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ABSTRACT
Signiﬁcant paravalvular regurgitation (PVR) remains a relatively frequent (4% to 9%) and deleterious complication of
transcatheter aortic valve replacement (TAVR), even with the latest generation of bioprosthesis. Although mini-invasive
TAVR without general anesthesia or transesophageal echocardiography (TEE) is progressively becoming the predominant
approach, identiﬁcation and grading of PVR in the catheterization laboratory remain an important and challenging clinical
issue. The authors discuss how a recently reported blood biomarker reﬂecting the von Willebrand factor activity, that is,
the closure time with adenosine diphosphate, can be successfully applied during the TAVR procedure to detect and
monitor PVR in real time, with an excellent negative predictive value. This point-of-care testing performed directly in the
catheterization laboratory may improve the diagnosis of PVR and rationalize the decision of whether or not to perform
corrective measures. They further discuss how such a test could be a substitute for the multimodal approach combining
TEE, hemodynamics, and cine-angiography, and help to secure the transition to the mini-invasive approach and facilitate
the expanding indications of less invasive procedures to lower-risk patients without jeopardizing procedural and clinical
outcomes. (J Am Coll Cardiol Intv 2018;11:1775–8) © 2018 Published by Elsevier on behalf of the American College of
Cardiology Foundation.
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F I G U R E 1 Strengths and Limitations of Modalities of PVR Assessment in the Catheterization Laboratory

AR ¼ aortic regurgitation; ARI ¼ aortic regurgitation index; CT-ADP ¼ closure time of membrane coated with adenosine diphosphate; MR ¼ mitral regurgitation;
NPV ¼ negative predictive value of moderate or greater paravalvular regurgitation; POC ¼ point-of-care; PVR ¼ paravalvular regurgitation; TEE ¼ transesophageal
echocardiography; TTE ¼ transthoracic echocardiography.
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