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In current guidelines, TAVR is recommended
for patients with prohibitive or high surgical
risk and in elderly patients suitable for
transfemoral access regardless of their
surgical risk.
As a consequence, the number of TAVRs
around the world is projected to increase
further in the future. The use of TAVR as an
alternative to surgical replacement is
associated with a reduction in length of stay
potentially increasing the number of available
hospital beds.
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Transcatheter valve prosthetics and other intracardiac devices 
The risk of infective endocarditis is higher within the first year following
transcatheter aortic valve implantation (TAVI). The incidence of infective
endocarditis following TAVI ranges from 0·3 to 1·9 per 100 person-
years, which is comparable with that observed in surgical aortic valve
replacement (SAVR).141–145 However, the mortality was higher for
patients with infective endocarditis following TAVI than for those
following SAVR, which might be attributed to the older age and more
comorbidities in that population. As for the treatment, antimicrobial
therapy for infective endocarditis post-TAVI is similar to that of
prosthetic valve endocarditis. Approximately 19% of cases of infective
endocarditis following TAVI require cardiac surgery, whereas the rate is
around 50% for infective endocarditis associated with SAVR. Cardiac
surgeries in patients post-TAVI pose considerable risks due to
advanced age, increased comorbidities, and the potential for complex
surgical interventions because of the self-expanding devices in the
ascending aorta. Cardiac surgery is considered first when combining
any complications, particularly severe prosthetic failure or heart failure.
Compared with antibiotics alone, cardiac surgery was not associated
with reduced all-cause in-hospital or 1-year mortality in post-TAVI
infective endocarditis. Notably, the incidence of TAVI-associated-
infective endocarditis has decreased in recent years, particularly due to
improvements in procedures and refinements of devices.

► Mayor riesgo en el primer año tras el implante.

► 0,3-1,9/100 personas/año, similar a la
sustitución quirúrgica.

► Mayor mortalidad.

► Tratamiento quirúrgico de la EI: 19 % en TAVI y
50% en válvulas quirúrgicas.

► En las EI sobre TAVI: misma mortalidad con
tratamiento solo antibiótico que combinado
antibiótico + cirugía.
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J Am Coll Cardiol 2020;75:3020–30

2011-2018. 15 hospitales en Suiza. 
7203 implantes de TAVI. 149 EI.
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Of note, antimicrobial 
susceptibility testing proved
that 47.9% of patients with early 
peri-procedural infective 
endocarditis after TAVR in the 
present  study had a pathogen 
that was not susceptible to the
antibiotic prophylaxis 
administered before or during
TAVR. This is mainly explained 
by the increased rate of 
enterococcal infections during 
the peri-procedural period, that 
are not covered by the 
prophylactic regimen 
consisting of first- or second-
generation cephalosporins.
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J Am Coll Cardiol 2023;81:394–412

Infective endocarditis (IE) is a rare complication following TAVR and is frequently associated with dismal clinical
outcomes. Despite its low incidence, patients at risk of developing this life-threatening complication are
expected to grow exponentially in the coming years, because the number of TAVR procedures is steadily
increasing and is expanding to younger patients with greater life expectancy. Consequently, IE after TAVR may
have a clinically meaningful impact in the future, and therefore, a thorough understanding of this pathology and
its complications is essential to improve clinical outcomes.

Over the last few years, the clinical profile of patients undergoing TAVR has evolved substantially from
patients with prohibitive or high surgical risk to less complex and younger patients with lower surgical risk.
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In contrast, IE after TAVR shows a 
distinct microbiological profile. The 
most common causative 
microorganisms in TAVR-IE are 
enterococci, S aureus, and 
coagulase-negative staphylococci.

Enterococci have a strong affinity 
for warm, moist habitats such as 
the groin region.

Of note, a recent study highlighted 
the remarkable virulence of S 
aureus in patients with TAVR-IE, 
almost doubling inhospital (47.8% 
vs 26.9%) and 2-year mortality 
(71.5% vs 49.6%) rates compared to 
other pathogens.

Más casos asociacos a cuidados
sanitarios, 7/10 sin foco conocido

Fiebre 80% (menos que en IE válvula nativa)
IªCC 40%
Émbolos sépticos 13%.

Prior studies have shown that the combined 
sensitivity of transthoracic and 
transesophageal echocardiography for
diagnosing TAVR-IE was 67.8%, in contrast to 
73% in patients with surgical PVE and 89.9% in 
patients with native valve IE.

Nearly one-third of the patients (31.3%) had IE 
with at least 2 cardiac structures affected.
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(B) Kaplan-Meier survival curve at 2 years follow-up after IE following TAVR. (C) Kaplan-Meier survival curve at 5-year follow-up of patients with IE after 
TAVR who survived the initial IE hospitalization.

26/32



► Elevada morbimortalidad. Necesidad de mejora.

► Antisepsia. Profilaxis pre procedimiento y 48 después.

► Optimización de la cefazolina. Mal uso en general.

► Aproximadamente el 50% de las EI asociadas a TAVI están 
causadas por microorganismos NO cubiertos por la pauta de 
profilaxis.

► Cambiar a amoxicilina/ác. clavulánico? Añadir glicopéptido.

► Pautas de descontaminación para portadores de S. aureus.

► Limitar las pruebas invasivas/ingreso en estos pacientes. 50% 
de los casos IRAS  
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Endocarditis registrada en Excell PROA

Servicio 2025 2026 Total general
Anestesia 1 1 2
Cardiología 17 2 19
Cirugía Cardíaca 2 2 4
Medicina Interna 18 2 20
Oncología 1 1
UCI 4 4
Total general 42 8 50

7 sobre TAVI
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Muchas Gracias.
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