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Trikuspidalni regurgitace — postup step-by-step

-

anamnéza vyznamnost etiologie
symptomy vady mechanismus

funkce PK

-« ;‘4— 4—‘

Recommendations ' Class Level

Careful evaluation of TR aetiology, stage of the disease (i.e. degree of TR severity, RV and
LV dysfunction, and PH), patient operative risk, and likelihood of recovery by a

multidisciplinary Heart Team is recommended in patients with severe TR prior to
intervention.

Eur Heart J, 2025, 00:0-102., https://doi.org/10.1093/eurheartj/ehaf194
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Zobrazovaci metody u TR

Echocardiography

* Qualitative TR Assessment

* Semiquantitative TR Assessment

= Estimation of pulmonary pressures

» Assessment of transvalvular PM
leads and their relation to the TV

* Quantitative TR Assessment: EROA

e Echokardiografie
- kvantifikace, etiologie a mechanismus TR
- Velikost, objem a funkce PK

e MRI srdce
. ’ * Reg. Vol.

- objemy a funkce pravé komory R Bt
- kvantifikace TR | Right heart

Cl morphology

and
e CT srdce - AROA function
. z 7 s ’ * Tricuspid annulus « RV Tissue
- morfologie anulu, planovani intervenci shape, perimeter  [RY A IS Sharacterization
b' f k PK » Relation to RCA function  Volumetric

- Objemy a Tunkce * Retrograde measurements,

* Vascular
assessment

contrast
opacification of
IVC specific for TR

stroke volume

+ KatetrizacCni vysSetreni — pravostranna katetrizace

Hahn R. EHJ — CVI1 2022 ; 23: 913-929



—> Qualitative

» Flail leaflet, large coaptation defect, severe tenting
* Large central jet

V 4 [ ] [ ] V 4 V 4 .
Echokg hodnoceni trikuspidalni e o O optr ot sy pesin
regurgitace |G |

= PISA radius 29 mm (at Nyquist 20-30 cm/s)

» Vena contracta width 27 mm
» Hepatic vein systolic flow reversal

e Quantitative

Assessment of TR

’ . . « EROA =40 mm?
* Kvantifikace vyznamnosti regurgitace RVl 245 mLbet
* 3DVCA 275 mm?

! ! )

Primary TR CIED-related TR Secondary TR

* Posouzeni dusledkt vady na pravé srdce 1 ]

r

* Hodnoceni etiologie/mechanismu vady [ . ]

Cardiovascular changes

RV dilatation?® RV dysfunction? Pulmonary pressures
RV basal diameter index: RV dysfunction: Pre-capillary PH:
e U= =% Wil mPAP =20 mmHg
RVTDIs' <10 cm/s PAWP =15 mmHg
RV mid-diameter index: RV FWS <23% PVR =2 WU
=21 mm/m? RV GLS <21%
3D RV EF <50%
Tricuspid annulus index: FAC =35%

Post-capillary PH:
mPAP =20 mmHg
PAWP =15 mmHg

=21 mm/m?

RV end-diastolic Severe RV dysfunction:
PVR =2 WU
volume index: TAPSE <10 mm
=95 mL/m?2 RV TDIs' <6 cm/s

RV FWS <11%

Eur Heart J, 2025, 00:0-102., https://doi.org/10.1093/eurheartj/ehaf194 RV end-systolic Lol e o oo

volume index:
37 mL/m2 FAC =2204 mPAP =35 mmHg
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Kvantifikace trikuspidalni regurgitace

EACVI/ESC a ASE guidelines

| Parameters | Mild | Moderate | __ Severe |

Qualitative

TV morphology

Interventricular septal motion

Color flow TR jet

[Note: not recommended for sole

grading of severity]

Flow convergence zone

CW signal TR jet

IVC diameter
Semi-quantitative
Color flow jet area (cm?)
[Central Jet]?
Color jet area:RA area (%)
Vena contracta (cm)
PISA Radius (cm)®

Hepatic vein flow
Tricuspid inflow
Quantitative

EROA (mm?) [by PISA]
EROA (mm?) [by 3D]

Regurgitant volume(mL) [by PISA]

RV and RA size

Mildly abnormal leaflets (e.g. Moderately abnormal leaflets
mild rheumatic thickening, (e.g. moderate thickening or
limited prolapse) prolapse)

Normal Typically normal
Small RA penetration or not Moderate RA penetration or large
holosystolic penetration and late systolic

Not visible, transient or I .
Intermediate in size and duration

small
Faint/parabolic or partial Dense, variable contour
contour
Normal 21-25cm
<5 5-10
10-20 10-33
<0.3 <0.6
<0.5 0.6-0.9

Systolic dominance Systolic blunting®

E-wave < 1 m/sec or A-wave

dominant Variable
=20 20-39¢

Unknown TR own
=30 30-45¢

Usually normal Usually normal or mild dilatation

Severe valve lesions (e.g.
Flail leaflet, ruptured
papillary muscle, severe

retraction, large perforation

or vegetation)

Paradoxical/ volume overload

pattern

Deep RA penetration and
holosystolic jet

Large throughout systole

Dense, triangular with early

peaking contour (peak <2 m/s in

very severe TR)

>2.5cm

>10
>33
20.7
>0.9
Systolic flow reversal

E-wave 21.0 m/sec

240

>75

245
Usually dilated®

Lancellotti P. Eur Heart J Cardiovasc Imaging 2022; 23: e171-232
Hahn R.T.,, Eur Heart J Cardiovasc Imaging 2017, 18: 1342-43
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Rozsirené schéma kvantifikace TR

Parameters | | MODERATE SEVERE MASSIVE TORRENTIAL

Vena Contracta width

; <3 mm 3-6.9 mm 7 mm -13 mm 14-20 mm 221 mm

(biplane average)

EROA by PISA <20 mm? 20-39 mm? 40-59 mm? 60-79 mm? >80 mm?

3D Vena Contracta

Area or Quantitative - 5 75-94 mm? 95-114 mm? >115 mm?

Doppler EROA

Example:
RebeccaT. Hahn et al. 3 Am Coll Cardiol Img 2019; 12:469-490. : m;g;‘g"’ )
o ol
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Echokg parametry vyznamné trikuspidalni regurgitace

€ )

Qualitative

» Flail leaflet, large coaptation defect, severe tenting

» Large central jet

» Large holosystolic convergence zone

\- Dense, triangular CW Doppler jet with early peakingj

Eur Heart J, 2025, 00:0-102., https://doi.org/10.1093/eurheartj/ehaf194 Obrazovy archiv VFN, Praha
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Kvantifikace trikuspidalni regurgitace

VC14mm _

<

Semi-quantitative

* PISA radius =9 mm (at Nyquist 20-30 cm/s)
» VVena contracta width =7 mm
» Hepatic vein systolic flow reversal

w VC biplane

Eur Heart J, 2025, 00:0-102., https://doi.org/10.1093/eurheartj/ehaf194 Obrazovy archiv VFN, Praha
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Kvantifikace trikuspidalni regurgitace

7 _ Rvol 69ml

ERO 75mm* |
m?, o

SR L N
&‘Q&* LN
5. 48 =
S .

Vregj= 2 30crr;/s

1

Quantitative

e« EROA =40 mm?

* RVol =45 mL/beat
* RF >50%

¢ 3DVCA =75 mm?

Eur Heart J, 2025, 00:0-102., https://doi.org/10.1093/eurheartj/ehaf194 Obrazovy archiv VFN, Praha
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Hodnoceni mechanismu TR

CIED TR

Fibrilace sini Plicni hypertenze Ebsteinova anomalie
- pfi vadach a onem. levého srdce Infekéni endokarditida
- arterialni
Prolaps

- plicni nemoci, embolie o
Karcinoid, trauma
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Atrialni sekundarni TR Ventrikularni sekundarni TR

v’ sféricka PK
dilatace a

v" kénicka PK
prodlouzeni PK

dilatace bazalné
v' dilatace anulu Y’ tethering cipil
mensi dilatace anulu

bez vyzn. tetheringu

v  dilatace PK

v dilatace siné
proporcneé k sini

dominuje

X  bez tézsi plicni hypertenze v’ plicni hypertenze
x  bez vyzn. dilatace/dysfunkce PK, LK v dilatace/dysfunkce PK, LK
X bezonem. levého srdce v" onemocnéni levého srdce
‘ Badano L., J Am Soc Echocardiogr 2024; 37:1083-1102 ) §§§§Jb§m
Muraru D.,Eur Heart J, Volume 45, Issue 11, 14 March 2024, Pages 895-911, [eommmn

VFN PRAHA



RV dilatation?

RV basal diameter index:

>24 mm/m?

RV mid-diameter index:
>21 mm/m?

Tricuspid annulus index:

>21 mm/m?2

RV end-diastolic
volume index:
>95 mL/m?

RV end-systolic
volume index:
>37 mL/m?

Hodnoceni dusledku TR na pravé srdce

Cardiovascular changes

RV dysfunction?

RV dysfunction:
TAPSE <17 mm
RVTDIs' <10cm/s
RVFWS <23%
RVGLS <21%

3D RV EF <50%
FAC <35%

Severe RV dysfunction:

TAPSE <10 mm
RVTDIs' <6cm/s
RVFWS <11%
RVGLS <9%

3D RV EF <35%
FAC <22%

Pulmonary pressures

Pre-capillary PH:
mPAP  >20 mmHg
PAWP <15 mmHg
PVR >2 WU

Post-capillary PH:
mPAP  >20 mmHg
PAWP >15 mmHg

PVR <2 WU
Severe PH:
PVR >5WU

mPAP  >35 mmHg

Eur Heart J, 2025, 00:0-102., https://doi.org/10.1093/eurheartj/ehaf194

Obrazovy archiv VFN, Praha
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Hodnoceni funkce pravé komory

 PWTDIS 1

RV dysfunction: 7 _
TAPSE <17 mm — :

t \\l"\
n"” N 3

RVTDIs" <10cm/s
RVFWS <23%
RVGLS <21%
3D RV EF <50%
FAC <35%

e

Severe RV dysfunction:
TAPSE <10 mm
RVTDIs' <6cm/s
RVFWS <11%
RVGLS <9%
3D RV EF <35%

\ FAC <22% /

Eur Heart J, 2025, 00:0-102., https://doi.org/10.1093/eurheartj/ehaf194 Obrazovy archiv VFN, Praha
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Plicni hypertenze u nemocnych s vyznamnou TR

e 243 pacientu s vyznamnou TR, plicni hypertenze echokg a pravostrannou katetrizaci
* jen 55% pacientu s invazivné PASP > 50mmHg mélo echokg plicni hypertenzi (PASP > 50mHg )
e iPHT+/ePHT- maji nejhorsi prognozu

100

log-rank p <0.01

+
= 3
T =
Q g 80
9 2

w
LCI-JJ § 60

£
—_ £

[*]
L S o
L S
o £
o §2o~ — iPHT-
I £ | — iPHT+/ePHT+

oo — IPHT+/ePHT-
Invasive | Ingasive 7 s 00 0 A
PHT— lﬂ-'l‘ Time since Intervention (days)

Echokg hodnoceni plicni hypertenze ma u vyznamné TR omezeny vyznam
Pravostranna srdecni katetrizace — nezbytna pred indikaci k vykonu na TR

Lurz P. et al. EHJ 2020; 41/(8): 2785-2795



Hodnoceni plicni hypertenze

=) Pravostranna katetrizace doporucena u vyznamné TR zvazované k intervenci

Cardiopulmonary Hemodynamic Profile
Pul
ulmonary pressures (MPAP + TPG)

1.0 -

Pre-capillary PH: 0.92— bez vyznamné PH
mPAP  >20 mmHg 0.8 - 078 (PAMP <30mmhg
PAWP <15 mmHg s s
PVR  >2WU o — postkapilarni PH

g (PAMP>30, TPG<17mmHg)
-
@ 041 — prekapilarni PH

Post-capillary PH: R

Dt Capmary log-rank p < 0.001 (PAMP>30, TPG>17mmHg)

mPAP  >20 mmHg .
PAWP  >15 mmHg !
PVR <2WU
D L] L] L] 1
0 3 6 9 12
(4 N Time Since Transcatheter Tricuspid Valve
Severe PH: Edge-To-Edge Repair (Months)
PVR >5WU No. at risk:
mPAP  >35 mmHg NoPH 128 81 70 51 4
\_ Y Post-Cap PH 71 52 43 28 24
Pre-Cap PH 30 18 1 8 6

Eur Heart J, 2025, 00:0-102., https://doi.org/10.1093/eurhearti/ehaf194 Stocker TJ. et al, J Am Coll Cardiol Intv 2021; 14(1):29-38
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Indikace k intervenci u pacientti s TR

Need for left-sided valve surgery

v

Severity/aetiology of TR

T

Severe primary
or secondary TR

|

Severe RV/LV
dysfunction or
severe pre-capillary
pulmonary hypertension

v o

Symptomatic o— Y —

Y

7

RV dilatation or

-

Fﬁl

(

Mild
secondary TR

}

TA dilatation
(=40 mm or >21 mm/m?2)

i
N

\f

No concomitant

\ TV surgery

O

Severity/aetiology of TR\

I

Moderate or severe
primary or secondary TR

Appropriate for surgery

RVfunction o—Y¥ ——— according to
deterioration the Heart Team
7 7
v ? ?
. Transcatheter
Medical therapy therapy?

o—

v v

\ TV surgery® /

Eur Heart J, 2025, 00:0-102.,
https://doi.org/10.1093/eur

heartj/ehaf194
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Indikace k intervenci TR —
nemocni indikovani k operaci levostranné vady

Recommendations Class Level
Patients with tricuspid regurgitation and left-sided valvular heart disease requiring surgery
Concomitant TV surgery is recommended in patients with severe primary or secondary

TR.

Concomitant TV repair should be considered in patients with moderate primary or
secondary TR, to avoid progression of TR and RV remodelling.

"_B.E}‘:___'" lla B

Concomitant TV repair may be considered in selected patients with mild secondary TR
and tricuspid annulus dilatation (40 mm or >21 mm/m?), to avoid progression of TR and B

RV remodelling.

REV: S
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TR u nemocnych s vyznamnou
levostrannou vadou

Randomized Controlled Trial > N EnglJ Med. 2022 Jan 27;386(4):327-339.
doi: 10.1056/NEJMoa2115961. Epub 2021 Nov 13.

Concomitant Tricuspid Repair in Patients with
Degenerative Mitral Regurgitation

k progresi TR dochazelo u stredni TR, ne u
lehké TR

Trikuspidalni anuloplastika spojena s Castou
implantaci trvalé KS (14% vs. 2,5%)

MVS Alone MVS + TA Relative Risk P-
All Patients (N=203) (N=198) (95% CI) value
Primary Endpoint
Imputed - % (95% CI) | 10.2 (6.0,14.5) | 3.9 (1.1,6.7) 0.37 (0.16,0.86) | 0.02
Observed 20/188 (10.6) 7/185 (3.8) 0.35 (0.15, 0.81)
Died within 2 Years 9/199 (4.5) 6/190 (3.2) 0.69 (0.25, 1.88)
TV Operation within 2 0/190 (0.0) 0/184 (0.0)
Years
Progression of TR at 2 11/179 (6.1) 1/179 (0.6) 0.09 (0.01, 0.69)
Years

Gammie et al., NEJM 2022
Ailawadi et al., J Thorac Cardiovasc Surg 2000

% of Patients

100 -
80- iI iI ii ii
0_

z, ”’// "71, "’p

Y% A 5 /\ R ) “% )~ % )~
0 (e) (°) (e) (e)
% 7 2 v % 7 % 7 % 7
Baseline ‘ Pre-Discharge | 6 Months ‘ 12 Months | 24 Months |
Degree of TR

B None/Trace B Mild O Moderate B Severe B Died O Withdrew/LTF [0 Missed Assessment
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Indikace k intervenci u pacientti s TR

Severity/aetiology of TR

Severe primary
or secondary TR

v
Severe RV/LV
dysfunction or
severe pre-capillary
pulmonary hypertension

7 T
Y N

®

Symptomatic o—¥

Y
N

T

RV dilatation or
RV function o—¥
deterioration :

T
N

LT

Medical therapy

v

Need for left-sided valve surgery ~ o— ¥ j

Severity/aetiology of TR

[

Mild
secondary TR

|

TA dilatation
(=40 mm or >21 mm/m2)

f

?

No concomitant
TV surgery

f

Moderate or severe
primary or secondary TR

~

Appropriate for surgery
-»> according to
the Heart Team

7
N

®

Transcatheter
therapy?®

N

v v

TV surgery® /

Eur Heart J, 2025, 00:0-
102., https://doi.org/10.109
3/eurheartj/ehaf194
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Indikace k operaci u vyznamné izolované TR

Recommendations Class Level
Patients with severe tricuspid regurgitation without left-sided valvular heart disease requiring

surgery
TV surgery is recommended in symptomatic patients with severe primary TR without | c

severe RV dysfunction or severe PH.
TV surgery should be considered in asymptomatic patients with severe primary TR who

have RV dilatation/RV function deterioration, but without severe LV/RV dysfunction or lla C
severe PH.

TV surgery should be considered in patients with severe secondary TR who are

symptomatic or have RV dilatation/RV function deterioration, but without severe LV/RV lla B

dysfunction or PH.

4 KOMPLEXNT
KARDIO
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Indikace ke katetrizacni intervenci trikuspidalni regurgitace

Recommendations Class Level
Patients with severe tricuspid regurgitation without left-sided valvular heart disease requiring
surgery

Transcatheter TV treatment should be considered to improve quality of life and RV
remodelling in high-risk patients with symptomatic severe TR despite optimal medical
therapy in the absence of severe RV dysfunction or pre-capillary PH.

SREV.

e

Podporeno vysledky 3 randomizovanych studii (Triluminate, Tri.Fr, Triscend),
multicentrickych registrt a dalsich studii

4 KOMPLEXNT
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TRILUMINATE Pivotal Trial - TEER systémem TriClip

RCT, 350 symptomatickych pacientt s TR > 3+, ve vysokém riziku chirurgie, s PASP < 60mmHg,
randomizace k T-TEER versus medikam. lécba

Device (N = 210)

P < 0.0001
Win ratio, 1.48 Vysledky po 1 roce _P<00001 _ P=041
= 100% - 1% — 1%
(1.06, 2.13), p=0.02 Superiority of T-TEER with TriClip over medical therapy ’ EEe n
according to combined EP, driven by KCCQ improvement 2
12000 11348 80% ey
0,
10000 p<0.0001 e 38%
£ 60% -
8000 7643 = — 88%
6516 a Moderate or
6000 p=0.75 p=0.41 S| 40% - tess
4000
2884 7644 toag 2871 20% | oo
2000 2128
0 0%
Baseline 30 Days 1Year
Total Death or TV surgery HF hospitalisation KCCQ change 2 15 points ®m None Mild Moderate
Device B control Severe = Massive m Torrential

Sorajja P et al. NEJM 2023: 388:1833-42



TRILUMINATE - vysledky po 2 letech

Pokles hospitalizaci pro srdecni selhani

0.40 1

0.30 A

Annualized HFH Rate
(events/patient year)

0.00 -

28% relative risk reduction in HFH with TriClip device treatment

VFN PRAHA

p=0.02

2 Years

[l Device [ Control

0.26

g
(o]
J

0.5

0.4

0.3 1

0.2 1

Mean Cumulative Function
(Average number of events/patient)

0.52 (127 events)

0.38 (95 events)

0.1 Device
Control
00 7 T T T 1
0 180 365 540 730
At risk Days
Device 285 265 253 238 205
Control 287 261 247 226 190

HR 0.72 (two-sided 95%CI [0.53, 0.98])

Kar S. et al. Circulation 2025; 151(23) , https://doi.org/10.1161/CIRCULATIONAHA.125.074536

Change in KCCQ Score
(Follow-Up -Baseline)

Baseline 30 Days

Crossover k T-TEER u 60% pacientt

7.0

0.1
1 Year

10.3

2 Years

=@~ Device (N=201)

-0~ Control, Crossover
(N=117)

"Pure" Control (Non-
crossover, N=50)
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Tri-Score — odhad casné mortality operace izolované TR

Casna operaéni mortalita podle Tri-Score

Rizikové faktory casné mortality

70 65

i 48
40 34
30
22

- 14
10 5

y 28 I

2" 8 5 6 7 8

Risk score (points)

po operaci izolované TR

Age 2 70 years

NYHA functional class llI-IV

Right sided heart failure signs

Daily dose of furosemide > 125 mg
Glomerular filtration rate < 30mL/min
Elevated total bilirubin

LVEF < 60%

Moderate/severe RV dysfunction

Predicted in-hospital mortality rate, %

& I o

di
1
2
2
2
2
1
1

KOMPLEXNI
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Tri-Score — odhad casné mortality operace izolované TR

TRI-SCORE CALCULATOR
L Pemmetes

Parameters

Female

@D NYHA functional class lll or IV

TRI-SCORE
5/12

@D Right-sided heart failure signs ")

Prior left-sided heart valve intervention
Permanent pacemaker / defibrillator Predicted in-hospital mortality after isolated tricuspid valve surgery

@D Atrial fibrillation / flutter 14%
Daily dose of furosemide > 125 mg REE

Glomerular filtration rate < 30 ml/min

Elevated total bilirubin ! _

Left ventricular ejection fraction < 60%

@D Moderate/severe right ventricular dysfunction ©*’

Mechanism of tricuspid regurgitation

@D Secondary

Primary
Mixed ] KOMPLEXNT
+ https://www.tri-score.com/  VASKULARNE
i CENTRUM
\
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Survival rate, %

100

90

70 7

60 7

50 7

40 7

TRIGISTRY - 2-leté prezivani podle typu intervence

TRIGISTRY: multicenter registry (33 centers, 10 countries)

2413 patients with severe isolated functional tricuspid regurgitation

‘ 1217 patients conservatively managed
& 551 underwent isolated tricuspid valve surgery
‘ 645 underwent transcatheter valve repair

Low TRI-SCORE (= 3) Intermediate TRI-SCORE (4-5) High TRI-SCORE (= 6)

LOW TRI-SCORE (<3)

Comparison of survival rates at 2 years between
different treatment modalities according to TRI-SCORE
categories (low, intermediate and high)

HIGH TRI-SCORE (26)

\ P<0.001

80 7

’d 4

Chirurgicka nebo katetrizacni Iécba ma byt
indikovana c¢asné

Operacni mortalita 3%

0 S mamagemn Zlepseni mortality zejména u nemocnych s
20 7 == Transcatheter valve repair “ & Ach
o] T e nizkym rizikem dle TRISCORE

0 0"5 1' ‘;.5 '2

Years

Patients at risk

433 349 286 vuaro

183 139 119 Patients at risk

148 57 26 — 425 241 168

— 183 106 80

Dreyfus J. Eur Heart J, Volume 45, Issue 8, 21 February 2024, Pages 586—59 241 86 35



Anatomicka vhodnost k intervenci

Table 3. Anatomical criteria for device selection.

Strategy | Favourable anatomy v Feasible anatomy | Unfavourable anatomy
Small septolateral gap <7 mm?° Septolateral coaptation gap >7 but Large septolateral coaptation gap
T-TEER . <8.5 mm®s >8.5 mm?®®
Anteroseptal jet location
Posteroseptal jet location Leaflet thickening/shortening
Confined prolapse or flail (rheumatic, carcinoid)/perforation
) Non-trileaflet morphology
Trileaflet morphology Dense chordae with marked leaflet

Incidental CIED RV lead (i.e., without tethering
leaflet impingement)
Anteroposterior jet location

Poor echocardiographic leaflet
visualisation

CIED RV lead leaflet impingement

Unfavourable device angle of approach

Annuloplasty Annular dilatation as primary Moderate tethering (tethering height Excessive annular dilatation (exceeding
mechanism of TR >0.76 cm but <1.0 cm, tenting area device size)
: 1.63 but <2.5 cm?, tenting volume : . .
Mild tethering (tenting height [>3D] >2.3 r;L but <3.5 mll_)gno 111 Severe tethering (tethering height
<0.76 cm, tenting area<1.63 cm?, = 5 >1.0 cm, tenting volume >3.5 mL).
tenting volume [3D] <2.3 mL)0111 Incidental CIED RV lead (i.e., without Poor echocardiographic annular
: leaflet impingement) visualisation!10.111
Central jet location
Annular proximity of RCA
Sufficient landing zone for anchoring P i
CIED RV lead leaflet impingement
Orthotopic Previous surgical repair or bioprosthetic | Large coaptation gap Excessive annular dilatation (exceeding
| | | devi i
Yrig?antation Yai¥e TEp'AceiDent CIED RV lead leaflet impingement yice 5iz6)
S Leaflet thickening/shortening Unfavourable device angle of approach
W Y (rheumatic, carcinoid) :
P ﬂ( ¥ Severe right ventricular dysfunction
y AN g | Incidental CIED RV lead (i.e., without
U 1 J | leaflet impingement)

Any leaflet morphology

‘ Praz F. Eurointervention 2021; 17: 791-808
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Trikuspidalni stenoza

Etiologie - porevmaticka, degenerace bioprotézy, vrozena, |IE, tumor sine, karcinoid

Echokg kvantifikace vady - vyznamna stendza
PGmean > 5mmHg, PHT > 190m:s 3D planimetrie < 1cm?

[ 4
1 Vmax 1.79 mfs

Vmean 148 m/s

Pmax 6 mmHg
Pmean 9.00 mmHg
Env.Ti 585 ms
VTI 86.6 cm

=i Zdroj: VSeobecna fakultni nemocnice v Praze
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Trikuspidalni stendza

Recommendations on tricuspid stenosis

Operace je doporucena u symptomaticke I C
, { tril d4Ini o

Operace je doporucena u pacientu s
vyznamnou trikuspidalni stenézou i C
podstupujici operaci levostranné chlopné

— Nahrada bioprotézou, ev. plastika chlopné s implantaci prstence
— Perkutanni baldnkova valvuloplastika
— Katetrizacni ViV implantace — degenerovana bioprotéza

M KOMPLEXNI
™ KARDIO

. 2021 ESC/EACTS guidelines, EHJ 2021;00: 1-72 I\ venrana
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Zaver

e Nové zmeéeny v doporucenich

» Trikuspidalni anuloplastika je indikovana pfi operaci levostranné
vady u stredni regurgitace (l1a), u lehké regurgitace s dilataci anulu
jen u vybranych pacientu (lb)

» Katetrizacni intervence symptomatické vyznamné TR je indikovdna u
nemocnych s vysokym rizikem operace (lla)
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