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Balloon-Expandable TAVR Prosthesis
Dislocates Into the Ascending Aorta
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ABSTRACT
This case report underlines the complexity of the transcatheter aortic valve replacement (TAVR) procedure where rare
complications sometimes are inevitable, even in experienced hands. Supra-annular dislocation of the balloon-expandable
prosthesis was caused by loss of capture of the temporary transvenous pacemaker lead and treated successfully by
retracting it towards the abdominal aorta. (Level of Difﬁculty: Advanced.) (J Am Coll Cardiol Case Rep 2019;1:101–4)
© 2019 Published by Elsevier on behalf of the American College of Cardiology Foundation. This is an open access article
under the CC BY-NC-ND license (http://creativecommons.org/licenses/by-nc-nd/4.0/).
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LEARNING OBJECTIVES
 The TAVR procedure is a well-established
treatment for AV stenosis and procedural
complications are rare.
 Adequate solutions for unforeseen procedural complications are of utmost importance to ensure acceptable outcome,
especially in the current population, which
keeps on getting younger and healthier.
 Pacemaker capture loss may cause
dislocation of the partially expanded valve
prosthesis during TAVR procedure.
 Balloon-expandable TAVR dislocation can be
treated by retracting the dislocated
prosthesis into the descending aorta.

younger and healthier.

HISTORY OF PRESENTATION
An 82-year-old woman with a history of rectal carcinoma, permanent rate-controlled atrial ﬁbrillation,
and severe symptomatic AV stenosis (aortic valve
area: 0.6 cm 2, AV peak gradient: 50 mm Hg), which
predominantly caused exercise-related dyspnea (New
York Heart Association functional class III/IV), was
referred to our hospital for treatment.
SEE PAGE 105

MANAGEMENT
Our heart team declined her for surgical AV replacement because of advanced age and her history of
rectal carcinoma, while calculating a predicted
surgical mortality of 1.982% (STS-PROM [Society of
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AV = aortic valve
AVA = aortic valve area
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F I G U R E 1 Arteriography of Procedure and 3D CT of Reconstruction

Arteriography of the procedure (A to E) and 3-dimensional (3D) reconstruction of thoracic computed tomography (CT) imaging (F). See Video 1.

in experienced hands. In this case, the complication
of dislocation of the prosthesis was caused by loss of
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