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Asymptomaticti pacienti

Predictors of symptom development and adverse outcomes in
asymptomatic patients include clinical characteristics (older age, pres-
ence of atherosclerotic risk factors), echocardiographic parameters
(valve calcification, peak aortic jet velocity,” ™ °° LVEF, rate of haemo-
dynamic progression,” increase in mean gradient >20mmHg with
exercise,”® excessive LV hypertrophy,'™ abnormal longitudinal LV
"0 and pulmonary hzgertensinn”ﬁ and biomarkers (ele-
vated plasma levels of natriuretic peptides, although the precise cut-

off values have not yet been well defined”””"). When early elective
surgery is considered in patients with normal exercise performance

function

because of the presence of such outcome predictors, the operative
risk should be low (see table of recommendations in section 5.2

ESC Guidelines 2017



Zakladni evidence
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In patients with severe aortic stenosis who were not suitable candidates for surgery,
TAVI, as compared with standard therapy, significantly reduced the rates of death from
any cause, the composite end point of death from any cause or repeat hospitalization,

and cardiac symptoms, despite the higher incidence of major strokes and major vascular
events. (Funded by Edwards Lifesciences; ClinicalTrials.gov number, NCT00530894.)

Leon M et al. NEJM 2010



TAVI vs SAVR: vysoce rizikovi pac.
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In high-risk patients with severe aortic stenosis, transcatheter and surgical proce-
dures for aortic-valve replacement were associated with similar rates of survival at
1 year, although there were important differences in periprocedural risks. (Funded by
Edwards Lifesciences; Clinical Trials.gov number, NCT00530894.)

Smith CR et al. NEJM 2011



TAVI vs SAVR: PARTNER II Trial

A Intention-to-Treat Population
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CoreValve Evolut R

* SURTAVI: 1746 pts., STS PROM score 4,5%

EP: smrt/CMP

FU 2 roky

TAVI 11,4%/2,6%
SAVR 11,6%/4,5%

Zaver: non-inferiorita

Reardon MJ et al. NEJM 2017
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TAVI vs SAVR
ESC guidelines 2017

Although current data favour TAVI in elderly patients who are at
increased risk for surgery, particularty when a transfemoral access
is possible, the decision between TAVI and SAVR should be
made by the Heart Team after careful, comprehensive evaluation
of the patient, weighing individually the risks and benefits.



Budoucnost

Hleda se optimalni chlopen



Hledame optimalni chlopen

Implantovat intra-anularné
Vyhnout se LBBB / mitralni chlopni

Maximalizovat AVA — minimalizovat gradient
,,One size fits to all”

Vyhnout se véncitym tepnam
Zajistit pristup do véncitych tepen

Zajistit casnou endotelizaci

Maximalizovat velikost pro budouci
valve-in-valve implantaci

Zajistit trvanlivost

Nizka cena



REPRISE Ml Trial Characteristics

| VESIOIY l

» Global, prospective, multicentre, randomised, controlled,
noninferiority trial to compare safety & effectiveness with the
Lotus valve versus a CoreValve in patients at extreme or high

surgical risk

PRIMARY / SECONDARY ENDPOINTS

 Primary Safety: Composite of all-cause mortality, stroke, life-
threatening and major bleeding events, acute kidney injury
(stage 2/3) and major vascular complications at 30 days

 Primary Effectiveness: Composite of all-cause mortality, disabling
stroke, and moderate or greater paravalvular leak (core lab
assessment) at 1 year

EuroPCR 2017



Porovnani AVA
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Lotus vs CoreValve: P <0.001 at discharge and later time points

Values are meanzSD; intent-to-treat analysis set EuroPCR 2017



REPRISE 11l - CONCLUSIONS

Noninferiority for the 30-day primary safety endpoint’

—* All-cause mortality, stroke, life-threatening/major
bleeding, stage 2/3 AKI and major vascular complications

Superiority for the 1-year primary effectiveness
endpoint?

— * All-cause mortality, disabling stroke and moderate or greater PVL
Less moderate or greater paravalvular leak
Fewer disabling strokes
Fewer repeat procedures
More valve thrombosis
More new pacemaker implantations
Smaller valve areas and higher gradients



Klinicke problemy
k vyreseni



Pravdépodobné smeéry rozvoje
Indikace

* TAVI vs SAVR u nerizikovych, symptomatickych
pacientu.

* TAVI u asymptomatickych pacientu.

* TAVI u akutnich (emergentnich) pacient

v plicnim edému a/nebo kardiogennim Soku.



Technickeé faktory ovlivnujici pouziti

* Slozita priprava
— Diagnostika (CT, SKG, AG, TTE/TEE, DUS)
— Infekcni fokusy
* Slozité provedeni
— Chirurgicka podpora
— Pristupové cesty
* Nejcastejsi komplikace vykonu
— PM, krvaceni/ischémie (CMP, IM, RI), disekce
— Tepenny pristup



Zjednoduseni diagnostického procesu




Podminky transfemoralniho pristupu
Zmensit instrumentarium

Anulus aorty 19-27 mm

Ascendentni aorta 3 cm nad
anulem €43 mm

Aortalni koren 2 27 mm
Panevni recisté 2 6 mm

Absence masivnich panevnich
kalcifikaci




Alternativni pristupy

Srdecni hrot — transapikalni; ascendentni aorta — transaortalni; a. subclavia
— transsubklavialni; a. axilaris — transaxilarni; a.carotis - transkaroticky



Implantace kardiostimulatoru

Poruchy prevodniho systému v dusledku mechanické
interakce stentu protézy s prevodnim systémem.

Prediktory blokady vysokého stupné po vykonu - jiz drive
pritomna porucha prevodu, vek, muzské pohlavi.

Riziko zavislé na typu pouzité chlopné
(vysSSi u samoexpandibilnich systému - 25%).

Pokud chceme provadeét TAVI mladsSim
a nerizikovym/asymptomatickym pacientum,
musime snizit riziko prevodni poruchy!



TAVI do kazdeho centra!



Co zbude chirurgum?

Mechanické protézy

Ao vada + tézka koronarni
nemoc (CABG)

Ao vada + infekCni endokarditida
/ trombosa

Ao vada + dilatace aorty
(Bentallova operace)



Take-home messages

— TAVI se stava zlatym standardem lécby senilni

kalcifikované AS a degenerace bioprotézy /

— TAVI bude stejné obvyklym vykonem jako TEP

— Pocet TAVI poroste exponencialné




