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Impact of Paravalvular Leak 
on 2-Year All-Cause Mortality 

PARTNER Trial - Kodali et al NEJM 2012;366:1686 –95. 



Mod-severe PVL trends 
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Herrmann et al. Circulation 2016, Volume 134, Issue 2 



Post TAVR PVL Assessment 

≥ Moderate PVL 

+/- Symptoms, Haemolysis, 

LV strain. 

Pre-implant data, post 

implant imaging including 

TOE & CT 

MECHANISM OF PVL 

• Undersized THV 

• Under-expanded THV 

• Multiple small leaks 

• Severe usually eccentric 

annular Ca 

• Large Focal nodule of Ca 
• Suboptimal implant depth 

Balloon Dilatation PVL closure 
Snare valve 

Valve-in-Valve 

Modified from Waterbury et al. Catheter Cardiovasc Interv. 2017;90:870–877 



TAVR PVL Closure Efficacy 

Waterbury et al. Catheter Cardiovasc Interv. 2017;90:870–877 



PVL closure: Access 

• Usually RFA 

 

• 6 to 8F depending on size of defect, need for 
multiple devices 

 

• Radial access can used down to 4F – if          
utilising AVP 4 device. 

 

• Contralateral access if using looping                
technique. 



PVL closure: Imaging 

• A combination of Fluoroscopy, TOE and CT (if 
staged PVL closure) 

 

• Ideal imaging angles for PVL closure               
identified by TOE +/- CT 

 

• Aortogram with pigtail or focus angio with       
diagnostic catheter to identify defect. 

 



Fluoroscopic Imaging Angle 
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PVL closure: Device Sizing & Choice 

 

• Sizing and shape of defect done by TOE +/-CT,
Angio 

 

• Waist of Device should be 2 – 4mm larger than 
defect. 

 

• If defect is long/crescentic shaped – use 2        
devices or oval shaped device rather than over
sizing round device  



Devices for PVL Closure 

AVP II AVP III AVP IV Occlutech PLD 



Crossing the Defect 

• Hydrophilic wire + diagnostic catheter (MPA,  
JR4…may need to try different catheters),     
mother in child, hydrophillic catheters 

 

• Exchange for stiff wire for more support to      
enable delivery catheter/ sheath across 

 

• Where access is difficult – AVP IV will go         
through any catheter that will pass 0.038 wire 

 

• With THV PVL be prepared for more friction. 



Crossing the Defect - CoreValve 

Cross high in frame 

Horst Sievert 



Looping Technique - CoreValve 

Roman Lezaun 



Anchor Wire for Deploying ≥ 2 Devices 

Waterbury et al. Catheter Cardiovasc Interv. 2017;90:870–877 



Device Deployment 

• Ensure no obstruction to THV, coronaries. 

 

• Tug & Push 

 

• Final check – Deploy! 
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Crossing 
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Deploying 

AVP III 



Deploying 



Conclusions 

• Incidence of PVL in TAVR is reducing 

 

• Identifying the cause of the PVL is important   
to guide Rx 

 

• PVL closure in TAVR is feasible and               
successful 

 

• The procedure is similar to SHV PVL with       
some caveats 


