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Trikuspidalni regurgitace: incidence stoupa s vekem
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Symptomy trikuspidalni regurgitace

e Systémova retence tekutin
» Zvyseny CVP, periferni otoky, ascites

* Metabolicky efekt

* Nechutenstvi, kachexie

* Snizena srdecni rezerva
e Dusnost, intolerance zatéze, nizka funkcni kapacita

* Snizeny minutovy vydej
* Progresivni selhani orgdnl (venosni kongesce a hypoperfuze)
* Hepatorenalni selhani



Trikuspidalni regurgitace: jaka je etiologie

PRIMARY 15% SECONDARY 85%
« Organic = Left Valve Disease AF:
» Rheumatic « Aortic B%
. + Myxomatous + Mitral ‘
+ Ebstein anomaly = Pulmonary Hypertension
« Endomyocardial fibrosis * WHO group 2
= Endocarditis = Left heart disease
« Carcinoid disease = Systolic (HFrEF)
+ Traumatic (blunt chest injury, = Diastolic (HFpEF)
laceration) = Idiopathic
+ Prolapse = Al

« latrogenic (pacemaker/ defibrillator)




Trikuspida

Je to marker a nezavisly prognosticky faktor
Prevalence ve skupiné CHSS: 3+/4 je 23%

Horsi progndza: vyssi vék, zenské pohlavi, dysfunkce PK, PH, Afib
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ni regurgitace: jaka je prognoza
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Trikuspidalni regurgitace: jaka je morfologie

Velmi komplexni zavésny aparat
Velka variabilita poctu cipu a celé morfologie

Incidence of Tricuspid
Morphologies

M Typel MW Typell [H TypellA
@ = Anterior Papillary Muscle M Type llIB = TypelliC [ Type IV

Hahn, R.T. et al. J Am Coll Cardiol Img. 2021;14(7):1299-305.




Mechanismus TR SpOCV:I'Vé v dilataci anulu (anteroposteriorné a cirkularné)

» Chlopenni vady levého srdce
» Plicni hypertenze
» Dysfunkce levé komory
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lzolovana c
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écba TR
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sided heart valve surgery endocarditis

® In-hospital death = Major post-operative complications

Functional - Prior left-sided
heart valve surgery
N=101
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N=95
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47% v NYHA III/IV

57% s pravostrannym srd.selhanim

49% funkcni regurgitace

51% organicka regurgitace (prevazné IE)




Katetrizacni [écba — TRILUMINATE a TRI-FR a PASTE

é 4

» metoda bezpecnd, uspésnost 98,3%
» vyznamny efekt na morbiditu (HF)
» nejcastéji sekundarni trikuspidalni regurgitace

» zlepSeni NYHA a poctu hospitalizaci pro HF
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Katetrizacni [écba — TRILUMINATE a TRI-FR a PASTE

» metoda bezpecnd, Uspésnost 98,3%
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PASTE

- Podobné vysledky redukce regurgitace a funkéniho zlepseni
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- Vztah rezidualni regurgitace a prognézy
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2025: BRIGHT EU: elektrody a TEER

Az 40% pacientl referovanych s vyznamnou trikuspidalni regurgitaci

Ve vétsiné pripadu, elektroda alespon ¢astecné prispiva k regurgitaci
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2025 ESC/EACTS Guidelines for the
management of valvular heart disease

Severity/aetiology of TR
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Kdy nacasovat vykon
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Doporucené postupy 2025

Patients with tricuspid regurgitation and left-sided valvular TR grade

» Prilevostranné KCH
» AZ % pacientl po levostranné KCH
2+ vyvine v ¢ase vyznamnou nebo

heart disease requiring surgery 0or1

Concomitant TV surgery® is recommended in
patients with severe primary or secondary
TR725731.743744

Oor1

Concomitant TV repair should be considered in 2+ sym ptO mat [ C kO uTR
patients with moderate primary or secondary TR, to la 3+

avoid progression of TR and RV

remodelling./23724726731 A+

Concomitant TV repair may be considered Before surgery Follow-up
in selected patients with mild secondary TR
and tricuspid annulus dilatation (>40 mm or “::: T ———— > kon kom itantni TVpI
>21 mm/m?), to avoid progression of TR and RV . o v o
- 723-726731743 80 Z|epSUJe dlouhodobou
remOde”Ing- 704 100 Mitral-valve surgery+TA
= T L
Patients with severe tricuspid regurgitation without left-sided & m prognozu
g 50 itral-valve surgery alone v .
valvular heart disease requiring surgery E " > ale zvysuje nutnost KS
TV surgery® is recommended in symptomatic 301 GI — T L L & > -ZVyS uje riziko |IE
patients with severe primary TR without severe RV C 27
dysfunction or severe PH. 1:_
TV surgery® should be considered in asymptomatic 0 ’ ¢ ’ Miiths v ® . 24
patients with severe primary TR who have RV No. at Risk
. i ) ) ) ) lla C Mitral-valve surgery+TA 198 194 194 192 192 189 187 186 184 )
dilatation/RV function deterioration, but without Mitral-valve surgery alone 203 201 198 197 196 194 191 190 190 Gammie, NEJM  Song, BMJ, 2009

severe LV/RV dysfunction or severe PH.

TV surgery® should be considered in patients with |ZO|OvanV, VV’kon na trlkuspldallnlr Ch|Opni

Vykon je doporuceny u izolované primarni TR bez dysfunkce PK

severe secondary TR who are symptomatic or have
RV dilatation/RV function deterioration, but without
severe LV/RV dysfunction or PH.68>720.745-747

Vykon mame zvazit pFi absenci vyznamné dysfunkce PK



Kdy nacasovat trikuspidalni vykon?

RV function

Grnefit from .r"
TR inmlerveniion '
; -

Nickerig, Journal of echocardiography, 2025
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TR severity
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- pred poklesem funkce PK

- vyznamna ale ne masivni regurgitace
- zachovala funkce ledvin a jater

Clinical status

HFH

HFH \

Time

- Opakovana hospitalizace pro HF



Transcatheter Approaches to Symptomatic TR Currently Approved or
Undergoing Evaluation in the U.S.

j

Tricuspid TEER TTVR Heterotopic bicaval stenting
Tricuspid Annuloplasty

(Approved) (Approved) Clinical Trials



Doporucené postupy 2025

Transcatheter TV treatment should be considered to

TEER ma byt zvazeny ke zlepseni kvality zivota a remodelaci
improve quality of life and RV remodelling in high-risk

PK u symptomatické vady
-pti absenci vyznamné dysfunkce a prekapilarni PH

patients with symptomatic severe TR despite optimal lla

medical therapy in the absence of severe RV
713,733,735,738,748-751

dysfunction or pre-capillary PH.

yldealni“ pacient:

-atridlni TR (FiS) nebo primarni TR
-absence stredni/tézké dysfunkce PK
-absence tézké klidové plicni hypertenze
-absence alterace orgdnu (ledviny a jatra)




