Aortalni Stenoza

As.MUDr. Viktor Kocka, FESC
Vedouci lékar Invazivni kardiologie
Kardiocentrum FNKV a 3.LF UK Praha




Epidemiologie a etlolog_

Nejcastéjsi chlopenni vada v dospélosti

(ve vyspélych statech)

2-7% populace nad 65 let

Cca 1600 pacientli rocné podstoupi AVR
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Patofyziologie

A Valve Histology Showing Progression of the Disease

Initiating factors: Disease Progression:
Bicuspid valve Age and sex
Genetic factors Increased serum lipids

Shear stress Increased blood pressure
Diabetes and metabolic syndrome
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Severe aortic stenosis
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<2.5 m/sec 2.5-4.0 m/sec >4 mjsec

Otto CM, NEJM 2008;359:1395-8
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Symptomy

Dlouha asymptomaticka
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Srdecni selhani
Ross, Braunwald, Circulation 38;61:1968

Méneé typicka prezentace: inf. endokarditis, nahodny nalez pfi predOP vysetreni...
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Fyzikalni nalez <

Pulsus parvus et tardus

Systolicky ejekcni Selest s maximem nad aortou a s propagaci do karotid
Vir pfi pohmatu vsedé v predklonu
Hemodynamicky vyznamna vada - vir +, dlouhy Selest, neslysna druha ozva

Hlasitost Selestu koreluje s pratokem, méné s vyznamnosti vady

1 fz Po 1 Pz

Lehka AoS Vyznamna AoS




Vysetrovaci metody

EKG — hypertrofie LK; extenze kalcifikaci do prevodniho systému — AV bloky

Echokardiografie: klicova metoda

Pritomnost aortalni stenosy, kalcifikace, funkce LK, hypertrofie stén, dalsi patologie
Dopplerovské vysetreni — kvantifikace stenozy

Aortalni gradient — dobre se méfri, ale je zavisly na prutoku

ot 000000 |
1 AV Vmax 4.74 mls

AV meanPG 53.44 mmHg
AV VTI 121.53 ¢

Peak Peak to Peak
Instantaneous
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Kalkulace plochy aortalniho usti

Rovnice kontinuity
Presnost méreni, zkuSenost vysetrujiciho
LVOT lze podhodnotit (ovalna struktura)

AVA = LVOT

darea

X LVOT,, / AVy,,
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Table 4 Echocardiographic criteria for the definition
of severe valve stenosis: an integrative approach

Nortic Mitral Tricuspid

stenosis stenosis stenosis

Valve area (cm?) <l .O‘ <l.0 —

Indexed valve area (cm?*m? BSA) ‘ <0.6 ' — -

Mean gradient (mmHg) >40° >| QP >5

Maximum jet velocity (m/s) \>4.0'"1 / — -

Velocity ratio &\0.25 / — _
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Srdecni katetrizace

- Koronarografie pfi potifebé evaluace koronarni nemoci (M>45, 7>50 let)

- rutinni hemodynamické vysetreni NE (cave embolizace, 23% dle MRI !!)
- méfeni gradientu, srde¢niho vydeje a AVA u hrani¢nich a nejasnych ndlezi ANO

- simultanni tlaky !!; simultanni méreni srdecniho vydeje a gradientu

- aortografie k vylouceni porcelanové aorty

500ms

Gradient 32 mm Hg
AVA 0.9 cm?
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Terapie

 Symptomaticka a hemodynamicky vyznamna
aortalni stenosa ma pri konservativni terapii
mortalitu kolem 50% za prvni rok.
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* Farmakoterapie je bez efektu — statiny nemaji vliv na
progresi aortalni stenosy (Astronomer, SEAS, Saltire)




Operacni mortalita

Table 7 Operative mortality after surgery for valvular heart disease

EACTS (2010) STS (2010) UK. (2004-2008) Germany (2009)
Aortic valve replacement, 29 37 8 29
no CABG (%) (40 662) {25 515) (17 6386) (11981)
Aortic valve replacement 55 45 53 6.l
+ CABG (%) (24 890) (18227) (12 491) (9113)

AVR je zavedenou metodou s 40-letou historii a velmi dobrymi dlouhodobymi
vysledky
Nutnost antikoagulace, riziko infekcni endokarditidy kolem 1% rocné.
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Indications for aortic valve replacement
In symptomatic aortic stenosis

Class | Level

AVR is indicated in patients with severe AS and any symptoms related to AS. 1

AVR is indicated in patients with severe AS undergoing CABG, surgery of the
ascending aorta or another valve.

AVR should be considered in patients with moderate AS undergoing CABG, surgery

of the ascending aorta or another valve. lla

AVR should be considered in high risk patients with severe symptomatic AS who
are suitable for TAVI but in whom surgery is favoured by a “heart team” based on lla
the individual risk profile and anatomic suitability.

AVR should be considered in symptomatic patients with low flow, low gradient lla
(<40 mmHg) AS with normal EF only after careful confirnation of severe AS.

AVR should be considered in symptomatic patients with severe AS, low flow, low lla
gradient with reduced EF, and evidence of flow reserve.

AVR may be considered in symptomatic patients with severe AS low flow, low m
gradient, and LV dysfunction without flow reserve.

irnal 2012 - doi:10.1093/eurheartjlehs109 &
nal of Cardio-Thoracic Surgery 2012 -

www.escardio.org/guidelines R sicts/ez3465).
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Indications for aortic valve replacement
In asymptomatic aortic stenosis

Class | Level

AVR is indicated in asymptomatic patients with severe AS and systolic LV

dysfunction (LVEF < 50%) not due to another cause. |

AVR is indicated in asymptomatic patients with severe AS and abnormal exercise
test showing symptoms on exercise clearly related to AS.

AVR should be considered in asymptomatic patients, with normal EF and none of
the above mentioned exercise test abnormalities, if the surgical risk is low, and one
or more of the following findings is present:

« very severe AS defined by a peak transvalvular velocity > 5.5 m/s,

+ severe valve calcification and a rate of peak of transvalvular velocity progression
2 0.3 m/s per year.

AVR may be considered in asymptomatic patients with severe AS, normal EF and
none of the above mentioned exercise test abnormalities, if surgical risk is low, and
one or more of the following findings is present:

« markedly elevated natriuretic peptide levels confirmed by repeated measurements | |lb
without other explanations,

* increase of mean pressure gradient with exercise by > 20 mmHg,
» excessive LV hypertrophy in the absence of hypertension.

2012 - doi:10.1093/eurheartjlehs 109 &
of Cardio-Thoracic Surgery 2012 -

www.escardio.org/guidelines ' [ sicis/ezs455).
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Partner B trial — inoperable patients
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Transcatheter Aortic-Valve Implantation for Aortic Stenosis

in Patients Who Cannot Undergo Surgery

5 Sralg R, Smith, M.D. Michael Mack, M.O., D: Craig Miller, M.D.. Jeffray W. M
BRI R S5 MO, John & Wwebb, M.D.
o Blc

aaaaaaaaaa

PN
John L. Poterzen, M. .
and Stuart Pocock, PH

TAVI = Zavedena metoda !!

100 000 pacientt do 6/2012. Uspésnost 98%, riziko komplikaci nad 10%
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Australia- Italian® Belgian* Meta-analysis®
New Zealand' = n=510 n=81 n=2,156
n=192

Registry CoreValve — prezivani v 1 roce

1. Meredith I.T. 12 Month Results from ANZ CoreValve TAV Study. Presented at: TCT 2011. 2. Moat N.E., et
al. JACC. 2011;58. 3. Petronio AS. Italian Registry. Presented at: EuroPCR 2010. 4. Bosmans J. Belgian TAVI
Registry. Presented at: London Valves 2011. 5. Ruiz C.E. Weighted meta-analysis of CoreValve®
Outcomes.Presented at: EuroPCR 2011 (analysis sponsored by Medtronic, Inc.).

FNKV - 4/2009 - dosud 75 pacientt, sedace 84%, mortalita 30 den 3%, 1 rok 11%
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Indications for
transcatheter aortic valve implantation

TAVI should only be undertaken with a multidisciplinary “heart team” including
cardiologists and cardiac surgeons and other specialists if necessary.

TAVI should only be performed in hospitals with cardiac surgery on-site.

TAVIis indicated in patients with severe symptomatic AS who are not suitable for
AVR as assessed by a “ heart team” and who are likely to gain improvement in their
quality of life and to have a life expectancy of more than 1 year after consideration
of their comorbidities.

TAVI should be considered in high risk patients with severe symptomatic AS who
may still be suitable for surgery, but in whom TAVI is favoured by a “heart team”
based on the individual risk profile and anatomic suitability.

2 - doi:10.1093/eurheartjlehs 109 &
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