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EDITORIAL COMMENT

Balloon Valvuloplasty Before
Transcatheter Aortic Valve Replacement
Is It Now Optional?*
Shikhar Agarwal, MD, MPH
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the valves with heavy leaﬂet/outﬂow tract calciﬁca-
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around the impact of the type of valve prosthesis
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be a function of underlying valvular anatomy rather
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risk of stroke among patients in the Direct TAVR

difference might not be appreciated with SEV,

cohort, compared with the pre-dilation cohort (5).

potentially due to greater degree of PVL seen with

Interestingly, Bijuklic et al. (6) have demonstrated an

these valves (3). There is marked heterogeneity in the

increased risk of cerebral embolization after implan-

published reports with respect to the impact of valve

tation of BEV without pre-dilation as compared with

type upon PVL incidence between the 2 cohorts (8). A

those that had BAV before valve implantation, using

few studies have demonstrated differences in PVL

diffusion-weighted

imaging.

between the Direct TAVR and pre-dilation cohorts for

Although these lesions are generally not associated

SEV (9,10). On the contrary, some studies have

with clinical strokes, there is increasing evidence

demonstrated equivalence in the incidence of signif-

linking these silent embolic lesions to accelerated

icant PVL between the Direct TAVR and pre-dilation

neurocognitive decline and dementia (7). Even

cohorts for BEV (8). Whether the choice of valve

though the reasons for the ﬁndings of this small study

truly matters in the context of pre-dilation still re-

were speculative, they are concerning. In an era of

mains to be understood. In addition, most of the data

increasing use of embolic protection devices, one

available are using the older generations of the

could surmise a greater role of these devices in pre-

valves, and whether these differences persist with the

venting cerebral embolization among individuals

modern iterations of current devices also remains to

undergoing Direct TAVR. This obviously needs to be

be seen.

magnetic

resonance

conﬁrmed in largescale studies. An important specu-

Regardless of the inherent biases in the study (4),

lative concern is whether there would be any differ-

there are some important takeaways from the data

ence in stroke/cerebral embolization between the

available thus far. The data are markedly heteroge-

BEV versus self-expandable valves (SEV). In the case

neous at this point. The omission of BAV before valve

of SEV, the entire procedure can potentially be per-
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ever, it has been speculated based on few observa-

sota) takes advantage of this fact and uses a reduced

tional studies that there might be a higher need for

diameter deployment catheter. By contrast, for the

post-dilation and possibly increased cerebral embo-

BEV, even if pre-dilation is avoided, balloon inﬂation

lization with its antecedent consequences (5,6). There

is an integral part of valve deployment, and cannot be

are several trials underway that seek to answer this

deferred, which might create the difference in cere-

important question in a systematic manner (DIRECT

bral

[preDilatation in tRanscatheter aortiC Valve implan-

embolization

between

the

2

valve

types.

Regardless of these speculations, the current study,

Tation

as well as available meta-analyses, has failed to

Transcatheter Aortic Prosthesis SAPIEN 3 With or

demonstrate differences in clinical strokes in the

Without Prior Balloon Predilation]; and SIMPLIFY

Direct TAVR and pre-dilation cohorts for both BEV

TAVI

and SEV (3,4).

Without Pre-dilation]).

Trial];

DIRECTAVI

[Transcatheter

Aortic

[Implantation

Valve

of

the

Implantation

1967

1968

Agarwal

JACC: CARDIOVASCULAR INTERVENTIONS VOL. 11, NO. 19, 2018
OCTOBER 8, 2018:1966–8

Is Balloon Valvuloplasty Before TAVR Optional?

In conclusion, the data available thus far call for
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