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Klinicky prubéh pacientt s vyznamnou

AS
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AVR:
mechanicka nahrada vs. bioprotéza
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Konzervativni vs. chirurgicka |écba
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Populace pacientu s vyznamnou
symptomatickou AS
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Vysoké operacni riziko
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@ European Heart Journal (2012) 33, 2451-249 ESC/EACTS GUIDELINES ‘
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) Guidelines on the management of valvular heart
disease (version 2012)

The Joint Task Force on the Management of Valvular Heart Disease
of the European Society of Cardiology (ESC) and the European
Association for Cardio-Thoracic Surgery (EACTS)

Authors/Task Force Members: Alec Vahanian (Chairperson) (France)*, Ottavio Alfieri
(Chairperson)* (Italy), Felicita Andreotti (Italy), Manuel ). Antunes (Portugal),
Gonzalo Baron-Esquivias (Spain), Helmut Baumgartner (Germany),

Michael Andrew Borger (Germany), Thierry P. Carrel (Switzerland), Michele De Bonis
(Italy), Arturo Evangelista (Spain), Volkmar Falk (Switzerland), Bernard lung
(France), Patrizio Lancellotti (Belgium), Luc Pierard (Belgium), Susanna Price (UK),
Hans-Joachim Schafers (Germany), Gerhard Schuler (Germany), Janina Stepinska
(Poland), Karl Swedberg (Sweden), Johanna Takkenberg (The Netherlands),

Ulrich Otto Von Oppell (UK), Stephan Windecker (Switzerland), Jose Luis Zamorano
(Spain), Marian Zembala (Poland)

Absolute contraindications

Absence of a ‘heart team' and no cardiac surgery on the site
Appropriateness of TAVI, as an alternative to AVR, not confirmed by a ‘heart team'

Estimated life expectancy <1 year
Improvement of quality of life by TAVI unlikely because of comorbidities
Severe primary associated disease of other valves with major contribution to the patient's symptoms, that can be treated only by surgery

lnaum annulus size (<18 mm, >29 mm*)

Thrombus in the left ventricle

Active endocarditis

Plaques with mobile thrombi in the ascending aorta, or arch

For transfemoral/subclavian approach: inadequate vascular access (vessel size, calcification, tortwosity)

Bicuspid or non-calcified valves

Untreated coronary artery disease requiring revascularization
Haemodynamic instability

LVEF <20%

For transapical approach: severe pulmonary disease, LV apex not accessible

Recommendations Class* Level®

TAVI should only be
undertaken with a
multidisciplinary *heart team’
including cardiologists and
crdn:m:geommdod\er
specialsuifmry.

TAVI should only be

performed in hospitals with
cardiac surgery on-site.

TAVI is indicated in patients
As.'wbom.mm
AVR as assessed by a ‘heart
team' and who are likely to

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.




Bezprostredni priprava pred TAVI

e Zavedeni PMK, CZK, kanyly do a. radialis,
docCasné stimulace

* Podani ATB
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Akutni komplikace

Ruptura aorty, aortalniho korene,
ilickych arterii, levé komory
Srdecni tamponada

Poskozeni aparatu mitralni chlopné
Migrace chlopné

Retroperitonealni krvaceni

Uzaver odstupu koronarni tepny
Aortalni regurgitace



Mechanizmus AR po TAVI
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3leté prezivani na zaklade stupné AR
24 hodin po TAVI
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Obstrukce / uzavér véncité cévy

 PCl / CABG s extrakci TAVI a AVR




Péce na KJ po vykonu

Kontinualni monitorace vitalnich funkci: stav
vedomi, TK, EKG, spO2, DF, a. astrup, bilance
tekutin

V pripadé vykonu na UPV — Casna extubace
Adekvatni hydratace jako prevence ASL

CAVE diuretika - prevence hypovolemie a
hypotenze

ATB profylaxe po dobu zavedeni invazivnich
vstupu



Péce na KJ po vykonu

LMWH jako prevence TEN po stabilizaci hemostazy do
plné mobilizace pacienta

Pravidelné kontroly pristupovych arterialnich vstupu

Pri krvacivé komplikaci kontrola koagulace, ev. podani
antidota heparinu

Extrakce docasné stimulace vecer v den vykonu / druhy
den rano po vykonu

Optimalni antiagregacni terapie je predmetem
vyzkumu (ARTE Trial NCT01559298 ASA vs.
ASA+Clopidogrel)

Vhodny postup DAPT 1 — 6 mesicU sam coll cardiol. 2013;62(25):2349-
2359

Ticagrelor ??, Prasugrel ??



Péce na KJ po vykonu

* Echokardiografické oy
vysetreni po prijezdu k
na KJ: funkce protézy,
LKS, mitralni chlopné,
perikard

* Pri hemodynamicke ., re—
stabilizaci casny B SAVR (re14)
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Kardialni komplikace —
prevodni poruchy

 RF pro implantaci PM po
TAVI: preexistujici |
raménkova blokada, L
anularni kalcifikace, tloustka =
IVS, poloha protézy, typ
protézy (Sapiens 1.8 — 8,5%,
CoreValve 19,1 — 42.5%)

* Pricina — komprese
prevodniho systému
implantovanou protézou

* CAVE! Bradykardizujici
medikace po vykonu




Kardialni komplikace —
arytmie
Nejcastejsi arytmie po TAVI = FiS
Incidence 32%
RF: dilatace levé siné, transapikalni pristup
Nema vliv na mortalitu
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Kardialni komplikace —
hemodynamicka nestabilita

* Hypotenze

- nejcastéji v dusledku hypertrofie LKS a diastolické
dysfunkce v kombinaci s hypovolemii - korekce
intravaskularniho objemu (nutné vyloucit jiné

priciny)

* Hypertenze

- byva reakci na bolest

- standardni terapie

- cil normotenze — MAP 70-80mmHg



Cévni komplikace

Nejcastejsi komplikace TAVI (Partner az 30%)

RF: velikost sheathu, ateroskleréza tepen,
zkusenosti operatéra

Krvaceni z pristupoveé cévy, disekce
femoralni/ilické tepny, pseudoaneuryzma

Terapie: konzervativni, angiologa, revize

Retroperitonealni krvaceni — bolest bricha a
zad — CT angiografie bricha a MP - revize



Cévni komplikace




Plicni komplikace

Pacienti indikovani k TAVI maji mnoho komorbidit
COPD ve studii Partner az u 41%

Kombinace pneumopatie + pooperacni bolest +
vliv anestetik = respiracni selhani

Kontroly krevnich plynu

NIV

Neadekvatni hydratace muze vést k plicnimu
edému

Fluidothorax



Renalni komplikace

Velka ¢ast pacientu ma chronickou renalni
insuficienci

Epizody hypotenze a kontrastni latka - akutni
renalni selhani, RF dale podani RBC, onem. perif.
tepen

Dle literatury je ren. selhani mirného stupné a
orechodné

Prevence — adekvatni hydratace, udrzovani
normotenze, minimalizace podani KL

Nutnost HD u minima pacientu (Partner 1.1%)




Neurologickée komplikace - CMP

« CMP —embolizace, vliv hypotenze v prubéhu
vykonu

Outcome 30 Days 1 Year
Standard Standard
TAY Therapy TAVI Therapy
(N=179) (N=179) P Valuef (N = 179) IN=179) P Valuet
of pe b | ol

Stroke ar TIA

Al 12 {6.7) 3(1.7) 0.03 19 (10,6} 8 (4.5 0.04
TIA 0 0 1{05) 0 1.00
rroke
Minor 3L 1 (0.6) (.62 4(22) 1 {0.6) 0.37
Mujor Q5.4 2(1.1) 0.06 14 [7.8) 7(3.9) 0.18

e Terapie v zavislosti na typu: krvaciva x
embolizacni

N Engl J Med 2010; 363:1597-1607



Neurologickée komplikace - CMP

e Vysetreni neurologem, stanoveni mRankinova
skore, CT — u iCMP vcéetné angiografie,
aktivace iktového tymu

* Trombolyza je Kl: riziko krvaceni z tepennych

pristupu, az v 50% se nejedna o embolizaci
trombotickych hmot, ale casti tkani

* Metodou volby u iCMP je endovaskularni
Intervence



Neurologické komplikace - delirium

* Prodluzuje dobu pobytu na CCU, zvysuje
mortalitu a narocnost péce o pacienty

* RF je vyssi vek

* Diagnostika: Confusion Assessment Method
test

* Terapie: antagonisté dopaminovych receptoru:
Haloperidol, Quentiapin, Olanzapin

e CAVE: QTc interval
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Dékuji za pozornost



