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Transcatheter Valves 2007 



Transfemoral access

• Percutaneous approach
• Prostar XL 10F

• Perclose/Proglide

• Perfect femoral artery puncture:

• Common femoral artery

• Central vessel ( fluoro guided,  echo guided) 

• Wire placement from the contra-lateral for managing complication
• balloon artery occlusion

• covered stent placement



Difficult
transfemoral tavr





Enables predictable deployment 
through an intuitive handle with 1:1 
response and improved valve release

Facilitates delivery with an optional 
shorter-length catheter for 
subclavian and direct aortic access

Enhances insertion and tracking via a low 
profile, 18Fr catheter with hydrophilic 
coating 
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Resheath & Reposition4

Progress in Innovation
Enveo™ Delivery System 







The 15% of patients wee usuitabloe for 
Transemoral access



SOURCE registry Edward Sapien
Baseline Demographics and Risk Factors 1013 pts





• The first case of TA TAVI without 
cardiopulmonary bypass was

• performed in 2005
• TA approach rapidly emerged as 

the alternative access route to 
TF

• Its use has clearly declined 
owing to the high proportion of 
patients amenable to a TF 
approach, complications related 
to the TA access site, and the 

• advent of a variety of 
alternative access strategies



Fig 4 Forest plot for relative risk of stroke at longest follow-up for transcatheter aortic valve implantation (TAVI) compared 

with surgical aortic valve replacement (SAVR) for severe aortic stenosis, by valve approach. 

Reed A Siemieniuk et al. BMJ 2016;354:bmj.i5130

Transapical access



Subclavian Artery Access
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When the femoral access is contraindicated



Trans subclavian / axillary access

• The surgical cutdown is performed through an infra clavicular incision 
• percutaneous approach have been described with the insertion of a wire in the 

ipsilateral brachial artery externalised through the femoral artery or 
contralateral brachial artery for balloon occlusion or covered stent implantation 
in case of failure of the percutaneous closure system

• 3 to 5.8 % of patients in the FRANCE 2 registry (2010-2012) 
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Trans-Subclavian/proximal axillary



Trans Subclavian  access





• First description 2009
• reverse T- or right J-shaped sternotomy 

down to the second intercostal space or 
mini-right thoracotomy 

• Good controllability of THV positioning. 
• life-threatening bleeding complications 

comparable to TA.





Trans Carotid access
• First reported 2009
• Experience with carotid access 
• presence of the vagus nerve and the respiratory tract. 
• Left carotid access more coaxial  with the ascending aorta
• FRANCE TAVI registry showed that up to 3.4 % of patients are now 

treated with the TC 







Trans Caval access

• The TCv approach allows large introducer sheath size 
• wire crossing from the inferior vena cava into the aorta through 

retroperitoneum
• precise preoperative planning with multi-slice CT. 
• Aortic calcifications in the crossing area 
• to avoid tearing of the aortic wall and effective closing of the 

artificially created closing by a cardiac-type occluder device









Conclusion

• The gold standard  for TAVR should be full percutaneous approach, 
local anestehesia , sedation

• Transfemoral approach is the less invasive and the best tolerated
• When anatomy is not favourable alternatives should be cosidered

alternative approaches for TAVI have reasonable safety and efficacy 
profile in selected patient population

• The decision of the best access for TAVR should be taken for every
single patient in a multidisciplinary discussion
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