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Uvod

ESC/EACTS GUIDELINES
@ESC

European Heart Journal (2022) 43, 561-632

European Society hitps://doi.org/10.1093/eurheartj/ehab395
of Cardiology

2021 ESC/EACTS Guidelines for the
management of valvular heart disease
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Low Gradient AS
Discordant Moderate vs. Severe Grading at TTE:
AVA <1.0 cm?, AVAi <0.6 cm?/m?and mean AP < 40 mmHg

Step 1: Confirm accuracy of TTE measurements

Step 2: Determine LVEF/flow status

LVEF <50% LVEF >50%
SVi <35 ml/m? SVi 235 ml/m?

Classical Low-Flow Paradoxical Low-Flow Normal-Flow
LG-AS LG-AS LG-AS

Step 3: Confirm AS severity

Low-Dose Dobytamine Stress Non-Contrast CT
Echocardiography Inconclusive

Aortic Valve Calcium Score:
Peak stress mean AP 240 mmHg 21200 AU in women
Peak stress AVA < 1.0 cm? > 2000 AU in men

Severe AS Severe AS Severe AS
AVR (Class I) AVR (Class I) Consider AVR?

)p CAIK 2024
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Valve area

LFLG Aortic Stenosis — whatis it ?
SVi under 35ml/m2 or FR under 200ml|/s

30% 1%
2.0 .
Predicted
Fitted
1.57]
1.07]
0.57 .
Angel Falls can be a dangerous Class IV rapids
or
O 20 40 60 80 100 120 just a trickle
Mean pressure gradient (mmHg) _ _ o
European Heart Journal (2008) 29, 1043— Big South Fork national River in Texas
1048
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LFLG Aortic Stenosis — how common
isit? And is it bad news?

* JACC:

Severe High Gradient AS Severe Low Gradient AS A Composite Endpoint B All-Cause Mortality
5,601 patients L | 6,412 patients o8
[Criteria: MG 240mmHg and/or PV 24m/s] [Criteria: AVA £1cm2 and MG <40mmHg 7 g
and PV <4m/s] % .y E
= % 0.55 4
2 04 b=
3,671 patients with no SVI data § é 0.25 4
O 0.2 [w}
Log-rank Log-rank
0.0 P=00047 0.00 A P = 0.0042
T T T T T T
0 12 24 0 12 24
Severe LFLG AS Severe NFLG AS Time (Months) Time (Months)
1,750 patients L ] 991 patients Nurnber at risk
[Criteria: Severe Low Gradient AS [Criteria: Severe Low Gradient AS 4 Low GSV,;OW s - - T - o5
and VI $35ml/m2] and SVI >35ml/m2] 'L°Wl radient
Normal SVi-Low
FR-Low Gradient | 32 L " e2 13 L
Low SVi-Normal
FR-Low Gradient | %° 47 3 499 50 33
+ 180 patients with no LVEF data Normal SVi-Normal
' * " FR-Low Gradient 122 et ol 1129 68 5
Severe Classical LFLG AS Severe Paradoxical LFLG AS ’ B T
611 patients i . 959 patients
[Criteria: Severe LFLG AS and [Criteria: Severe LFLG AS and
LVEF<50%] LVEF250%]

J Am Heart Assoc. 2021;10:e021126 — NEDA
analysis
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CASE - All fine for ECHO Imager

° +
! LVOTDiam 24cm

=
1 AV Vmax 3.02m/s
AV Vmean 207 m/s
AV maxPG 36.60 mmHg
AVmeanPG  19.68 mmHg
AVVTI 82.4cm
AVEnvTi 398 ms
HR 64 BPM

-
AVA Vmax 09cm2
AVA (VTI) 10cm2
AVAI(VTI)  0.471cm2/m2

AVAIVmax  0.454 cm2/m2 i AV mean PG 20mmHg

1 LVOT Vmax 0.57 m/s

t://giv.nesg 0.42 m/s : LVOT VTI 15cm, AV VTI 82cm

1.30 mmHg
LVOT meanPG  0.76 mmHg H /
LvoTvTl 146cm SVI 32m| m2
LVOT Env.Ti 348 ms

HR 69 BPM \ ), . '; ; LVOT area = 452mm?2

LVSV Dopp 65 ml
LVSI Dopp 32.10 ml/m2

t\v/E?DZZ? 2225/;:;1w ' 'm g 1 AVAi = 0,47cm?2 /mz
3 " Dyspnoe NYHA Il
Age =83
Heart Team — TAVI, Tx Fem

x4

D Srrvnietd

5
2
£
g
B\
v
2,




CASE - BUT | see the gradient.........TAVI
cancelled !!

LV 121/-7 ¢ © TAQ112/37
* A0 109/38 & 2 A0110/40 ©
Pt~

GORLIN: CO = 4.6 L/min, AVAi = 0.8cm2/m?2

Workshop CAIK 2024




Where is the error ?

R parasternal view
Higher AV gradient

C % Annulus Diameter

3.0cm | 24cm
: -

AVA Vmax

AVA (vTI)
AVAI(VTI)

LVOT Env.Ti
HR

LVSV Dopp
LVSI Dopp
LVCO Dopp
LVCI Dopp

2 24.9 mm
Perimeter: 88.4 mm

JACC: Cardiovascular Imaging Volume 6, Issue 2, February 2013, Pages
184-195

CT calcifications, rheumatic, cut offs....

Workshop CAIK 2024



https://www.sciencedirect.com/journal/jacc-cardiovascular-imaging
https://www.sciencedirect.com/journal/jacc-cardiovascular-imaging/vol/6/issue/2

LGLF Aortic Stenosis

* Not to be missed — poor prognosis + underdiagnosed !!
* Not easy to evaluate

e Use ESC/ACC algorithms

* Pay attention to details

* Combine ECHO, DSE, CT and ....haemodynamics

* If in doubt, haemodynamic study

* Do not open TAVI prosthesis until AoS severity is certain




Should we still do invasive CAG
before AVR/TAVI?

Coronary CT angiography should be considered

as an alternative to coronary angiography before lla C
valve surgery in patients with severe VHD and

low probability of CAD.®
Can we use CT for coronary angiography before TAVI?

@
CT angiography BEFORE A ﬁ @ Tomonrapty Angia

HeartTeam meeting for ALL ? B alence of

coronary artery disease ‘
30%
Porcelain aorta? 6 @

Sizing of AVR prosthesis ?

PPM prediction ? ' ' ]

Bicuspid anatomy ? ,

Is TAVI safe? 4; :} 4; l> e
Invasive coronary

CanTAvIbe done sfemorl? QEETH ETE T GETI

True negative

CULTATy,
(L § Yy,
O
U,
9 Suvus*‘a

True positive False positive False negative

oY \© \O \9

Coronary stenosis No stenosis Coronary stenosis  No stenosis

J. Clin. Med. 2024, 13(2), 631; https://doi.org/10.3390/cm 13020631



https://doi.org/10.3390/jcm13020631

REVASC TAVI registry

Costa et al., Circ Cardiovasc Interv. 2022;15:e012417.

A #0058
30.08
=
=1
1]
i}
-
® 200%
3
g
=
10 0%

B

Myocardial revascularization

— Complete
Ireasmplens w)f PO1
ireamplete wfn PCI

’ =L, F
Plograni=0.63 /_I__i 18.5%

i
=y ro
I"'-I
;_, '
0 an 180 27 160 450 540 530 7
Time [days)
MNumber at risk
{17 £33 483 437 341 281 pr: 197 176
287 135 196 177 167 1:7 106 a5 R
£il ] 28R 167 pr 186 164 146 123
] |l 180 am 1 A% F 1] T
Time (days)

All-cause death, stroke, M| or HF rehospitalization

40,07
Myocardial revascularization
— Complete
Ineamalet w) PO
3000 4 Ineamplete wis N 20.0%
L 2Ta%
'] = =
I I F i
_l—'_; -
-~
0. o Pogrank=0.94 G
=
o
<
10,05 .-'_}“"’_J
s
F
0Jrs 4
] o 1 m 354 =0 [ &30 720
Time (days)
Number at risk
&5 L] 458 414 365 43 plo ] 178 184
reomplete wi FCI 4 387 217 187 168 158 117 g7 BE TE
4 370 308 75 249 225 170 148 131 116
a wo 1553 I M [0 =10 Lo non
Time | days)

Figure 3. Time-to-event curves of registry outcomes considering patients receiving percutaneous coronary intervention (PCl) or

medical therapy among those achieving incomplete myocardial revascularization.
A, Primary outcome; B, co-primary outcome. HF indicates heart failure; and MI, myocardial infarction.
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Indications for Interventions
Change — no absolute age cut-off

. .
Table 6 val Time -
Clinical, anatomical and procedural factors that influence the choice of treatment modality for an individual patient 15 - o
S
Favours Favours ~N
-
TAVI SAVR o
4 S
= o
Clinical characteristics Q o
- (o}
e 101 Q
Lower surgical risk - + -
(] e
; o E -3
Higher surgical risk + - = o
= Ol N
Younger age” - + > E 2
Olderage” + - =3 < N
a5 | J
c N
Previous cardiac surgery qun@mly intact coronary artery bypass grafts at risk of injury during repeat sternotomy) + - o ~3 <
y o
<, 3 3| &
Severe fraily” 0 + - = =N
& AN (D)
5.8 —~
Adtivsor suseeted endocarditis, - + | N
Ly @ N ol N
Anatomical and pracedural factors [ 0 1 8’)
YR 4 : : : : . R
TAVI feasiblelia transfafial approach %, %, + - 60 65 70 75 80 85 = N
o N > %, . S
Transfemoral accesschallehging or impossible and, SAYR feasible Ti aCCess ¢ or impossible and SAVR inadvisabl -+ C + - Age at Operatlon (o] Q
o Y, %2, Risk Group — Low — Intermediate — High E P
Sequelae of chest radTatfen S + -
5 5\ b
Porcelain acrta B ¢ * - Person life expectancy at birth, EU countries 2015
High likelihood of severe patient=prosthesis mismatch (AVA <0.65 cm’/m’ BSA) + - I 82.5-83.0
> & N 81.7-824
Severe chest deformation or scoliosis + - 81.2-816
L I * 78.8-81.1
Aortic annular dimensions unsuitable for available TAV devices - + B 75.8-78.7
s — B 746-757
Bicuspid aortic valve - +
Valve morphology unfavourable for TAVI (e.g. high rfigk'of corongiy obstruction due to low cotonary ostia or heavy leaflet/LVOT calcification) = +
Thrombus in aorta or LV - +
< i cardiac diti iring intervention
Significant multi-vessel CAD requiring surgical revascularizationz‘ - +
Severe primary mitral valve disease - +
Severe tricuspid valve disease - +
Significant dilatation/aneurysm of the aortic root and/or ascending aorta - +
Septal hypertrophy requiring myectomy - +
AVA=aortic valve area, BSA=body surface area, CAD=coronary artery disease; ESC=European Society of Cardiology; LV=left ventricle/left ventricular; LVOT =left vent: -
. " ) rr " nlon mom o n a AT nn Ao A5 — Sh— 5 A — et o

a Life expectancy is highly dependent on absolute age and frailty, differs between men and women, and may be a better guide than age alone. There is wide variation across Europe and elsewhere in the world (http://ghdx.healthdata.org/record/ihme-data/gbd-2017-life-tables-
1950-2017).

c Via non-transfemoral approach.

d  According to the 2019 ESC Guidelines for the diagnosis and management of chronic coronary syndromes.



https://www.jacc.org/journal/jacc
https://www.jacc.org/journal/jacc
https://www.jacc.org/journal/jacc
https://www.jacc.org/journal/jacc
https://www.jacc.org/journal/jacc
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TAVI je v 2024 velmi uspésn
zavedena metoda
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PARTNER 1B TAVI superior
n=35%& .
to medical Rx

Corevalve ER

Inoperable

n=489

PARTNER 1A TAVI noninferior or

CoreValve HR superior to SAVR
n=795
o rarTner2a T TAVI noninferior
n=2032 or superior
SURTAVI (TF :::;: ) to
n=1746
NOTION PARTNER 3 Transfemoral TAVI
n=280 n=350 noninferior or
Evolut Low-risk superior
n = 1403 P

— > to SAVR

2007 |ZDI]B |ID|'.15- |1[}].I] |2011 |1{112 | 2013 |1‘.'114 | 2015 |1I]15 | 2017 Ilﬂlﬂ

High

Intermediate

Courtesy 5. Windecker
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Transcatheter or Surgical Treatment of Aortic-Valve
Stenosis

Authors: Stefan Blankenberg, M.D., Moritz Seiffert, M.D., Reinhard Vonthein, Ph.D. » Helmut Baumgartner, M.D.,
Sabine Bleiziffer, M.D., Michael A. Borger, M.D., Ph.D., Yeong-Hoon Choi, M.D., sm , for the DEDICATE-DZHKE Trial
Investigators™ Author Info & Affiliations

Published April 8, 2024 | DOI: 10.1056/NE]Mo0a2400685 5 PISRRLoe B o) s
Hazard ratio, 0.53 (95% Cl, 0.35-0.79)
_— 90 10+ P<0.001 for noninferiority
R 804 s
Table 1. Characteristics of the Patients at Baseline (Intention-to-Treat Population).* g 70 .
3 60
TAVI SAVR 2 5o 4
Characteristic (N=701) (N=713) 2 a0 2
I
' 3 304 [ T T T T T
Demographic § 36 01 23 45678 91001
Age —yr 74.3+4.6 74.6+4.2 10+
Male sex — no./total no. (%) 390/696 (56.0) 400/698 (57.3) L S22 I a5 b
Medical history Honths
" @ : No. at Risk
Median body-mass index (IQR) 7 28.1 (25.3-31.9) 28.1 (25.4-31.2) SAVR 697 658 641 631 625 622 619 615 612 608 602 600 591
) TAVI 696 680 674 670 668 666 663 661 656 653 651 651 639
Median STS-PROM score (IQR) — %:: 1.8 (1.2-2.4) 1.9 (1.2-2.5)
Score on EuroSCORE Il — % 2.1+1.4 2.1£1.8 B DESiHi o ALl Case
100 12
Median frailty score (IQR)Y| 3.0 (2.0-4.0) 3.0 (2.0-3.0) 90 1g] Hazardratio, 0.43(95% C1,024-0.73)
Left ventricular ejection fraction — % 57.8+9.8 57.7+9.3 g 80 8
g 70
Cardiovascular risk factors — no./total no. (%) -é 60 6
2 4
Hypertension 588/694 (84.7) 605/694 (87.2) T ,
2 404
Dyslipidemia 378/691 (54.7) 383/689 (55.6) 1 4
Diabetes mellitus 235/695 (33.8) 229/698 (32.8) S 207
104
Coexisting illness — no./total no. (%) o  a—
0 1 2 3 4 5 6 7 8 9 10 11 12
Coronary artery disease 238/694 (34.3) 266/697 (38.2) Wionths
Cerebrovascular disease 27/676 (4.0) 31/693 (4.5) No. at Risk
. . SAVR 697 674 659 652 645 643 640 637 633 632 627 625 616
Peripheral vascular disease 34/694 (4.9) 45/697 (6.5) TAVI 696 691 635 681 680 678 677 675 671 669 667 667 655
Previous myocardial infarction 36/696 (5.2) 52/697 (7.5) C stroke
Previous stroke 42/692 (6.1) 42/696 (6.0) 1004 12 )
) ] ) 90 Hazard ratio, 0.61 (95% Cl, 0.35-1.06)
Atrial fibrillation 201/695 (28.9) 191/697 (27.4) % g X
COPD 101/695 (14.5) 118/697 (16.9) g 70 6
0
Pulmonary hypertension 84/693 (12.1) 73/686 (10.6) E zo— 4
o
NYHA class =3 321/695 (46.2) 318/697 (45.6) 2 40 2 TAVI
Permanent pacemaker 37/696 (5.3) 35/698 (5.0) E ] S EEEREREREE Y
v
Left bundle-branch block 53/678 (7.8) 54/682 (7.9) 10
0 T T T L S 1
Right bundle-branch block 65/678 (9.6) 65/682 (9.5) o 1 2 3 4 5 6 7 8 5 10 1 12
Months
v No. at Risk
Workshop CAIK 2024 SAVR 697 657 640 631 625 622 619 614 612 608 602 600 591
TAVI 696 679 673 669 667 665 662 660 655 652 650 650 638
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Aortic stenosis management: current evolution and future
challenges

Andrea Scotti'**, MD; Azeem Latib', MD»

SEVERE AORTIC STENOSIS

L WAl Informed patient o
¢ y Y
‘ oreference Multislice CT

A b2 b

TAVI adoption
M USA, 2021 (Sharma et a/) M France, 2020 (Prosperi-Porta et al) M Denmark, 2021 (Wang et al)

(%) 100
90 —
80 —
70 H
60 —
50
40 H
30 —
20 =

<65 years 6b5-80 years >80 years
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nebo naopak vydrzi déle nez AVR

Durabilita TAVI protéz je Spatna

Mean gradient increase =10 mmHg from discharge/30-day to last echo AND =20 mmHg

SVD 3 at last echo
OR new onset/increase of = moderate intraprosthetic aortic regurgitation*
NSVD Severe prosthesis-patient mismatch PPM (VARC-3) at 30-day/discharge!

OR severe paravalvular regurgitation (PVL) through 5 years *

Thrombosist

Clinical valve thrombosis

EndocarditisT

Modified Duke criteria

Explanted failed BHV
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NOTION 10 years data @Esc

European Society

Key Question of Cardiology
Are there differences in long-term clinical outcomes and durability of transcatheter versus surgical bioprosthetic aortic valves in patients
with symptomatic, severe aortic valve stenosis who are at lower surgical risk?
Key Finding
In the NOTION trial at ten years, major clinical outcomes including all-cause mortality, stroke or myocardial infarction were sim & 5
transcatheter aortic valve implantation (TAVI) or surgical aortic valve replacement (SAVR). More SAVR patients had severe stru¢ +p<0.05~TAVI vs. SAVR
valve deterioration, while the rates of bioprosthetic valve failure were similar. @ M 22
........................................................................................................................................................... 55 4 P
Take Home Message ” *
Long-term data for a first generation self-expanding transcatheter aortic valve are comparable to surgical bioprosthetic aortic vz * |y 8 e
o
However, larger studies, including different types of bioprosthetic aortic valves, are warranted to generalize these findings. . 45 4 ™~ ol b =g v L 16
) = 1 B SAVR
£ “1 | = L PP _
0 = 354 [ = 8 = = —u E
ear follow-up S ‘ i e T L12 E
% ad || " g
Primary composite outcome w \ Lo @
§ 24 |
9 N
Severe aortic All-cause mortality, stroke or Ml (%) b3 5 ‘ \ 0.8
valve stenosis 1004 —SAVR —TAVI \ A
90 ‘ A . Y
80 15 4 ‘ sl A
70| HR10:95% C1:07-1.3 eV h—Ah A& A .
P=0.9 1 )
60 A TAVI T e A L
50 5 4 il * ok * L 02
40
304 o+——r—"—T"—T"—T—T—T—T T 7 00
20- Basene 3m 1 2 3 4 5 6 7 8 9 10
10
0 T T T I T T T T 1 1 Fonow-up (years)
o o 0 1 2 3 4 5 6 7 8 9 10 Patints at risk
patients in nordic region Follow-up (years) TAVl-gradient 124 126 122 105 107 9 79 67 S8 44 36 36
l SAVR-gradient 117 117 116 109 106 96 84 M0 56 46 38 38
TAVI-EOA 125 126 118 118 87 82 76 56 47 44 n 36

Randomized 1:1 in 2009-2013 SAVR-EOA 18 116 116 111 95 77 8 61 51 42 3 35

Severe structural valve

Bioprosthetic valve failure

deterioration o 2
‘ @ TAVI ‘ @ SAVR (modified VARC-3 criteria) (modified VARC-3 criteria) Figure 2 NOTION—aortic valve haemodynamics up to 10 years of follow-up: transprosthetic gradient and effective orifice area (EOA). EOA, ef-
fective orifice area; TAVI, transcatheter aortic valve implantation; SAVR, surgical aortic valve replacement. *P < 05 for inter-group comparison

self-expanding any type of
bioprosthesis bioprosthesis 5gevereswar ive Incidence (%) Soavpc ive inc (%)
594 n —SAVR ==TAVI —SAVR ==TAVI
AARAA 40 40
l\N\A4 \ 30 30
(}AA’}A 4 20| HR 0.2 95% CI: 0.04-0.7 204 HR0.7; 95% Cl: 0.4-1.5
»/\Aﬁ/\A \ )~ 10 P=f)_2_'_,_,_.-'—"'_"— 10 P=1J7,.=_o—d-i
/\/\A/G\ - at 0+ 0+
AN . 01234567891 0123456782910
AN Follow-up (years) Follow-up (years)
Eur Heart J, Volume 45, Issue 13, 1 April 2024, Pages 1116—-1124, https://doi.org/10.1093/eurheartj/ehae043 )y OXFORD

UNIVERSITY PRESS
The content of this slide may be subject to copyright: please see the slide notes for details.


https://doi.org/10.1093/eurheartj/ehae043

Vsechny TAVI protézy jsou stejné
nebo se vyznamne lisi ?

MozZnost repozice Rychla a jednoducha implantace
Vétsi plocha usti = mensi gradient = durabilita ? Mensi riziko potreby kardiostimulace
Bez rizika ruptury anulu Snazsi pristup do koronarnich tepen

P

N "
I\ IO )
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PARTNER 3 Vital Status Sweep

30

CENTRAL ILLUSTRATION: 3-Year Outcomes From the Evolut Low Risk Trial

= Surgery
= TAVR 20%
) 5-yr OR [95% CI] = Log-rank P = 0.051
1-yr HR [95% CI] = 114 [0.73, 1.77] HR: 0.70; 95% Cl: 0.49-1.00 Ailscause mortaiity of
0.41[0.14, 1.18] P =056 15% 3 Years disabling stroke was

A-2.9% lower with self-expanding

P=0.09
10.4% TAVR vs surgery at 3 years

2 Years
10% 1Year A-2.0%

All-cause Death — VS (%)
All-Cause Mortality or Disabling Stroke

A-1.8% ,, Difference in KM rates for
o TAVR vs surgery remained
5% . T 74% broadly consistent over
— —rt 4.3% time
§ g 25%
0%
0 6 12 18 24 30 36
Months Since Procedure
—TAVR 730 725 715 706 695 685 667 624
Months from Procedure — Surgery 684 663 648 628 616 594 568 537
- Forrest JK, et al. J Am Coll Cardiol. 2023;81(17):1663-1674.
(0) FARTNER 3 Valve Hemodynamics 3.0 oo
‘ Mean Gradient v 55l 448021) '
60 § 2571 4420123) 22(06) 22(06) 22(07) 22(06) |55 5
=) =& Surgery ] S e S W= s men T = g
ps - TAVR £201 N SSion TI®coomoe- M . ey
£ - 20(0.6) 2.0(0.6) [40.0 &
= 40 £ 154 e
E TAVR vs Surgery @ 5 years P < 0.001 g : - 30.0 ,‘?D,
- o E :
5 g 101 g7\ 200 S
- 20 o - N\12.3 (5.1) 11.3 (4.8) 11.7 (5.6) 12.1(5.5) T
2 = 0.8(0.2) 9769 - = - :
7(3.9) 8.7 (3.6) 9.0(4.0) 9.1(3.9
O-O T T T T 0-0
Baseline Discharge 1Year 2 Years 3 Years

Time Since Procedure @ -TAVR - - Surgery

Evolut Low risk
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BE or SE ?

CENTRAL ILLUSTRATION Comparison of Transcatheter Aortic Valve Replacement Outcomes With Self-Expanding
or Balloon-Expandable Valves in the Comparative Analysis of Evolut PRO vs Sapien 3 Ultra Valves for Transfemoral
Transcatheter Aortic Valve Implantation Registry

\ The OPERA-TAVI Multicenter Registry
) 3,094 patients enrolled

f Y T,
N 683 PS-matched pairs of
patients compared E
Evolut PRO/PRO+ Sapien 3 ULTRA
(PRO) (ULTRA)

Primary Outcomes

100% + 100%
87.4% o
85.9% 82.6%
80% - 3 80%
§ 394%
=
L2
60% o £ 60% -
2
=
g
3
40% 4 5 40% -
E
[ 57.3%
o
jid
20% A £ 20%
0% - 0% -

ULTRA

VARC-3 Device Success VARC-3 Early Safety PRO

B PRO m ULTRA M None/Trace M Mild B Moderate M Severe

[
o

-
0

P<0.001

w

Transprosthetic Mean Gradient (mm Hg)
5]

o

W PRO W ULTRA

Costa G, et al. J Am Coll Cardiol Intv. 2022;15(23):2398-2407.

A Death, Disabling Stroke, or Rehospitalization for Heart Failure through
12 Months

1004 209 Difference, -1.2 percentage points (90% Cl, -4.9 to 2.5);
90 P<0.001 for noninferiority
-3 80 15 Hazard ratio, 0.90 (95% Cl, 0.56 to 1.43)
<
S 707 - 10.6
= 10
= 60
o 9.4
(v . SEV
5 50
5_
8 40—
£
3 30 0 T T T T T T L T T 1
&‘3 204 o 1 2 3 4 5 6 7 8 9 10 11 12
10
0 T T 1} T T T T T T T T 1

0 1 2 3 4 ] 6 ) 8 9 10 11 12
Months since Procedure

No. at Risk
BEV
SEV

361 353 341 335 325 315
355 340 329 322 320 305

B Bioprosthetic-Valve Dysfunction through 12 Months
100
90
80
70
60
50
40+
30
20+
104 9.4
0-

Difference, -32.2 percentage points (95% Cl, -38.7 to -25.6);
P<0.001 for superiority

41.6

Percentage of Participants

SEV BEV

Box = IQR; central line = median; upper whisker = maximum value to quartile 3; lower whisker = quartile 1 to minimum value. *f = 0.41 comparing moderate to
severe grades. PS = propensity score; VARC-3 = Valve Academic Research Consortium-3.

Self-Expanding or Balloon-Expandable TAVR in
Patients with a Small Aortic Annulus, ACC 2024,




TAVI je draha, drazsi nez AVR
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nebo ma pojistovna dobré pocty?
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Suzanne Baron et al., Circ Cardiovasc Interv. 2022:15:e011295.

8,590 patients undergoing TAVR or SAVR between 2016 and 2018 identified by
Medicare Fee For Service Database and stratified into low, intermediate and
high risk groups based on the Hospital Frailty Risk Score

$140,000 -
A=523,716
$120,000 -
A = $13,045
$100,000 - 1
A=5$11,283
$80,000 ’ ] index Hospitalization
[ Discharge to 90 Days
$60,000 - [J 91 to 360 Days
$40,000 -
$20,000 -
$0
" TAVR SAVR , . TAVR SAVR , . TAVR SAVR )
| | |
Low Risk Intermediate High Risk
Risk

Costs were lower with TAVR at index hospitalization, 90 days and 1 year
compared with SAVR in all risk strata
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Degenerace TAVI protéz nebude problém

2
4‘&

nebo naopak ano?

Kazda bioprotéze degeneruje, ano, TAVI protézy také.

A

.s P
15-22 mm
) -

A

\/ Commissural X ~ Commissural
alignment misalignment (CMA)

THV MARKERS CORRESPONDING WITH THV COMMISSURE(S) Workshop CAIK 2024
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CENTRAL ILLUSTRATION: Summary of the EXPLANTORREDO-TAVR
International Registry

Explant Versus Redo TAVR After THV Failure:
he EXPLANTORREDO-TAVR International Registry: 29 Paired Centers, N = 396

2007-2021

40% o
o . -~
—_— —_ 20% o
Redo TAVR [T 5% Median Follow-Up: Median Follow-Up:
(IQR: 6.5-60.3) (10R: 1.6-271)  10%
TAVR Explant

0% 4

In-Hospital 30 Days 1 Year
W Redo TAVR m TAVR Explant

o
[=]

Cumulative Incidence
of Reintervention (%)
-
=

N
o

Log Rank P < 0.001

12 24 36 48 60
Index TAVR to TAVR Reintervention (Months)

Redo TAVR TAVR Explant P Value

Median Interval 457 176 <0.001
(months) (IQR: 10.6-75.6)  (IQR: 5.0-40.7) &

50 -
Aw-lp-os(;agsl Log rank P = 0.91
£ [
30.7%
30 4 215%
=
18.7% 31.3%
é = 141% 2455
§ | 7%
=0y 3%
34% ’
0 0 T T T T
(] 1 12 24 36 48
Months After TAVR Reintervention
—— Redo TAVR —— TAVR Explant

Tang GHL., et al. J Am Coll Cardiol Intv. 2023;16(8):927-941.
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TAVI je vhodna pro Bikuspidalni anatomii
nebo nevime?
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B-AoV byly vylouceny z randomizovanych studii — tedy data nemame

Veétsi elipticky anulus s vétSim mnozstvim kalcifikaci

Nejasny sizing

Observacni registry nutno brat s rezervou — selektovana populace s anatomii
vhodnou pro TAVI

o CASPER
4 Calcium Algorithm Sizing for bicusPid Evaluation with Raphe
b yos

Nékteré studie vyloucily pacienty s LVOT Ca++,
s potfebou jiného KCH vykonu atd.
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More TAVI to come
ATLAS TAVI registry

A 8 B 21
—_ TAVR-PseudoSevere-LGAS \? TAVR-TrueSevere-LGAS
S = < =
= = R
= Z TAVR-PscudoSevere-LGAS
- i £ <
s D U?J =}
= TAVR-TrueSevere-LGAS E Medical-Moderate AS
il = 3 o
7 = o F
o
S g
Medical-Moderate AS =]
(=2 = |
& T A
=
&}
: 1 T T T c 1 T I T
0 20 40 60 0 20 40 60

Patients at risk: FD“““‘I'“IJ time‘l {mﬂnthS] Patients at risk: FO“D“"-[IP time, (mﬂnthS)

179 40 7 S 3 179 40 7 —_— 3
527 94 30 S— 8 527 94 30 —_ 3
470 229 114 — 55 470 229 114 —_— 55

Figure 2. Cox proportional hazard regression curves for patients with reduced left ventricular ejection fraction (LVEF)
undergoing transcatheter aortic valve replacement (TAVR) for true-severe aortic stenosis (AS), TAVR for pseudo-severe AS, and
medical therapy for moderate or pseudo-severe AS.

A, Cox proportional hazard regression curves for overall survival. B, Cox proportional hazard regression curves for cardiovascular survival. LGAS
indicates low-gradient aortic stenosis.

Circ Cardiovasc Interv. 2023;16:¢012768. DOI: 10.1161/CIRCINTERVENTIONS.122.012768 May 2023 282
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Co dale v roce 2024

1. TAVI je velmi uspésna metoda, ktera poctem jiz prevysila AVR, ma
velmi povzbudiva stredneédoba data o durabilité a indikace se dale

2. Vek 75 let jiz neni dogma, individualizace dle predpokladané délky
zivota a u malych anult (23mm a méné) preferovat SE TAVI

3. Pokud je pravdépodobné, ze pacient bude zit déle nez 15 let, tak
bychom v 2024 méli mit pro pacienta dlouhodoby plan, ktery casto
bude zahrnovat AVR a moznost TAVI do AVR v budoucnosti

4. Zname anatomie (bikuspidalni chlopen, masivni kalcifikace, ...) kde
vysledky TAVI nejsou jasné prokazané a preferujeme AVR

5. TAVI je levnéjsi nez AVR

6. PocCty TAVI budou i dale stoupat....durabilita, stredni vady, asympt. ..
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TAVI nebo AVR v roce 2023

Valvular Heart Disease/TAVR in 2023

AVR in 2023

AmlJCardiol2023;193:1-18
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CE Magna Ease je dokonald ¢
nebo nevime? \_
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Vyvoj z CE Perimount, zavedena v roce 2005. Randomizovana klinicka studie 0
Nejdelsi follow-up: Rajab et al. Journal of Cardiothoracic Surgery (2020) 15:209; Tsui et al., Journal of Cardiothoracic
Surgery 2022 Dec;37(12):4999-5010; Piperata et al., Eur J Cardiothorac Surg. 2022 Mar 24,61(4):888-896.

Important changes include a lower profile, lower cusp height, as well as a scalloped and compliant sewing ring. While the
earlier iterations in the Perimount valve series have a proven track record of excellent outcomes, only short term data
has been published for the CEPME valve and it is not known if these design modification affect the results with this valve
beyond short-term follow-up [12,17]. The current study represents the first description of mid-term results with this
prosthesis, with a median duration of follow-up of over 5 years.

- 518 pacientd OP 2007-2011, retrospektivni analyza po 3 letech = zafazeni jen Zivi pacienti (109 pacient( zemfelo do
2015), z financnich ddvod( analyza jen 100 pacient(.

- 258 pacientu zarfazeno, 108 mélo 8-leté sledovani, stfedni gradient po 8 letech 15mmHg, mortalita 19% po 8 letech

- 2012 pacientd, 10 leté sledovani 91 pacientd, velmi pékné vysledky, stfedni gradient ?

(B) 20 -
15

10

Mean gradient, mmHg

19 21 23 25 27 29 Overall

Valve size, mm

|1 2 N4 5 ®M6 M8years
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