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What Causes Aortic Stenosis in Adults?

More Common

N

. 4

Less Common

Age-Related Calcific
Aortic Stenosis

Rheumatic Fever

Congenital
Abnormality

Aortic stenosis in patients over the age of 65 is
usually caused by calcific (calcium) deposits
associated with aging

Adults who have had rheumatic fever may also be
at risk for aortic stenosis

In some cases adults may develop aortic stenosis
resulting from a congenital abnormality



Independent Risk Factors associated
with degenerative aortic valve disease

= Increasing age

= Male gender

= Hypertension

= Smoking

= Elevated lipoprotein A

= Elevated LDL cholesterol




Sobering Perspective

5 year survival of breast cancer, lung cancer, prostate cancer, ovarian cancer and
severe inoperable aortic stenosis
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Indications for AVR in symptomatic AoS

Severe AS and any symptom related to AS ' B

Severe AS undergoing CABG, surgery Asc Ao, any other valve

Should be considered in symptomatic patients with low flow, low gradient
(<40 mmHg) AS with normal EF only after careful confirmation of severe AS
Should be considered in high risk patients with severe symptomatic AS who are suitable for

TAVI, but in whom surgery is favoured by a ‘heart team’ based on the individual risk profile
and anatomic suitability

Should be considered in asymptomatic \oatients with severe AS and

abnormal exercise test showing fall in blood pressure below baseline.




Patient Assessment
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e |s valvular heart disease severe?




Multiple Modalities May Be Usedto 27777,
Diagnose Severe Aortic Stenosis

L]

SRR




Schematic diagram of
continuity equation




European Heart Journal 2012 - doi:10.1093/eurheartj/ehs109 &
o T European Journal of Cardio-Thoracic Surgery 2012 -
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(Adapted from Baumgartner, EAE/ASE recommendations. Eur J Echocardiogr. 2010;10:1-25)




Low Flow, Low Gradient AS

» Low gradient with a small calculated valve area in the
setting of poor systolic function. This may result in lack
of referral for AVR because of the low gradient.

« Dobutamine Stress Echo:

« By increasing cardiac output, we can determine if the AS is
severe by reassessing the gradient across the aortic valve
(increases) AND the aortic valve area (decreases).

« Assess myocardial contractile reserve
« Does the cardiac output improve by 20% or more.

o Critical for decision making regarding aortic valve
replacement.



Low flow low gradient severe aortic stenosis
AVA <1.0cm?
LV Stroke index < 35 ml / m?
Mean gradient < 40 mmHg

<50% >50%
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e |s valvular heart disease severe?

ACT Now!!

www.MexicoHealth.Com




T Mortality Elderly Patients

eCognitive impairment: 5 - 25%

e Functional impairment: 8 - 25%

e Malnutrition: 5 - 13%

i Frailty: 17 — 22%

Oresanya, L. B., Lyons, W. L., & Finlayson, E. (2014). Preoperative Assessment of the Older Patient. JAMA, 311(20), 2110.
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e |s valvular heart disease severe?

* Does the patient have symptoms?

« Are symptoms related to valvular disease?

 What is life expectancy and expected QOL?




Life expectancy in elderly patients
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e |s valvular heart disease severe?

* Does the patient have symptoms?

e Are symptoms related to valvular disease?

 What is life expectancy and expected QOL?

 What is the risk / benefit ratio?




sk scori
Risk scoring systems

High risk:
85-year-old female
EF 30%

Renal dysfunction

|:| Pulmonary hypertension

N
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Risk: 4.3-59.8%

Operative mortality risk (%)
6 &

5 I I I
5 -I r al . Fi .
Nashef - STS online Nowicki - Jin - Rankin - Hannan - Kuduvalli -
EuroSCORE calculator NNE PHS STSscore NY State Multicenter

Van Gameren et al. Heart 2009:;95:1958-63



“In the absence of a perfect quantitative score, the risk
assessment should mostly rely on the clinical judgment of

the ‘heart team’, in addition to the combination of scores.”



N\

Risk estimation
Risk-Benefit ratio

Customized
management
decisions



e |s valvular heart disease severe?

* Does the patient have symptoms?

* Are symptoms related to valvular disease?

 What is life expectancy and expected QOL?

 What is the risk / benefit ratio?

 What does the patient want?
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Patient
considers |
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Framing effect is an example of cognitive bias, in which people
react differently to a particular choice depending on whether it
is presented as a loss or as a gain
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e |s valvular heart disease severe?

e Does the patient have symptoms?

« Are symptoms related to valvular disease?

> |

 What is life expectancy and expected QOL?

~

 What is the risk / benefit ratio?

 What does the patient want?

<t

e |Local circumstances for treatment choice
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2012 ESC/EACTS Guidelines
2014 AHA/JACC Guidelines

Recommendation Class L evel

For patients in whom TAVR or high-

risk surgical AVR is being considered,

members of a Heart Valve Team C
should collaborate to provide optimal

patient care

" Association

Vahanian & Alfieri et al. Eur Heart J 2012;33:2451-96
Nishimura RA et al. Circulation 129:e521-643



Valve +
Coronary
disease



Management of patients with
coronary artery disease

Level

Diagnosis of coronary artery
: Class
disease

I

Coronary angiography is
recommended before valve surgery
History of coronary artery disease

Suspected myocardial ischemia

Left ventricular dysfunction
Men age > 40
Postmenopausal women
>1 cardiac risk factor




Indications for
Transcatheter Aortic valve implantation

TAVI should only be undertaken with a multidisciplinary “heart team” including
cardiologists and cardiac surgeons and other specialists if necessary.

TAVI should only be performed in hospitals with cardiac surgery on-site.

TAVI is indicated in patients with severe symptomatic AS who are not suitable for AVR as
assessed by a “ heart team” and who are likely to gain improvement in their quality of life
and to have a life expectancy of more than 1 year after consideration of their
comorbidities.

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.

« At the present stage, TAVI should not be performed in patients at intermediate risk
for surgery and trials are required in this population. »

European Heart Journal 2012 - doi:10.1093/eurheartj/ehs109 &
European Journal of Cardio-Thoracic Surgery 2012 -

“ www.escardio.org/guidelines d0i:10.1093/ejcts/ezs455).



http://www.escardio.org/guidelines

Contraindications for
transcatheteter aortic valve implantation

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”.

Clinical

* 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.

Anatomical

* Inadequate annulus size (< 18 mm, > 29 mm).
Th o
Ac

= We need evidence in patients With ...
7« relative contra indications »

Relativecontraindications

* 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.

12 - doi:10.1093/eurheartj/ehs109 &
Cardio-Thoracic Surgery 2012 -

www.escardio.org/guidelines QR iets/ez5455).
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ESC/ EACTS Guidelines for the
Management of Valvular Heart Disease

« Treating bioprosthetic failure by transcatheter valve-
In-valve implantation cannot be considered as a
valid alternative to surgery except in inoperable or
high-risk patients as assessed by a ‘heart team’. »

rt J 2012;33: 2451-2496.) @
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"I'm not here for committing a crime — I'm

nere tor falling to comply with a guidehne







Q Aging population: more complex patients

Q Shortcomings of Guidelines and Risk scores

Heart-team should estimate risk-benefit ratio:
cardiac-intensivist involvement

Q Low flow low gradient AoS: TAVI an alternative



What looks safe
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Patient with severe Aortic Stenosis

75 year old male, EF 55%,
no co-morbidities

STS score: 1%

STS score: 12%

Euroscore |: 4% Euroscore |: 50%

Euroscore Il: 6%

Euroscore |l: 1%




./} Newer devices, less complications
£ 147

¥

Durability issue: both for surgical AVR and TAVI

Heart-team should estimate risk-benefit ratio

; g Patients first opt for the less invasive option



Advantages Heart-team

e Decision-making more accurate according to guidelines

| o Team has more knowledge than an individual

e Higher ratings of patients’ experience of care

ePhysicians “share the burden”

e Liability

e Increased trial recruitment

AR Adjustment of the limitations of Risk scores




Manaoement of severe aortic stenosis

Severe AS
Symptoms

LVEF < 50%
v L4

Contraindication
Yes for AVR
I
Physically active ¥ £L
=W
i

| High risk for AVR | [Short life expectancy|
|

| No | Yes

N4 b A
[ No | | Yes |

Exercise test

Symptoms or fall in blood
pressure below baseline

Yes

v
Presence of risk factors and low/intermediate
individual surgical risk

v v

Re-evaluate in 6 months

AVR or TAVI

- d0i:10.1093/eurMeg
ardio-Thoracic Surgery

www.escardio.org/guidelines it is/e75455).

ti/ehs109 &
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Risk factors not in scores

eHostile chest

e Liver cirrhosis

e Porcelain aorta

e Frailty

e Hospital / surgeon experience




Patient




“No off course no Heart team”
Because:

Time
consuming:
money!




Advancements in
V:\YA
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