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Kalp takimi
Aort takimi
PTE, PAH takimi
Vaskduler takim
inme takimi...

2017 ESC Guidelines on the Diagnosis and
Treatment of Peripheral Arterial Diseases,
in collaboration with the European Society
for Vascular Surgery (ESVS)

ESC/EACTS GUIDELINES

1 2017) 38.2739-2791
+x391

2017 ESC/EACTS Guidelines for the
management of valvular heart disease

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

Nishimura, et al.
2017 AHA/ACC Focused Update on VHD

2017 AHA/ACC Focused Update of the 2014 AHA/ACC Guideline for
the Management of Patients With Valvular Heart Disease

A Report of the ican College of Cardiology ican Heart
Task Force on Clinical Practice Guidelines

Developed in Collaboration With the American Association for Thoracic Surgery, American Society of
2 i 1y, Society for Cardi i  an ions, Society of Cardi
Anesthesiologists, and Society of Thoracic Surgeons
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Kilavuzlarda Takim Olgusu

12. Infective Endocarditis
ESC/EACTS Guidelines

122, Infective Endocarditis

Table5 Recommended requirements of a heart valve
centre (modified from Chambers et L)
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* Konvansiyonel cerrahi yontemlerle Kalp ve Damar Cerrahisi
uzmani tarafindan inoperable veya yiksek riskli olarak
degerlendirilen semptomatik ciddi kalsifik aort kapak darhigi
hastalarinda ve ciddi aort yetmezligi olan hastalarda

2 (iki) Kardiyoloji, 2 (iki) Kalp Damar
Cerrahisi, 1 (bir) Anestezi Reanimasyon
uzmaninin

onayinin bulundugu konsey karart ile bir yilda
2000 kardiyak girisimsel islem (en az 300 tedavi amagh girigsim)

ve 250 agik kalp cerrahisi yapilan 3.basamak hastanelerde
kullaniimasi halinde Kurumca bedeli karsilanir.

Hibrid Oda
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Saglik kampdsleri bir firsat mi?
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TAVI

Hangi hastalara?

* leriyas, yiiksek risk skoru

* Ciddi KOAH

* Siroz

* Toraksa radyoterapi

* Gegirilmis CABG
fonksiyonel greftler

* KPB kullaniimamasi
gereken malignensi

* Porselen aort
* Fraility

KV 1011 -1012

(1) Konvansiyonel cerrahi ydntemlerle Kalp ve Damar Cerrahisi uzmani tarafindan
inoperable veya yiiksek riskli olarak degerlendirilen semptomatik ciddi kalsifik aort
kapak darligi hastalarinda ve ciddi aort yetmezligi olan hastalarda 2 (iki)
Kardiyoloji, 2 (iki) Kalp Damar Cerrahisi, 1 (bir) Anestezi Reanimasyon uzmaninin
onayinin bulundugu konsey karari ile bir yilda 2000 kardiyak girisimsel islem (en az
300 tedavi amacglh girisim) ve 250 agik kalp cerrahisi yapilan 3.basamak
hastanelerde kullaniimasi halinde Kurumca bedeli karsilanir.

(2) STS skoru >=10 veya Logistic Euro Score>=20 olmasi, siroz, toraksa radyoterapi
almig olma hikayesi, gegirilmis koroner arter cerrahisi ve fonksiyonel koroner arter
bypass greftleri olmasi, kardiyopulmoner baypasin kullaniimamasi gereken
malignensi durumlan yiiksek risk olarak kabul edilir.

(3) Yagsam beklentisi bir yildan az olan hastalarda kullanilmaz.

(4) Yukarida belirtilen sartlarin saglanmadigi ve hastanin cerrahi tedaviyi reddettigi
durumlarda kullanilan kapak ticretinin hasta tarafindan karsilanmasi uygundur.

Fraility ? Futility?

Iyi cerrahlar nasil ameliyat edecegini,
Daha iyi olanlar ne zaman edilecegini
En iyiler ise ne zaman edilmeyecegini bilir.
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* Katz indeksi (ginlik yasam aktiviteleri, banyo,
tuvalet, kontinans, giyinme, hareket, beslenme)

e Albumin <3.5mg/dl

¢ Kavrama glict (dinamometre, el sikma)
5m ylrime testi <0.5m/sn

Kilo kaybi >4.5kg/1y

Tikenme, bitkinlik hissi

Detailed CFS criteria

Clinical Fraility Scale

CFS Severity  Definition

aresively inpais shoppig
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Very sevrly Compltey dependen, appoacing the en of e Typcaly, the could ot recoverfom  mior e

9 Teminaly il Aproaching th endof fe.This ctegeyapple o eople it e exectaney <6, who re ot e ety il

g, standy)

(CFS, clinical ity seale

Fraility ? Futility? 1y sagkalim?

1-year cumulative mortality
0-10% 10-20% 20-30%  30-40% 40-50%

Albumin 23.5¢/dL ®
Albumin <3.5¢/dL
Highpeakarip (@)

Low peak grip

High gait speed

Low gait speed
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1y sagkalim 69.7-88%

All-cause Survival | 1 Year
Rigorous Industry-Sponsored TAVI Studies

(Independent studies, not head-to-head comparisons)

CoreValve  CoreValve  Sapien XT Sapien A(sapien) B (Sapien)
(n=a41) (n=1015) (n=284) (n=276) (n=348) (n=179)

ANZ ADVANCE PARTNER IIB PARTNER

All-cause Survival

1y sagkalim 69.7-88%

All-cause Survival | 1 Year

National Registries and Post-Market Approval Studies
(Independent studles, not head-to-head comparisons)

CoreValve CoreValve SapienXT ~ Sapien  CoreValve  Sapien  CoreValve  Sapien
(n=663)  (n=1015) = (n=2688)  (n=410)  (n=452) (n=2307) (n=1043) (n=2701)

ltalian  ADVANCE SOURCE XT UK Registry SOURCE France 2
Registry

Nereden?

AORTIC VALVE (By Approach)

Surgical

Complexity /
Invasiveness

Set-up LSCA

" Taller Table
Helpful

Members of the Heart Team Present

in the Procedure Y )
+ Interventional Cardiologist £

CTS: Cardiothoracic Surgeon = 3

A: Anesthesiologist o ol

E: Echocardiographer
P: Perfusionist

DPL: Device Prep Lead

OR/ CCL Staff: OR/Cath Lab Staff
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Set-up TAo

Echo

X-ray

| Monitor InjEctor

Bed

Accessory
Table

o/'®

Anesthesia

Machine

erventional Table

J03u0p

Jonuop

E= echocardiographer
A =anesthesiology

#4 = controls tableand
Pigtail
€= crimper

Crimping Table
(>130cm)

Set-up TAo

Echo

X-ray

| Monitor Injeceor |

Anesthesia
Machine

Bed

a|qeL [euonuaAsRIu|

103uo

Jonuop

E= echocardiographer
A =anesthesiology
N=nurse

#4 = controls tableand
Pigtail
©= crimper

Crimping Table
(>130cm)
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TrF
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Proglide

Prostar XL

Prostar XL deployment

TAX

TAo

10
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Komplikasyonlar

* Vaskiler komplikasyonlar
* Kanama

> inme

* PV kagak

AV blok

Diger (koroner okliizyon, kapak migrasyonu,
embolizasyonu, endokardit, kok riiptiirii...)

Vaskuler komplikasyonlar

Major Vascular Complications | Definition

According to VARC 1, Major Vascular Complications include all complications

that can be caused by a wire and/or are related to vascular access, which

lead to
or

Ventricular perforation
Aortic dissection or
rupture

lliofemoral dissection
or rupture
Pseudoaneurysms
Closure failure

* The VARC 2 definition2 downgraded

VARC 1 Definition®

[N p——

Aoy thrscic s aocton
Access st o acconotad vyt oy (dsection, tnoss,pefoatn

to a minor vascular complication, except if it was associated with

qualifying consequences.

VARC 2

Clinica Guidelnes Kappecinet sl

Updated standardized endpoint definitions for transcatheter aortic
valve implantation: The Valve Academic Research Consortium-2
consensus document®

A Piter 1. Head, 2 " s M. van Micghem,

Eugene H. Blackstone, Thomas G. Brot, David J. Cohen, Donald E. Culip, Gerrit-Anne van Es.

Rebeeca T. Habn, Ajay ). Kiriane, Mitchell W. Krucoff Susheel Kodali, Michacl 1 Mack, Roxana Mehran,
Josep Rodés-Caba, Pascal Veanck, John G. Webb, Stephan Windecker, Patrick W Serrays, and Martin B Leon

Objectives
nderstanding of potiet ik st snd s selection.
Sandard orconsstency
TAVL Havever,
s ambiguons.
i),
dicsion fom which s s drvd. u
s
Conclusions:
‘ , resie, apping
® e replacement T
mirs v repa. (1 e

Lifehreatening or disabling blcding
il biceding (BARC rype 5) OR
Biecding ina critcal organ, such as intracranial, iraspinl,

intraocola,or pericardia pecsitating periardiocentess. o
ntramuscular with compartmentsyrome (BARC ype 3b and 3c)
or

Vasopressors o surgery (BARC rype 34) OR
Overt soutce of blesding with dop i hemoglobin >3 gL o whole
blood or packed red blood cells (RBCS) ransfusion >4 units®
(BARC type 3b)
Majo becding (RARC ype Ja)

atesst 3.0 AL orrquiring tansfusion of 2 or 3 it of whole
blood/RBC. o causing hospitalzaton oF permaneat injry.or
requiing surgery AND
Docs not meet crteri of ife-resening or disblin blecding
Minoe blesding (BARC type 2 or a. depending on he sveriy)
Ay bceding worthy ofclincal mention (cg. acces st hematom)
a i breatening, disbling. o major

umiof packed RBC typicaly will e te emogobi comcenation by 1 L 0
tmateddocres in emoglobin will e cacatd,

Distal embolization (noncerebrai) from a vascula Source requiring
surgery or resulting in amputation or irreversible cnd-organ damage
The use of unplanned endovascular or surgical intervention associaed.
‘with death, major blecding. vitceral ischemnia or neurological
impairmeat OR
Symptorns, pinyeical exam, andoe decreated ce sbeert blood flow on

perforation. rupeure. arterio-venous fstul, peudoancuysms.

intervention not meeting the criteria for & major vascular

11
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Vaskuler komplikasyon prediktorleri

Patient-Related
ctol
= Femoral artery
calcium score2 4

Anatomical Factors
« Sheath to femoral
artery ratio (SFAR) 2

* Female gender? * Vessel tortuosity*

Procedural Factors
ISP

Learning curve?

Complication
management®

Percutaneous closure
device failure®

Patient selection®

Predictability and Outcome of Vascular Complications
after Transfemoral Transcatheter Aortic Valve

Implantation

Emrah Uguz', Mecit Gokcimen?, Sina A, Yakup Alsancak’, Serdal Bastug’, Haci Ahmet
Kasapkara®, Murat Canyigit!, Mete Hidiroglu’, Erol Sener’

Department of Cardiovascular Surgery,

Atatiirk Training and Research Hospital, Ankara, *Department of Cardiovascular

Surgery, Yozgat State Hospital, Yozgat, Departments of *Cardiology and *Radiology, Atatiirk Training and Research Hospital,

Ankara, Turkey

Background and aim of the study: Although the

was successful in 81.6% of patients. Procedural and

efficacy and safety orti
valve implantation (TAVI) have been improved with
new devices, careful patient selection is essential
and awkward complications associated with the
procedure persist. Despite a gradual reduction in the
delivery system size and the development of access
site arterial closure devices, vascular cati

were 1.4% and 8.5%, respectively.

Vascular complications occurred in 16.1% of

patients (minor 10.4%, major 5.7%), and necessitated

surgical repair in 25 cases (11.8%). Major vascular

complications were predictive of 30-day mortality

(58.3% versus 5.6% (p = 0.000). Predicted major
reationt (b re

remain one of the main challenges of TAVL The

vascular y analysis)
were female gender (hazard ratio (HR) 5.45; 95%

aim of this study was to

evaluate the incidence and predictors of vascular
complications in transfemoral TAVL.

Methods: A total of 121 patients (mean age 77.98 + 8.20
years) who underwent transfemoral TAVI between
2011 and 2014 at the authors’ institution, using
two different commercially available devices, was
included in the study. Technical success, vascular

and mortality were each assessed. Vascular
complications were defined by the current Valve
Academic Research Consortium-2 (VARC-2) criteria.
Results: The mean logistic EuroSCORE of the patients
was 2104 + 7.51. An Edwards SAPIEN XT valve was
used in 69.7% of cases, and a Medtronic CoreValve in
30.3%. Completely percutaneous transfemoral TAVI

interval (CI) 0.91-32.5, p = 0.063), arterial
calcification (HR 2,88; 95% CI 1.14-7.30, p = 0.025) and
sheath to iliofemoral artery ratio (SIFAR) (HR 1.91,
95% CI 1.27-2.87, p = 0.001).
Conclusion: Although vascular preclosure devices
revolutionized transfemoral TAVI, and offer a
simple but effective percutaneous procedure, vascular
complications are still observed in a considerable
number of patients. The major vascular complications.
were predictive of 30-day mortality, and included
female gender, iliofemoral calcification and SIFAR.
Further ical and
are required to reduce vascular complication rates
and related mortality.

The Journal of Heart Valve Disease 2016;25:173-181

Table I: Baseline clinical characteristics of the patients.

Parameter Value/No.

of patients

Age (years)’ 77.98 £8.20
Female gender 129 (61.1)
Body mass index (kg/m?)" 24744311
Diabetes 76 (36.0)
Hyperlipidemia 95 (45.0)
Hypertension 156 (73.9)
Smoking 10 (4.7(
NYHA class I/IV 174 (82.5)
Coronary artery disease 129 (61.1)
Previous MI 27 (12.8)
Previous PCI 70 (33.2)
Previous CABG 38 (18.0)
Peripheral vascular disease 54(25.6)
Cerebrovascular disease 23(109)
corp 70 (33.2)
eGFR

<60 ml/min 93 (44.1)

<30 ml/min 31(14.7)
Logistic EuroSCORE (%) 21044751
LVEF (%) 45311034

“Values are mean + SD,
Values in parentheses are percentages.
CABG: Coronary artery
obstructive pulmonary

isease

bypass grafting; COPD: Chronic
; eGFR: Estimated glomerular

filtration rate; LVEF: Left ventricular ejection fraction;

ction; PCI: Percy

intervention.

s coronary

Table I1: Procedural characteristics of the patients.

Parameter Value/No.
of patients.

Prosthesis type

SAPIEN XT 147 (€9.7)
CoreValve 64603)
Prosthesis size (mm)
) 91 @31
% 72641
2 Feyen)
5@y
General anesthesia 106 (502)
Closure technique
14 66
Perclose Proglide 60(5.)
Perclose Proglide + Prostar 54
Prostar 132 (626)
Sheath outer diameter (mm) 7204024
67 2 (123)
72 10951.7)
73 61603)
75 1a9)
50 568
Sheath size (Fr)
16 26 (123)

L i

2
3

Tortuasity score (0- *
o
1

2
3

1781

Eltcharnff H, Kerkeni M, Zajari

Figure 1: The distribution of sheath to ilofemaral artery
ratio (SIFAR).

threshold SIFAR of 1.106876,

which predicted VARC major vascular complications

Zortic valve implantation with the Edwards SAPIEN bioprosthesis. Eurolntervention 2009;5:438-442

12
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Table III: Vascular complications.

Tamamen perkitan TAVI

Mortalite %8,5

Complication No.of
patients % 8 1. 6
Vascular complications 31(161) Table IV: Clinical outcome of the patients.
Minor 22(10.4) -
12(5.7)
v J\f\l:‘lraz:m'“p] ot 3(14) . . Parameter Value
P Shery Wi Vaskiler komplikasyonlar
Complication details o ICU stay (days)" 2824510
s e oo Bocclusionlstenosis) ‘5(1“-;)‘ ) %16.1 Hospital stay (days)" 6.1846.37
Feudoancurysm s 30-day mortality (n) 18 (85) >
Dissection 4(19) Intraoperative mortality (n) 3(14)
Stenosis/Occlusion 3(14)
Bleeding complications 26(123) . .
m:, ’ BeEs minor %10.4, major %5.7 *Values are mean £ 5D,
Life-threatening bleeding 524) Values in parentheses are percentages.
Local infection 1(19)
Vascular intervention
Surgical repair 25018
Stening oy .
Balloon angioplasty 304 Cerrahi onarim %11.8
Ultrasonography-gided compression  3(14)
Need for surgical intesvention (aceess or repair) 39 (184)
Values In parenthesce are percentage.
e e
_1 — * Mjvaskuler komp. 30-d Mortalite Hastane yatis siiresi
: : h mortalite gostergesi "
(58.3% versus 5.6% (p = 2w s 165
N e o o 15
5 0.000) %15 E‘; 118 1 #Novascular
s Vaskiler komplikasyon ES 0 ma Esn complicatons
G i 1000 £
e BamSCORE op . : 61 s
i A RF (multivaryans analiz) 3 i Mg ey
- o . . g 5 complications
b e ws : * Kadin I
¥ W »° 'P K w“ Y mvaclrcomplc
fean & & 2 « Arteriyel Kalsifikasyon 4 =
‘V,A.IJMLZ‘"“’ o : = Toggweiler et al 2012 Hayashida et al 2011
Experience ey No Vascular

complkations by multarite anlyis
Abbeviion s Tabes ind L

* SIFAR

6‘
WJ f \\'* f‘ complication

13
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Sheath capi

Effect of : the PRAGMATIC initiative showed patients treated with a
22F or 24F delivery sheath had significantly more vascular complications than
patients treated with smaller caliber devices

(green bar represents Sapien, yellow is a mixture of Sapien XT and CoreValve)

p<0.001

g
H
3
£
5
8
s
5
H

18Fr/19Fr (n

PRAGMATIC

Van Misghem, et al, AmJ Cardil 2012; 110{9): 13617

Table 1 Internal and External Diameter of Large Sheaths

Manufacturer

Edwards Lifesciences

Cook M

al

St. Jude Me

cal

Onset Medical

Gore Medical

Sheath Sheath Internal Diameter, F | Sheath External Diameter, mm
RetroFlex 3 introducer sheath 2 84
24
NovaFlex introducer sheath 18
19 75
Expandable 14
16
18
Check-Flo Introduc 18
Uttimum 18

SoloPath Balloon Expandable Transfemoral Introduc

77t
21 8t
DrySheath 16
18

Tecrlbe

Effect of = four studies confirm that increased operator
experience decreases the incidence of major vascular complications

Major Vascular Complications (%

80% !

PARTNERTF  Hayashida Toggweiler PARTNERTF  Hayashida Nuis Toggweiler
(A&B) (NRCA)

Early Experience Late Experience

nted at ACC 2013; Hayashida, JACC Card Int 2011; 4(8): 851.8; Nois, Am ] Cardiol 2011; 107: 1824-1825; “Toggweflr, JACC 2012;

H

%3.3-15.5

Major Vascular Complications | Incidence
Select Data Sets Reporting According to VARC 1*
[( )

(ndependent studies, not head-to-head comparisons)

Sapien ~ Sapien XT ¥ CoreValve

14
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Nadir ama élimcil ! inme 30d %2.2-6.7

Stroke | Incidence at 30 Days

Select Data Sets
(independent studles, not head-to-head comparisons)
The ADVANCE study shows that procedural

complications are rare during CoreValve implants

Major Valve-Related Com|
=996

Annulus Rupture

i
H

Valve Embolization

Conversion to open AVR

Coronary Compromised

Kalici pace implantasyon oranlari

inme prediktorleri %15.6-38.5
0 L0~ .

Early Stroke Late Stroke

Female gender’ History of CABG!
Surgical cutdown for access? History of stroke35

New onset atrial fibrillation? Coronary artery disease?

Baseline aortic regurgitation 3+2 Peripheral vascular disease®

Smaller aortic valve area® Baseline NYHA class?
copD* Chronic atrial fibrillatio
BMI <25 kg/m*

Multiple implant attempts*

Permanent Pacemaker Implant Rat

Valve dislodgement®

e 3 Countries with less than 15 implants not shown

Balloon post-dilatation 1Wenaweser, et al. Presented at EuroPCR 2013
Sosmars, eta, presentad 3t EuroPCR ol AmJ Ca o etaL, | Thorac Cordivase surg 2012,
1 Esroinervenion

15
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Kalici pace implantasyonu prediktorleri

Pacemaker Implantation

RESULTS FROM &

Patient-Related . Procedural Factors
Anatomical Factors
e O ] |sa(Device /,Operator)
* Right Bundle Branch * Variations in locationof = Implant Depth %37
23457 LBBB exit point* T
O Block (RBBB) e » « Application of PPI
Other pre-existing * Septum thickness guidelines®
conduction * Thickness of the non- . i 1
I I I l l I g disturbances 3485 coronary cusp? Learning Curve
. * Balloon Aortic
* Male gender® Valvuloplasty®
> * Age>75years® * Radial force of the
2012 2016

* Previous M prosthesis®

« Pacemaker gereksinimi halen dnemli bir konu

+ Randomize alismalarda TAVI olgularinda PPl gereksinimi halen

yuksek (ortalama 15%)

Sag minitorakotomi / Mini sternotomi

TAVI’nin alternatifi
var mi?

16
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Kanilasyon nereden?

Mini-sternotomy

> e 21-23 Fr V/Femoral

’
174 e 17-19 Fr A/Femoral
//// . TEE

—— B 3-4IKA
* Preop BTA

&

7L

2
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AVR’de ne fark var? (TAVI)

Journal of Cardiology F

Sutureless aortic valve replacement may improve early mortality
compared with transcatheter aortic valve implantation:
A meta-analysis of comparative studies

 Takaya U
o o Cari

Er—

oo (D, PLD) for the ALICE
Sclar Eidence) Group

o ) et e A TS

e SR —

TAVI

Metaanaliz 945 hasta

Erken mortalite 2.5% vs
7.3%,

PV leak 3.5% vs 33.2%

Journal of Cardiology Odds Rato
. Random. 955 €
j—— = Erken
Sutureless aortic valve replacement may improve early mortality (). mortalite
ccompared with transcatheter aortic valve implantation:
A meta-analysis of comparative studies
Hisato Takagi (MD, PAD), Takuya Unmemoto (MD, PhD)fo the ALICE -
(Al-Literature Investigation o Cardiovasculr Bvidence) Croup
o o ) s i S C—cn R
Favors TAV
- e s T e o o o e s v o oass o
e R sk o
o — Ty @
Rl T e s s s, ot et s i —
-
oy o

o7 i
Favors suturless AVR.Favors TAVI

sAVR vs TAVI

ORIGINAL ARTICLE.

Immediate outcome after sutureless versus transcatheter aortic
valve replacement

Jarmo Labiinen-

DT —————
ey

AbsractThe s of s sty was o compar he - (Belgom, Finan, Geemany. Ty and Sweden) ad dta
it cucome of s undersing ncaletcr (TAVD)  on TAVIS e provided by  snge insttion (Catai,

e il s vl repacrent withhe el lsly). - hosial oty s 26 % sfer SU-AVR snd
Peceval boprouhesis (SU-AVR). This i 8 respectve 53 % sfer TAVE (p = 0057, TAVI was assocsted with
anysisof 773 pa cher 215 and ot

TAVE (394 ptents, mean age, 508 = 55 years, mean  er-severe paravulr regwgiaion (141 . 03 %

EuoSCORE I S6+ 49 %) or SU-AVR (379 patcts, < 00001) s« wel s he eed forpermanent pacenakcr

774 % 5.4 years, mean EaroSCORLE: 1140 -+ 39 ) with  implantion (173 v 95 . p = 0003 compared with
Dus aly

o SU-AVRS were eovded by six Earopean iniuions  pereenties el of EwoSCORE 1L, . 21-53 %, con-

RId ) ot e i i o and e 1 Aot
Pomterd s e these matched i, in-bosptal mortalty (69 vs. 14 %,

e e 7 3y va sy mher s TAVE. SUAVR
Vi ke P st o ik s
B, D . T S Soniaed with el e sl o %

* Cok merkezli 773 hasta
* Intermediate risk
* Erken mortalite 2.6% vs

5.3%,

* hastane i¢i mortalite

1.4% vs 6.9%

* PVleak 0.3% vs 14.1%
* Pace 9.8% vs 17.3%
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sAVR vs TAVI

Clinical Outcome and Cost Analysis of Sutureless Versus
Transcatheter Aortic Valve Implantation With Propensity
Score Matching Analysis

Giuseppe Santapino, MD*
Fedinand Vogt, MD', Che
Mathias Pauschinger, MDY, and Thelo Fischlen, MD'

Steffen Preifer, MD", Jirgen Jessl, MD', Angelo Dell Aquila, MD',
on Wardenburg, MD', Johannes Schwab, MDD, Joschi Sitch, MD',

® « 626 hasta
* Gri bolge hastalar
* Mortalite, PV leak,

Tnteventional i e nowadays
nd i » a o

the i 2010, ol
of 626 patens were disrbuted between transcatheer aortic valve implanation (TAVE

cinical and surgialcharactr
i propesy e

e, bt many patets wee in  “gray zone” threlore &
lysis was possible and peformed. Fo the matchd pair
Inhospial
death oecured in S patens in suurees group and 3 patients in TAVI group
(p = 0.36). Bood transfusions were igher n suturelssgroup (2.1% 2315 04 £ 10 L),
TAVI group had ashoter tensiv care nit and osptalsay (. £27 v 3. £ 35 days,
P = 0037122 6 vs 14 6 days, p = 0017). No diffrences in postopraive neurologlc
(p = 0361, renal (p = 0.106), o respiatory (p = 0.391)
beten groups. At follovup (45 £ 138 month), | patent i suturcless group and
isin

in patints in TAVE group 35 [34%] vs T 9] p <001) with an impacton folow-up
survival ate, The costs asocited (o far when the cost of the
device was excluded (p = 0217, When inclded, the suurees approachresuled a cot
saving (E22,451 v5 €33§77, p <0001, In conclusion,the patinis i the “gray zone”
a satisyng clnial outcome afer sutureless surgery and TAVL. Patents in the

ptal complctions,but igher followup.

‘mortalty. O the coss aspess, TAVI tehnologes are more expensive, and it s on

maliyet sAVR'de daha
diisuk

sAVR vs TAVI Int-High risk

Perceval vs TAVI vs standard AVR
Multicenter propensity-score analysis of 991 patients

A comparison of conventional surgery, transcatheter aortic valve

replacement, and sutureless valves in “real
aortic stenosis and intermediate- (o high-1

orld™ patients with
profile

Nima T MO Al R, MD. 2 Ty Pl MD.

204 Propensity-matched groups

“Among these matched pairs, in-hospital mortaliy (6.9

. 14%,p =0.035) wassgnifcantly higherafter TAVL

SU-AVR with the Perceval prosthesis in intermediate-

sk patietsis associaed with excellentimmediate

survival and is a valid alternative to TAVIin these

30d Mortality (P<0.005)

B VTR —
+ 24m Survival (P<0.001)

STS PROM = 8%

- SAVR3.4%
- Su-AVR5.8%

- SAVR91.3%
- Su-AVR 94.5%
- TAVR79.5%

higher overall hospital costs. - © 2015 Elsever Inc. Al ights reserved. (Am J Cardiol patients”.
sAVR vs TAVI Intermed-High risk
e e e * Mean log Euroscore 13.2
-t Five-year results of the pilot trial of a sutureless valve ° 5 y|| taklp
. & I B T PR S )
e ] = * Prosedirel basari %100

valve implantation in high-risk patients

. Michele Murz, Alfredo G.Cerilo,
ratie Rp-3) WAG-3) P rgoBertiand Matta Glauber
Pakgaden (nwgasD)  192:69 197354 026
Mo gaden(rmig:SD) 114137 101234 017
AblckmaurngPMkn (9 264 0 os
Punawiriedagen® 269 0@y oo | . EuroSCORE: 12%
T 1@ 122)
wid 1 G
Moderse o7 e - VL TAVI-27%; RT-2.7%
b P e * In hospital mortality: TAVI-8.1% ; RT-0%
Moy [pasenssn (6] o se0 o | strokea:  TAVI-5.4%; RT-0%
Suoke [paseres,n 6] o 20 03
oo mmoomy o 259 03
[patients. n (%)
Muor Sesdnglpuensn () 1@7) 127 1
e o NED  awa os
I ety (medan 10-2 104) 05
s
Wirdiymedanday coge) 7668 4504) <0001

5 o o 4 s e et ey ey i

* %3.3 pacemaker, SVO yok
* Mean gradient 9.3 mm Hg

* Kapak dejenerasyonu,
hemoliz, PV leak, thrombiis
yok
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sAVR+(MVR)+TP+CABG

Dlin, Buglin, Yarin?

The Rapidly Evolving Landscape in the Treatment of Aortic Valve
Diseases

Operable Ext risk/ Inoperable.
(65%) (25%) (10%)
sTS: <. ST a5-10% STs:>10% >15%
Log eur: 10% Log eur: 10-20% Logeur:>20% Log eun2sx.

Sonug olarak TAVi'de...

Vaskiiler komplikasyonlar halen 6nemli sorun
Mortaliteyle dogrudan iliskili (30 giin)

SIFAR, Kalsifikasyon, kadin RF

Teknik / Cihaz / Tecriibe gelismeler 6nemli
Preop degerlendirme en 6nemli agama
Alternatifler gbz 6niine alinmali

Komplikasyonlarin ¢éziimii konusunda
(cerrahi/endovaskuler) 6n hazirlik
Transfemoral yapilmayan TAVi’nin cerrahiye
tistiinliigli yok

PV leak, Pace ihtiyaci halen 6nemli sorun

Takim olmak er ya da ge¢ basariyi getirir

e o, g
RGUE CHAMPION

= 2016-17 TURKISH R

SR =
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Ruptlre AAA

Protokol (UHZ, AMC, UW)

5k

[ ER Physician Suspects r-AAA J
Alerts On-Call Vascular Team
Vascular Resident/ Vascular Attending

Operating Room
I

[ Hemodynamically Stable Patients ]

[ Hemodynamically Unstable Patients J

Emergent CTA in ER

Operating Room:
Ready for Endovascular & Open Surgical Repair
Patient in Supine Position, Prepped & Draped

)

Hemodynamically Stable Patient: General Anesthesia and Femoral Artery Cutdown

Hemodynamically Unstable Patient: Percutancous Femoral Access
Aortic Ocelusion Balloon as Needed

)

Aortoiliac Morphology
Not Amenable To EVAR

Aortoiliac Morphology
Amenable To EVAR

[

Aortic Occlusion Balloon at Supraceliac Aorta
; ! EVAR
Laparotomy for Open Surgical Repair

J

Temel Prensipler

Hastane personeli egitimi (KVC, Acil, GR, Anest,
Doktor, Hemsire, Teknik Personel)

Standart multidisipliner yaklagim

Erken rAAA tanisi (BTA), tedavi baslanmasi, transfer
Sx > Oliim (10h), Dx = Olim (2,5h)

EVAR’dan en g¢ok fayda goren hastalar yiiksek riskli

hastalar ( sok, kadin, yasli, stabiil olmayan, hostil
abdomen, kan transfiizyonu yapilamayacak)

Hardman index’i yiksek (>2) hastalarda (>76y,
Hb<9, MI+, biling -, krea>2.15mg/dl) EVAR
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Temel Prensipler

* Hipotansif hemostaz (70-90 mm Hg SAP,
50-70mm Hg kisa sireler icin tolere edilebilir,
biling!)

¢ Kan basincinin yikselmesi -
kanama, transflizyon ihtiyaci, koagilopati

* Gereksiz sivi replasmani, kan
transfiizyonundan kaginilmali

Temel Prensipler

* GA, LA, LA+sed ?
* GA - -sirkdlatuar kollaps,
+gorintl kalitesi, ek cerrahi islem

 Stok (acil endoklemp kiti, endovaskiiler cihaz
alternatifleri)

* Endoklemp (standart EVAR'dan temel fark) %19-27
ihtiyag, supracgolyak, T12 tzeri, 2 balon??, uzun
sheath en az 45 cm, brakial??

* Endovaskiiler + Cerrahi islemler yapilabilmeli

Acil Endoklemp Kiti

* Bistdri

LA

igne

SF

Opak 100 ml

Introducer sheath 6-7F 2 tane

* Tel (0.035/260 cm) J tip/glide

* Sert tel (Amplatz, Archer, Lunderquist, Back-up Meier) - 6cm floppy
ue

* lsaretli pigtail 5Fr 65 cm

* Introducer uzun sheath en az 12-14Fr 45 cm (Cook)

* Komplian balon (Coda, Reliant, Equalizer)

* 20 cc enjektor 2 adet

Komplian balonlar

¢ Reliant (Medtronic)
12Fr, 100 cm, 46 mm
* Coda (Cook)
14Fr 100-120 cm, 32,40 mm
* Equalizer (Boston Scientific)
14-16 Fr, 65-110 cm, 20, 27, 33,40 mm
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Komplian balonlar

=
T

Endoklemp

Supragolyak balon + ana govde

Uzun sheath (>45 cm) igin kateterizasyon

islem

Endoklemp + Ana govdenin
ilerletilmesi

Parsiyel agilmis ana govde

2. Balon

islem

Kontralateral bacak
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Hibrid Ao-uniilak + fem fem Nellix (Endologix) Endosealing

CHIMNEY /SNORKEL — PERISKOP - SANDVIC XC Endokl
TEKNIKLERI hdokiemp
Dr. Gikge ANNAG tarafindan gizilmistir

Klemp sirasinda Klemp sonrasinda

e Uyar, BBI, NTG ¢ Almadan uyar, Preloadu arttir

¢ MAP %2 IR %5 SR %50 SC ¢ Anti HT ajanlari azalt/kes

* Afterload 1 ¢ Vazokonstriktorleri hazirla

* Miyokard O, ihtiyaci 1 ¢ SVR, CO ¢ok disebilir

« COVY ¢ Yer, stire 6nemli

* Miyokard iskemi riski * Almadan MAP %20-30

+ Klemp distalinde perfiizyon arttirmak iyi olabilir
bozuklugu ¢ Asidoza hazirlikli ol! (resp,

+ Asidik metabolit birikimi metabolik tamponlama)
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Abdominal kompartman sendromu

Occult Organ Ischemia
IAP 16 - 20 mmHg

Increased ICP Increased lung Rising IAP pushes diaphragm Increased bowel edema
Decreased CPP dysfunction further into chest and ischemia

Increased CVP, Further Worsening 3 Increased
Increased Wedge pressure  decrease in vena caval oliguria, difficulty acidosis
(falsely elevated) CardiacOutput ~ compression mobilizing fluids

Abdominal kompartman sendromu

* Retroperitoneal hematom, lumbar ve IMA
kanama, koaglilopati, soka sekonder permeabilite
artisi ve 6dem

* Akut, primer, x5 mortalite, %18-35 (%10-20 EVAR
sonrasl)

* |A Hipertansiyon

* RF: Endoklemp, masif transflizyon, koaglilopati

e BT: 6n arka /trv ¢ap >0.8, duvarlarda 6dem, IVC
kollaps

e AKS + %67, AKS - %10 mortalite

Abdominal kompartman sendromu

e IAP Olgima !

* Gradel:10-15cmH, 0O

* Gradell: 15-25cmH, 0

* Gradelll: 25-35cmH, 0

* Grade IV, greaterthan35cmH, O
+ APP= MAP-IAP (mm Hg)

* IAP>20, APP<60, ug organ hasari

* dekompresif laparotomi

IAP monitdrizasyon

1000 ml NS

AN ~7
- R
|

18 gauge angiocath OR
Luer adapter

- et [\ |
s x//%‘n\\¥ L |

¥
N B
=y

Urinary catheter /
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Vakum kontrol / Bogota bag

IMPROVE

2014 BMJ, randomize ¢ok merkezli

29 UK+CAN 613 hasta EVAR vs Cer 30 giin
Hardman index>2, kadin EVAR

YB giin 4.2 vs 6.3

Hastane giin 9.8 vs 12.2

Eve taburculuk %94 vs % 77

Maliyet EVAR 1186£ daha az

Mortalite %35.4 vs %37.4 (grup olarak EVAR /cer)
Mortalite %25 vs %38 (EVAR sonrasi/cer sonrasi)

Dutch trial
¢ 2013 Ann Surg randomize, cok merkezli
* 3 merkez
* 116 hasta

* Rupture konfirme olan ve EVAR uygunlugu
acisindan degerlendirilen hastalar

* Hemodinamik olarak stabil olmayan hastalar
¢ikarilmis (mortalite bu ylzden disiik)

* %21 vs %25

TAAA
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Norolojik komplikasyonlar,
malperfiizyon, endoleak

Extent | Extent Il Extent Il Extent IV Extent V

MODIFIYE ENDOVASKULER YAKLASIMLAR

CHIMNEY /SNORKEL - PERISKOP -
2 % SANDVIC TEKNIKLER|
70

HiBRIiD TEDAVi [

DALLI ENDOGREFT

COK KATMANLI STENT

Paralel greftler

Turk Gogus Kalp Dama 2016;24(2):289-296
doi: 10.5606/tgkdc.dergisi.2016.12082

Original Article / Ozgiin Makale
Mini Series / Mini Seri

Endovascular repair of type-V thoracoabdominal aortic
aneurysms using parallel graft techniques

Paralel greft teknikleri kullanilarak tip-V torakoabdominal
aort anevrizmalannin endovaskdler tamiri

Murat Canyigit,' Emrah Uguz,* Mete Hidiroglu,” Tilin Gumds,* Muhammet Fethi Saglam,*
Hseyin Cefin,’ Ali Gam," Erol Sener*
‘Radiology, ‘C urgery and and
Ankara Afatirk Training and Research Hospital, Ankara, Turkey

Dalli greftler

Turk Gogus Kalp Dama 2015;23(3):561-565
doi: 10.5606/tgkdc. dergisi.2015.11301

Olgu Sunumu / Case Report

Pararenal aort anevrizmasinda ok dalli stent-greft ile endovaskdler aortik
tamir: Tirkiye'deki ilk basanli deneyim
Endovascular aortic repair of pararenal aortic aneurysm with mulfibranched stent-graff:
First successful experience in Turkey

Murat Canyigit, Emvah Uguz,* Mete Hidiroglu Erol Senert

Afatirk Egitim ve Arashrma Hastanesl, 'Radyoloji Kiinigi, alp ve Damar Cerrahisi Kiinigi, Ankara, Tarkiye
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en genis yeri 62mm

ilk hasta

SMA seviyesinde 38 mm

Cook Zenith t-Branch
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Akut aortik sendrom

IR

Diagn Interv Radiol 2016; 22:365-370

Turkish Society of Radiology 2016

ORIGINAL ARTICLE

Treatment of acute thoracic aortic syndromes using endovascular

techniques

Emrah Uguz
Murat Canyigit
Hidiroglu
Erol Sener

PURPOSE
Acute thoracic aortic syndrome (ATAS) is a novel term to define emergency aortic conditions

the d morbidity. We
ATAS, managed by

per
endovascular techniques.

METHODS
This cohort consisted of 31 consecutive patients (24 males; mean age, 57.5+13.81 years; range,
19-84 years) with acute thoracic aortic pathologies who underwent endovascular repair be-
tween January 2011 and January 2015. The study was designed as a retrospective analysis of
prospectively maintained data.

RESULTS
c

). All aortic
stent.grafts (n=37) and dissection stents (n=9) were implanted with 100% procedural success.
The overall in-hospital mortality was 9.7%. The mean follow-up duration of patients who were
alive at 30 days was 25.9+11.49 months (3-53 months). So far, there have been no late deaths
after 30 days.

CONCLUSION

In the high-risk setting of ATAS, endovascular procedures come forward as novel therapeutic

strategies with promising results. Endovascular repair of ATAS can be considered as a firstine
! i results, par

INTERVENTIONAL RADIOLOGY
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Mort 9.7%, hepsi hastane ici, gec
dénem 6lim yok

n()

307)

8058

s acute ot graftoccsio) 182)

10355

* 24 saatiginde islem 90.3%
* CSF drenaji (12 hasta) uzun

segment kapama, LSCA
kapanmasi, internal iliak
arterlerin kapanmasi, AAA igin
EVAR +, 10ml/h,<10-12 mm
Hg, SPP>70 mmHg,24-72h

* LSCA mutlaka inceleniyor

kapanacak mi? VA dominans?

* Diseksiyon stenti (9hasta)
* Karotid SCA bypass 6 hasta
* Hemotoraks bogaltilmasi

Tesekktdirler

The Success Of

Teamwork
Coming together is a beginning.

Keeping together is progress.
Working together is success.
~ Henry Ford ~
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