Aortalni stenodza

Diagnoza a lécba: krok za krokem
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Aortalni stendza

* Nejcastejsi chlopenni vada ve stari.

e Jakmile zacne byt symptomaticka, pak je
spojena s nepriznivou prognozou.

e Chirurgicka [écba (SAVR) je pouzivana pul
stoleti.

* TAVI (Transcatheter Aortic Valve Implantation)
od roku 2002.



Etiologie

* Senilni kalcifikace cipu aorty
 Kalcifikace troj/dvojcipé aortalni chlopné

Jength: 95 08 mm
Area: 105.47 mm™




Patofyziologie

Rizikové faktory identické s aterosklerozou. Depozice kalcia, snizeni
pohyblivosti chlopné

AVA 3-4 cm? === AVA<1lcm?

Tlakovy gradient, hypertrofie LK, ischémie, dysfunkce LK.
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Symptomy

Onset of severe symptoms
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Diagnhostika
Poslechovy nalez / EKG / TTE
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Gradienty, Bernoulliho rovnice, rovnice kontinuity
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Yalve morphology by echocardiography suspicious of AS ]
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Low flow — low gradient

Hypertrofické / koncentricka remodelace Mitralni regurgitace



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



Terapie

hlopné

ahrady aortalni c
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Biologicka

ASA

Mechanickd
Warfarin



Chirurgické pristupy







Mechanismus

Hlavnim mechanismem ucinku BAV je zrejmeé
stlaceni a rozlamani deﬁozit kalcia v cipech
aorty - vede ke zvySeni hybnosti a flexibility
chlopné.

Zvyseni poddajnosti korene aorty a aortalniho
prstence.

AVA se zvétsuje nejcasteji priblizné 0 50 % a
okamzita veIikostdp ochy usti po intervenci dobre
koreluje s dlouhodobym hemodynamickym
efektem procedury

Feldman T. J Interv Cardiol 2006;19: 276-9.



BAV — souhrn (v=30)

Vék (roky) 81,2+5,8 p
Pohlavi (muzi/Zeny) 10/20
NYHA IV (pfi vykonu) 8/22
ECHOKARDIOGRAFIE
Pied Po vykonu

vykonem (4-24hod.)
PG mean (mm HQ) p<0,05
AVA (cm2) p<0,05

EF levé komory
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TAVI

y,iranscatheter Aortic Valve Implantation”



Samoexpandabilni vs balonkovym
katetrem roztazitelne

CoreValve Edwards - Sapien



Evidence



TAVI vs konz. postup: Partner |
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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.

Death from Any Cause (%)
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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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Chlopné 2. generace

1.) Crossing 2.) Deploy 3.) Expand 4. Final
native valve percutaneous percutaneous Release
valve valve

Chlopen lze libovolné reponovat



Klinicke problemy



Diagnhosticky proces




Podminky transfemoralniho pristupu

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 ramu 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%).



Trombembolicke komplikace Krvaciveé komplikace
« M
« CMP
« Trombdza chlopne
« Systémova embolizace

Ischemické a krvacivé komplikace vyznamné
ovliviuji prezivani pacientl po TAVI.



Antitromboticka, antikoagulacni lécba po TAVI

Indikace k: Kys. Clopidogrel Warfarin
acetylosalicylova

DAPT: ne trvale 1-6 més. (3?) ne
Antikoagulace: ne

DAPT: ne ne ne ano
Antikoagulace: ano

DAPT: ano 1-6 més. (37?) 1 rok trvale
Antikoagulace: ano
HAS-BLED: 0-2

DAPT: ano 1 més 1 rok trvale
Antikoagulace: ano
HAS-BLED: =3



Prevence infekcni endokarditidy



Tips and tricks

e Relevantni otazky
— Jak dlouho a jak kvalitné bude (chtél by) pacient
Zit?
— Jakeé jsou JEHO preference stran agresivity |écCby?
— Jaké ma komorbidity vcetné koronarni nemoci?

— Mate k dispozici opravdu kvalitni chirurgy/interv.
kardiology?

 Bez kalcifikaci neni AS.

e Zvazte vliv MR u nizkého PG (low flow/low
gradient).



Take-home messages

AS je onemocnénim seniord.

Diagnodza na zakladeé poslechu, EKG a TTE.
Symptomy = |écba.

Dominovat bude TAVI — studie pokracuiji.

Ptejme se pacientu, zda a jakou Iécbu chtéji!



