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Aortdlni stendza - novinky/ zmény
oproti verzi 2012

zhodnoceni vyznamnosti AS ( low gradient)

indikace k intervenci ( low gradient AS,
asymptomaticka aortalni stenoza)

volba typu intervence (SAVR vs. TAVI vs.BAV)



Zhodnoceni vyznamnosti AS

NORMAL-LVEF NORMAL-LVEF LOW-LVEF
NORMAL-FLOW, “PARADOXICAL™ “CLASSICAL™
HIGH-GRADIENT LOW-FLOW, LOW-FLOW,

LOW-GRADIENT LOW-GRADIENT AS

DIASTOLE

Zhodnoceni — doporuceni
SVI> 35 ml/m2 SVI< 35 ml/m2 echokardiografie 2011

Low gradient AS
* heterogenni populace zahrnujici pacienty s vyznamnou i stfedné vyznamnou AS
 chyby v méreni, nekonzistence méreni AVA a gradient(l jsou hlavnimi zdroji
Spatné klasifikace ( nadhodnoceni AS)
» zhodnoceni zUstava vyzvou




Criteria that increase the likelihood of

@EACTS severe AS in pts. with AVA <1.0 cm?, ® Szospggsmew
mean gradient < 40 mmHg and preserved EF" ™
(Baumgartner et al)

Clinical criteria » Typical symptoms without other explanation. '

e Elderly patient (>70 years). g

Qualitative imaging data e LV hypertrophy (additional history of hypertension
to be considered).

* Reduced LV longitudinal function without other
explanation.

Quantitative imaging data | ® Mean gradient 30-40 mmHg.

[

e AVA <0.8 cm?Z.
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@ EACTS

Criteria that increase the likelihood of
=== severe AS in pts. with AVA < 1.0 cm?,
mean gradient < 40 mmHg and preserved EF

(Baumgartner et al)

Quantitative imaging
data (continued)

e Low flow (SVi <35 mL/m?) confirmed by techniques
other than standard Doppler technique (LVOT
measurement by 3D TOE or MSCT; CMR, invasive data).

Criteriaf{continued) |
|

¢ Calcium score by MSCT:
— Severe aortic stenosis very likely:
men 23000; women 21600,
— Severe aortic stenosis likely:
men 22000; women 21200,

— Severe aortic stenosis unlikely:
men <1600; women<800.

@ESC

European Society
of Cardiology

www.escardio.orgfguidelines
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Symptomaticka AS
LF-LG a redukovana EF bez kontraktilni rezervy

Changes in recommendations
2012 2017
Indications for intervention in symptomatic aortic stenosis
llb C | llaC
Intervention may be considered in Intervention should be considered in
symptomatic patients with low-flow, low- symptomatic patients with low-flow, low-
gradient aortic stenosis and reduced gradient aortic stenosis and reduced
ejection fraction without flow (contractile) | ejection fraction without flow (contractile)
reserve. reserve, particularly when CT calcium
scoring confirms severe aortic stenosis.
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Symptomaticka AS
LF-LG a normalni EF- potvrzeni dg.!!

Recommendations

a) Symptomatic aortic stenosis

Intervention is indicated in symptomatic patients with severe, high-
gradient aortic stenosis (mean gradient 240 mmHg or peak velocity

24.0 m/s).

Intervention is indicated in symptomatlc patlents with severe low-flow, |
low- gradnent (<40 mmHg h reduced ejectlon

evere aortic stenosis.

Intervention should be considered in symptomatic patients with low
flow, low-gradient (<40 mmHg) aortic stenosis with normal ejection
fraction after careful confirmation of severe aortic stenosis.

www.escardio.orgfguidell 2017 ESC/EACTS SildewreeTor the Management of Valvular Heart Disease

(Eurgpean Heartlournal 2017 - d0i:10.1093/eurheartj/ehx391)

51



Symptomaticka AS
LF-LG, redukovana EF, bez kontraktilni rezervy

——

| Beeormifendations \ Class | Level |

Intervention should be considered in symptomatic patients with low- |
flow, low-gradient aortic stenosis and reduced ejection fraction
without flow (contractile) reserve, particularly when CT calcium

oring confirms severe aortic stenosis. /
Intervention i : severe

comorbidities when the intervention is unlikely to improve quality of
life or survival.

b) Choice of intervention in symptomatic aortic stenosis

Aortic valve interventions should only be performed in centres with
both departments of cardiology and cardiac surgery on-site, and with
structured collaboration between the two, including a Heart Team
(heart valve centres).
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Asymptomaticka AS
Laboratorni markery, zatézove testy, hypertrofie LK

Changes in recommendations

2012 2017
Indications for surmsymptomatic aortic stenosm
b C I
Markedly elevated BNP levels. Markedly elevated BNP levels (>threefold

age- and sex-corrected normal range)
confirmed by repeated measurements
without other explanations.

Ilb C
Increase of mean pressure gradient with
exercise by >20 mmHg.

llb C
Excessive LV hypertrophy in the absence of
hypertension.
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Goublaire C et al. JACC 2017, Domanski O et al. Int.J Cardiol, 2017 excercise)
Clavel A et. al. JACC 2014 ( BNP)



Asymptomaticka AS
Zatézoveé testy

www.e

Recommendations

Class

Level

SAVR should be considered i

omatic patients with sever

stenosis and abnormal exergise test showing fall in blood pressure below

baseline.

SAVR should be considered in asymptomatic patients with normal ejection
fraction and none of the above-mentioned exercise test abnormalities if
the surgical risk is low and one of the following findings is present:

very severe aortic stenosis defined bya V__ >5.5 m/s,

severe valve calcification and a rate of V,_ progression 20.3m/s/year,
markedly elevated BNP levels (>threefold age- and sex-corrected
normalrange) confirmed by repeated measurements without other
explanations,

severe pulmonary hypertension (systolic pulmonary artery pressure at
rest >60 mmHg confirmed by invasive measurement) without other
explanation.
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Asymptomaticka AS
Tézka plicni hypertenze

2017 New recommendations

Diagnosis of severe aortic stenosis
See new recommendations for the diagnosis of severe aortic stenosis (Figure and Table).

Indications for surgery in asymptomatic aortic stenosis

New lla C recommendation:

Severe pulmonary hypertension (systolic pulmonary artery pressure at rest >60 mmHg
confirmed by invasive measurement) without other explanation.

Indications for intervention in asymptomatic severe primary mitral regurgitation

New additional statement:
If pulmonary hypertension (SPAP >50 mmHg at rest) is the only indication for surgery,

the value should be confirmed by invasive measurement.

www.escardio.org/fguidelines 2017 ESC/EACTS Guidelines for the Managemant of Valvular Heart Disease
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Micelli et al., Int j Cardiol. 2013, Zlotnicki DM eet al. Am.J Cardiol,
2013



Aortalni stenoza- klicové body

diagnostika vyznamneé AS : V max, TK gradient, velikost a
funkci LK, kvantifikaci kalcifikaci, TK a funkcni stav
pacienta

nutna pecliva diagnostika u pacientl s nizkym
gradientem a zachovalou EF LK

nejsilnéjSim indikaénim kriteriem zustavaji symptomy
(spontanni Ci pri zatézovém testu)

pritomnost rychlé progrese nalezu by mela vést k uvaze
AVR u asymptomatickych pacientt s nizkym operaénim
rizikem

TAVI x SAVR vzdy po komplexnim posouzeni invidualniho
rizika a prinosu vykonu ,,Heart teamem”



Nevyjasnené otazky u AS

casné markery dysfunkce LKS a jejich vliv na prognozu

identifikace pacientu s nizkym gradientem pfi vyznamné
AS a mohli by profitovat z vykonu

identifikace asymptomatickych pacientu, kteri by mohli
profitovat z Casné operace

mala data ohledné dlouhodobého FU po TAVI

kriteria rozhodovani mezi TAVI a SAVR, TAVI u pacientu s
nizkym rizikem??

upresneni kriterii, kdy uz TAVI neprovadet



@EACTS

Management of aortic regurgitation

v

Significant enlargement of ascending aorta®

Nol Yes
Severe aortic regurgitation
No i(es
Symptoms
Nol Yes
LVEF £50% or LVEDD >70 mm
or LVESD >50 mm (or >25 mm/m? BSA)
Nol lYes
\ 4 v \ 4
Follow-up SurgeryP

& See table of recommendations for definitions of aortic diameter
b Surgery should also be considered if significant changes in LV and aortic size occur during FU (see table)

www.escardio.org/guidelines
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Aortalni regurgitace — plastiky chlopni
Aortalni regurgitace- genetické mutace

2017 New recommendations

Indications for surgery in severe aortic regurgitation and aortic root disease

New lla C recommendation:
Surgery should be considered in patients who have aortic root disease with maximal
ascending aortic diameter: 245 mmin patients with a TGFBR1 orTGFBR2 mutation
(including Loeys-Dietz syndrome)*.

* A lower threshold of 40 mm may be considered in women with low BSA, in patients with a TGFBR2
mutation, or in patients with severe extra-aortic features.
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Aortalni regurgitace- klicové body

peclivé zhodnoceni morfologie, mechanismu a vyznamnosti

u asymptomatickych pacientu s vyznamnou AR systematicky
follow up

nejsilnéjsi indikacni kritérium - pritomnost symptomu, pokles
EF pod 50% a ESD = 50 mm

pri dilataci aorty je klicové presné méreni k nacasovani a
urceni typu vykonu ( vyznam CT!!)

zachovné operace u selektované skupiny pacientl na
erudovaném pracovisti



Nevyjasnéné otazky

casné markery dysfunkce LKS a jejich vliv na
pooperacni prognozu

kriteria pro rozhodovani mezi AVR a plastikou-
vyzaduji dukladnéjsi propracovani

upresnéni potencionalnich rizik komplikaci v
zavislosti na typu aneurysmatu aorty

efekt medikamentosni léCby na dilataci aorty u
pacientU s bikuspidalni Ao chlopni vyzaduje dalsi
studie



@ EACTS Management of severe chronic primary mitral regurgitation @ ESC

European Society

+ of Cardiology
Symptoms )
No 4 Yes.d
[ LVEF<60% or LVESD >45mm ) ( LVEF >30% )
No lv Yes No i Yes
New onset of AF or :
[ SPAP >50 mmHg ] (Refractory to medical therapy )
No ¢ Yes No # lYes
High likelihood of durable Bedical dherey
repair, low surgical risk, and " Durable valve repair is likely
presence of risk factors® I and low comorbidity
N0¢ Yes No { es
Foll Extended HF
QloW-up treatment/percutaneous
edge-to-edge repair
v v v

Surgery (repair whenever possible)

& | VESD =40 mm and one of the following present: flail leaflet or LA volume 260 mL/m? BSA at sinus rhythm ®
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Asymptomaticka primarni MR- rozmeéry LK
Asymtomaticka primarnim MR — zatézoveé testy

Changes in recommendations

2012 > 2017
Indications for intervention in asymptomatic severe primary mitral regurgitation
Ilb C lla C (modified!)
Surgery may be considered in asymptomatic Surgery should be considered in asymptomatic
patients with preserved LV function, high patients with preserved LVEF (>60%) and LVESD
likelihood of durable repair, low surgical risk, 40-44 mm when a durable repair is likely,
and: surgical risk is low, the repair is performed in
- Left atrial dilatation (volume index 260 mL/m? heart valve centres, and the following finding is
BSA) and sinus rhythm. | present: presence of significant LA dilatation

(volume index 260 mL/m? BSA) in sinus rhythm.

Pulmonary hypertension on exercise (SPAP 260
mmHg at exercise).

www.escardio.orgfguidelines 2017 ESC/EACTS Guidelines for the Managemant of Valvular Heart Disease
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Triouliloy et. al. JAAC 2009 ( flail leaflet)
Le Tourneau et. al. JACC ( LA size)



Sekundarni mitralni regurgitace
Indikace k chirurgickému vykonu

Recommendations Class | Level

Surgery is indicated in patients with severe secondary mitral
regurgitation undergoing CABG and LVEF >30%.

Surgery should be considered in symptomatic patients with severe
secondary mitral regurgitation, LVEF <30% but with an option for lla
revascularization, and evidence of myocardial viability.

When revascularization is not indicated, surgery may be considered in
patients with severe secondary mitral regurgitation and LVEF >30%,

. - : ; : Iib
who remain symptomatic despite optimal medical management
(including CRT if indicated) and have a low surgical risk.
www.escardio.org/fguidelines 2017 ESC/EACTS Guidelines for the Managemant of Valvular Heart Disease

(European Heartlournal 2017 - ¢10i:10.1093/eurhaartj/ehx391)



Sekundarni mitralni regurgitace
Indikace k chirurgickému vykonu - modifikace

Changes in recommendations
2012 2017

Indications for mitral valve intervention in secondary mitral regurgitation

llacC

Surgery should be considered in patients
with moderate secondary mitral
regurgitation undergoing CABG

IbC IIb € (modified)

When revascularization is not indicated, When revasculariz is not md:cated

surgery may be considered in patients with ay be considered in patient

severe secondary mitral regurgitation an severe secondary mitral regurgitation and

LVEF >30%,who remain symptomatic deSpite | LVEF >30%, who remain symptomatic

optimal medical management despite optimal medical management

(including CRT if indicated). (including CRT if indicated) and have a low

: = , — . ®
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Michler RE et al., NEJM 2016



Sekundarni mitralni regurgitace
Indikace ke katetrizacnimu vykonu

Changes in recommendations
2012 2017
Indications for mitral valve intervention in secondary mitral regurgitation (continued)

£ ‘v B
-

o

www.escardio.org/guidelines 2017 ESC/EACTS Guidalines fqr the Managament of Valvular Heart Disease
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Sekundarni mitralni regurgitace
Indikace ke katetrizacnimu vykonu

Changes in recommendations
2012 2017
Indications for mitral valve intervention in secondary mitral regurgitation (continued)

£ ‘v )
-

o
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Sekundarni mitralni regurgitace
Kvantifikace vady pred intervenci

Changes in recommendations
2012 2017
Indications for mitral valve intervention in secondary mitral regurgitation (continued)

[ & , _
 www.escardio.org/guidelines 2017 ESC/EACTS Guidalines for the Managemant of Valvular Heart Diseasa
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Mitralni regurgitace- klicové body

stanoveni etiologie MR, anatomie a funkce a zhodnoceni vyznamnosti
vady

indikace pro intervenci primarni mitralni regurgitace - symptomy a
stratifikace rizika ( velikost a funkce komory, FS, SPAP a velikost LS

sekundarni MR — neni jednoznacny mortalitni benefit po korekci. MVP
(MVR) je indikovana u pacientl se soucasnou indikaci k CABG a muze byt
zvazovana u symptomatickych pacientl pfri nedostatecném efektu 1écby

(medikamentozni a CRT) a u pacientl s nizkym operacnim rizikem
a revaskularizace neni indikovana

preference je MVP, vyznam zkuSenosti centra

perkutdnni intervence muze byt zvazovana u pacientu s vysokym
operacnim rizikem



Nevyjasnené otazky

elektivni MVP u asymptomatickych pacientt s normalni
velikosti LK, EF a bez pfitomnosti PH

vyznam Casnych markeru LV dysfunkce

hodnota definujici vyznamnou sekundarni MR ??7?

vyznam intervence ( chirurgické Ci katetrizaCni) na prezivani
pacientd

dalsi vyvoj katetrizaCnich technik ( katetri ¢i implantace
chlopni)



RUzna doporuceni - novinky



CT koronorografie
PCl pre intervencimi vykony na chlopnich

2017 New recommendations

Management of CAD in patients with VHD

New lla C recommendations:

* CT angiography should be considered as an alternative to coronary angiography before
valve surgery in patients with severe VHD and low probability of CAD, or in whom
conventional coronary angiography is technically not feasible or associated with a high
risk.

« PClshould be considered in patients with a primary indication to undergo TAVI and
coronary artery diameter stenosis >70% in proximal segments.

» PCl should be considered in patients with a primary indication to undergo transcatheter
mitral valve interventions and coronary artery diameter stenosis >70% in proximal
segments.

Management of atrial fibrillation in VHD

New additional recommendations:
See new Table “Management of atrial fibrillation in patients with VHD” Section 3.7.2.

www.escardio.org/guidelines 2017 ESC/EACTS Guidalines for the Managemaent of Valvular Heart Disease
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Antitromboticka Ié¢ba u pacienttd s nahradami a

konkomitantni ICHS

Changes in recommendations

The addition of low-dose aspirin
(75-100 mg/day) to VKA should be

atherosclerotic disease.

considered in the case of concomitant

2012 2017
Indications for antithrombotic therapy in patients with a prosthetic heart valve or valve
repair
llaC b C

The addition of low-dose aspirin

(75-100 mg/day) to VKA may be considered
in the case of concomitant atherosclerotic
disease.

www.escardio.orgfguidelines
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Antikoagulacni |[éCba u pacientl s nahradami
Selfmonitoring

2017 New recommendations

Management after valve intervention

New recommendations:

After transcatheter as well as surgical implantation of a bioprosthetic valve,
echocardiography - including the measurement of transprosthetic gradients -should be
performed within 30 days (preferably around 30 days for surgery) after valve implantation
(i.e. baseline imaging), at 1 year after implantation, and annually thereafter.

Indications for antithrombotic therapy in patients with a prosthetic heart valve or valve
repair.
New recommendations:

www.escardio.orgfguidelines 2017 ESC/EACTS Guidelines for the Managemaent of Valvular Heart Disease
(Eurgpean Heartlournal 2017 - doi:10.1093/eurheartj/ehx391)



Triple terapie u pacientu s ICHS a chlopenni ndhradou
Nizké x vysokeé riziko krvaceni

2017 New recommendations

llaB

« In patients treated with coronary stent implantation, triple therapy with aspirin
(75-100 mg/day), clopidogrel (75 mg/day), and VKA should be considered for 1 month,
irrespective of the type of stent used and the clinical presentation (i.e. ACS or stable
CAD).

« Triple therapy comprising aspirin (75-100 mg/day), clopidogrel (75 mg/day), and VKA for
longer than 1 month and up to 6 months should be considered in patients with high
ischaemic risk due to ACS or other anatomical/procedural characteristics that outweigh
the bleeding risk.

llaA
» Dual therapy comprising VKA and clopidogrel (75 mg/day) should be considered as an
alternative to 1-month triple antithrombotic therapy in patients in whom the bleeding

risk outweighs the ischaemic risk.

www.escardio.org/fguidelines 2017 ESC/EACTS Guidelines for the Managemant of Valvular Heart Disease
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Hladina INR u pacientu s triple terapii,
Dualni terapie po TAVI,NOAK u mechanickych nahrad

2017 New recommendations

llaB

* In patients who have undergone PCI, discontinuation of antiplatelet treatment should be
considered at 12 months.

« In patients requiring aspirin and/or clopidogrel in addition to VKA, the dose intensity of
VKA should be carefully regulated with a target INR in the lower part of the
recommended target range and a time in therapeutic range >65-70%.

llacC

» Dual antiplatelet therapy should be considered for the first 3=6 months after TAVI,
followed by lifelong single antiplatelet therapy in patients who do not need oral
anticoagulation for other reasons.

IbC

gle antiplatelet therapy may be considered after TAVI in the case of high bleeding risk.

www.escardio.orgfguidelines 2017 ESC/EACTS Guidelines for the Managemant of Valvular Heart Disease
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Lécba trombodz u bioprotéz, okludery u paravalvularnich
leakl , katetrové valve in valve

| 2017 New recommendations |

Management of prosthetic valve dysfunction
New recommendations:

| Ia C
Transcatheter valve-in-valve implantation in aortic position should be considered by the
Heart Team dependmg on the risk of reoperation and the type and size of prosthesis.

www.escardio.orgfguidelines 2017 ESC/EACTS Guidelines for the Managemaent of Valvular Heart Disease
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Dekuji za pozornost



