenceof the left ventricular hypertrophy commonly seen in severeaortic stenosis, which may result in an underestimation of theseverity of coronary stenosis.
In contrast, iFR (assessing pressure ratio during the wave-freeperiod of diastole) seems to be less influenced by the stenoticaortic valve and moreover does not require the administrationof a vasodilator.
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• Conclusion• In summary, in patients with CAD undergoing TAVR, the SYNTAX score can be auseful tool in deciding which patients may benefit from PCI prior to TAVR. Inpatients with high SYNTAX score (>22), we recommend performing PCI beforeTAVR to improve post-TAVR outcomes. In those with low SYNTAX score (<8), noadditional coronary intervention is necessary and operators can proceed directlywith TAVR. However, in those with intermediate SYNTAX score (8–22), thedecision to perform PCI should be individualised based on the clinical risk factorsin consultation with the heart team. Further large-scale RCTs are required toprovide definitive answers regarding management of these complex groups ofpatients.
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Coronary revascularization of severe coronary lesionslocated in the proximal-mid segment of the coronaryvessels remains common practice in most TAVRcenters.



Recommendations for management of patients with CAD in VHD (ESC 2021)

The low level of evidence of these recommendations reflects the uncertainties regarding theclinical impact of coronary revascularization in TAVR recipients with concomitant CAD



Revascularization in TAVR





ACTIVATION (PercutAneous Coronary inTervention prIor totranscatheter aortic VAlve implantaTION): A Randomized Clinical Trial





The results of the trial are widely interpreted as evidence that pre-TAVR PCI inpatients > 80 years and stable coronary artery disease may not significantlyimprove the outcome but still comes along with additional risks.
However, as the patient population eligible for TAVR changed since the start of thetrial in 2011, the transferability of the trial results to younger and lower-riskpatients has yet to be determined.
Furthermore, it will be of great interest to determine whether a completerevascularization-strategy guided by FFR may alter the outcome of PCI pre-TAVR.This question is currently addressed by the ongoing NOTION-3 trial.



Optimal Timing of PCI



PCI before, during or after?
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• Inserire diapositiva sulla stessa patogenesi di TAVI e aterosclerosi



Pooled Event Rates (%) at 30-Day Following TAVR
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Pooled Event Rates (%) at 30-Day Following TAVR
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Optimal Timing of PCI
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ACS after TAVR



ACS after TAVR
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Conclusions
• Coronary artery disease is a common finding in patients with advanced degenerative aorticstenosis.
• The current practice in many centers to routinely perform an invasive coronaryangiography as part of the TAVR workup got lately challenged by newer data showing ahigh diagnostic accuracy of CTA to exclude relevant coronary artery disease.
• As TAVR is increasingly considered a valid treatment option in younger patients withlower-risk and longer life expectancy, the handling of concomitant coronary lesionsbecomes more relevant.
• While the current ACC/AHA guidelines recommend PCI before TAVR, the Europeanguidelines do not recommend a specific timing.
• In theory, the unhindered coronary access, the reduction of ischemic burden prior toTAVR, and the smaller amount of contrast media when administered in two sessions(staged procedures) indicate a possible benefit of the strategy to revascularize prior toTAVR.


