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Prévalence tres variable de 80% (extreme risk) a 20% (low-risk).

Associee a un mauvais pronostic a tres long terme (> 1an).

D’autant plus marqué que la maladie coronaire est complexe (Syntax 7).

Doit-on la revasculariser ?

Tarantini G et al. Eurolntervention 2023;19:37-52.
Minten L et al. J Am Coll Cardiol Intv 2022;15:1611-1620.
D’Ascenzo F et al. Eurolntervention 2018;14:e1169-e1177.
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Quel bénéfice de I'angioplastie ?
1ére RCT: ACTIVATION Trial

PCl vs. no PCI before TAVI in 235 pts with AS & CAD

DS >70% (or >50% if ULM)

Primary Endpoint:
No Benefits in PCI for
Death-Rehospitalization

Significantly increased
bleeding in PCI pts
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Quel bénéfice de I’'angioplastie ?
Meta-analysis (13 observational, 1 RCT, n=3 838 pts)
PCI before TAVI vs. TAVI alone

All-cause mortality (< 30 days)

All-cause mortality (= one year)

All-cause mortality (> one year)
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Aarts HM et al. Neth Heart J (2023) 31:489—-4909.



Quel bénéfice de I'angioplastie ?

NOTION-3 (2"d RCT)
PCl vs. Conservative Treatment in pts undergoing TAVI (n=455)

A Death from Any Cause, Myocardial Infarction, or Urgent B Death from Any Cause
Revascularization (primary end point)
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Quel bénéfice de I'angioplastie ?

NOTION-3 (2" RCT)

PCl vs. Conservative Treatment in pts undergoing TAVI (n=455)

75% PCI before

Criteria fNI:

1. All lesions DS 290%
2. ifFFR<0.80in
lesions with DS<90%

Conservative
PCl Treatment
Subgroup (N=227) (N=228) Hazard Ratio (95% Cl)
no. of patients with event/total no. (%)

Age :

<82 yr 21106 (20)  40/117 (34) ——— 0.56 (0.33-0.95)

=82 yr 39/121 (32)  41/111 (37) ——t 0.81 (0.52-1.26)
Sex '
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>90% 33/139 (24)  49/132 (37) —————i | 053 (0.34-0.82) }
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SYNTAX score

>9 33/109 (30)  39/106 (37) —— i 0.74 (0.47-1.18)
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Balloon-expandable heart valve X
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Conservative Treatment Better

Lanborg J et al. N Engl J Med 2024;391:2189-2200.
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2025 ESC/EACTS Guidelines for the
management of valvular heart disease

Indications for myocardial revascularization

PCI should be considered in patients with a primary
indication to undergo TAVI and >90% coronary

lla B

artery stenosis in segments with a reference
diameter >2.5 mm."**
PCl may be considered in patients with a primary Based on the available data, PCl should be considered in patients with
indication to undergo transcatheter valve b B a primary indication to undergo TAVI and high-grade (>90%) coronary
interventions and coronary artery stenosis >70% in artery stenosis in large vessels of >2.5 mm. In patients witt:gt&r;osis of

. _ 135-137 >70%, PCl may be considered based on symptom status.”"~ ™ In pa-
proximal segments of main vessels.

®HIGHTECH

Praz F et al. European Heart Journal (2025) 46, 4635—4736.



2025 ESC/EACTS Guidelines for the
management of valvular heart disease

Indications for myocardial revascularization

PCI should be considered in patients with a primary
indication to undergo TAVI and >90% coronary

artery stenosis in segments with a reference la
diameter >2.5 mm."**

PCl may be considered in patients with a primary

indication to undergo transcatheter valve b

interventions and coronary artery stenosis >70% in

. : 135-137
proximal segments of main vessels.

Based on the available data, PCl should be considered in patients with
a primary indication to undergo TAVI and high-grade (>90%) coronary
artery stenosis in large vessels of >2.5 mm. In patients with stenosis of
>70%, PCl may be considered based on symptom status.'**"** In pa-
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Praz F et al. European Heart Journal (2025) 46, 4635—4736.




Y a-t-il une place pourla FFR ?
FAITAVI RCT (3'¢me RCT)

« FFR-guided » vs « angio-guided » PCI
in 320 pts with coronary lesions (DS% 50 to 90%) before TAVI

Patients undergoing TAVI*
)

N,

Physiology-guided PCI (n = 164) Angiography-guided PCI (n = 156)

7 % MACCE )

Primary and secondary endpoints
®FFR  ® Angio

64
i —

Mi TVR Stroke Major bleeding

Primary Endpoint
(MACCE): Death,
Mi, TVR, disabling
stroke, VARC23
bleeding
at 1 year \

p=0.04

Q Conclusion A physiology-guided approach may avoid unnecessary risks of PCl in lesions without ischaemia

Ribichini FL et al. European Heart Journal (2025) 00, 1-10. Kern MJ et al. European Heart Journal (2025) 00,



Quel pronostic en cas de traitement médical seul ?

Retrospective Cohort of TAVI with untreated stable CAD
with varying degrees of obstruction severity (n=1 911)

Pas d’augmentation
des complications
peri-procédurales

quelque soit la
séverité de la CAD

p=ns
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raves —
g 10| / MACE: ACS/Stroke/Heart 10 I
failure hospitalizations /_‘_u—"_‘J
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European Heart Journal (2024) 45, 1890-1900.

Augmentation des
revascularisations
non programmées
dans le gp
Obstructive CAD

®HIGHTECH



Quel timing idéal pour I'angioplastie ?

PCI pre-TAVR

— @ Easier coronary access

@ Hemodynamic instability risk*
@DAPT requirement

» La plus utilisée dans les registres

R. Tanner et al. Journal of the SCAI 4 (2025) 102574. Rheude T et al. Eurointervention 2023 Sep



Quel timing idéal pour I'angioplastie ?

PCI pre-TAVR

— @ Easier coronary access

@ Hemodynamic instability risk*
@DAPT requirement

» La plus utilisée dans les registres

Pas de RCT

PCI post TAVR » Associée a un meilleur pronostic dans les registres

— @ TAVR may obstruct coronary ostia » Attention: ‘
@ + invasive physiology accuracy 1. Au choix de la prothése

: e 2. A optimiser la technique d’implantation:
@ | hemodynamic compromise risk - hauteur d'implantation

- alignement commissurale

R. Tanner et al. Journal of the SCAI 4 (2025) 102574. Rheude T et al. Eurointervention 2023 Sep



Maladie coronaire chez les candidats au TAVI

Pourquoi pas convertir en CABG + SAVR ?
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2025 ESC/EACTS Guidelines for the
management of valvular heart disease

/ .
Favours SAVR Favours
<70 years Age =70 years
* Hostile annulus or LVOT calcification = Transfemoral access suitable for TAVI
» Bicuspid aortic valve Anatomic = Porcelain aorta
* Annulus dimensions unsuitable for TAVI features * Intact coronary artery bypass grafts
= Risk of coronary obstruction = Severe chest deformity or scoliosis
i VHD = Comorbidities or cardiac conditions
< + Complex CAD Concomitant increasing surgical risk
- ing aortic aneurysm  conditions® * Frailty
» Septal hypertrophy requiring myectomy * Sequelae of chest radiation
Lifetime management®
Anticipate repeat procedure options and risks, when selecting modality and valve type at index procedure
Redo SAVR: risk of redo surgery
SAVR after TAVI: increased risk associated with THV explantation
Valve-in-valve TAVI: risk of coronary obstruction, impaired coronary access, prosthesis—patient mismatch

» @EeEsc @EencTs—
Praz F et al. European Heart Journal (2025) 46, 4635-4736.
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Et pourquoi pas convertir en CABG & SAVR ?
TCW Trial

Pts 2 70 years with severe AS and 2 2VD or complex LAD

RCT: FFR-guided PCI + TAVI vs. CABG + SAVR
Mean age 76 y, mean Syntax score 13.4

Primary endpoint: Secondary endpoint:
All-cause mortality, Mi, stroke, TVR, Valve All-cause mortality & stroke
reintervention, and life threatening or disabling
= bleeding at 1 year ™
] s B TR R o “] =mm SAVR&CABG HR 0.08; 95%Cl (0.06-0.66)
B0 4 P g L B TAVI&PCI P suprieriority = 0.003
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Kedhi et al. Lancet. 2025 Dec 21 i404(10471 ):2593-2602.



Et pourquoi pas convertir en CABG & SAVR ?
Multicenter observational study

SAVR + CABG vs TAVR + PCI

MACCE at 5 years

800 patients with severe aortic stenosis and complex coronary artery disease 100 -
(SYNTAX score >22 or unprotected left main disease) -
] g - Log-rank P = 0.15
598 (74.8%) 202 (25.2%) % g
SAVR + CABG Transfemoral TAVR + PCl e s
=N 52.1%
g -g 50 e
¥ 38.2%
4 33
) . S8 25-
1:1 Propensity-matching E [
l w““ 0 i
S 0 1 2 3 4 5
No. at risk:
Primary endpoint: All-cause death, myocardial infarction, stroke, or ~— SAVR + CABG 156 123 105 N 79
new coronary revascularization —TAVR+PCl 156 93 58 30 22 1

®HIGHTECH
Alperi A et al. JACC Cardiovasc Interv. 2021;14(22):2490—-



Take Home Message:

 Peu de preuve de l'intérét de I'angioplastie systématique chez les patients candidats au
TAVI (NOTION 3).

 Pas d’'impact sur la sécurité du TAVI a traiter médicalement la maladie coronaire stable
avant TAVI.

* Indications potentielles de revascularisation:
PCl en cas de: - Lésions critiques (>90%) des gros troncs épicardiques
- Lésions >70% (50% pour le TC) si FFR positive (et patients angineux)
Switch vers la chirurgie (patients jeunes, low risk avec syntax score éleve)

 Le timing idéal reste a déterminer.

* Multiples RCT en cours (TAVI-PCI; COMPLETE TAVR; PRO-TAVI).

Merci

cedric.delhaye@chu-lille.fr ®HIGHTECH
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