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Ciddi Aort Stenozunun Efektif Tedavi Yontem;

Cerrahi kapak replasmani (SAVR)
Transkateter aortik kapak replasmani (TAVI)

Perkiitan balon aort valvotomis(
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[k Adim

* Hastayt multidisipliner bir kalp kapagi ekibi (yapisal
kapak miidahalelerinde uzman bir kardiyolog ve bir
kardiyotorasik cervah dahil) tarafindan

degerlendirilmesi
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» Kalp kapagi ekibi daha sonra hastanin SAVR veya TAVI
ile beklenen yasam beklentisini ve hastanin yasam

kalitesinin SAVR veya TAVI ile iyilesip yilesmeyecedi

» Hasta AS disinda potansiyel olarak yasami sinirlayici
bir hastalik (6rn. kanser) biliyorsa bu durumun

bakimiyla ilgilenen klinisyenler ile konsiltasyon onemli
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* SAVR (le beklenen yasam siiresi 1 yildan fazlaysa ve
hastanin yasam kalitesi SAVR veya TAVI ile
muhtemelen diizeliyorsa, bir sonraki adim Kalp Kapagi
Ekibi tarafindan SAVR ile mortalite ve morbidite

riskinin degderlendivilmesidir Ongériilen Oliim Riski
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Stages of valvular aortic stenosis

. Valve Hemodynamic
Stage Definition Valve anatomy ) Symptoms
hemodynamics consequences
A At risk of AS Bicuspid aortic valve | » Aortic V., <2 m/s = Mone = None
(or other congenital
valve anomaly)
Aortic valve sclerosis
B Progressive AS Mild to moderate » Mild AS: Aortic V .. » Early LV diastolic = None
leaflet calcification of 2.0to 2.9 m/s or dysfunction may be
a bicuspid or trileaflet mean AP <20 mmHg present
valve with some s Moderate AS: Aortic s MNormal LVEF
reduction in systolic Ve 3.0 to 3.9 m/s
motion or or mean AP 20 to 39
Rheumatic valve mmHg
changes with
commissural fusion
C: Asymptomatic severe AS
Cc1 Asymptomatic severe Severe leaflet m Aortic Vg, =4 mfs or | = LV diastolic » MNone: Exercise
AS calcification or mean AP =40 mmHg dysfunction testing 15 reasonable
congenital stenosis = AVA typically =1.0 s Mild LV hypertrophy to confirm symptom
with severely cm?2 (or AVAI 0.6 = Normal LVEF status
reduced leaflet cmZ/mZ2)
opening m Very severe AS is an
gortic W 5, =3 m/fs or
mean AP =60 mmHg
c2 Asymptomatic severe Severe leaflet m Aortic V.. =4 mfs or | = LVEF =50% = None
AS with LV dysfunction calcification or mean AP =40 mmHg
congenital stenosis = AVA typically =1.0
with severealy cm? (or AVAI =0.6
reduced leaflet cm2Z/m2)
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D1

D2

D3

D: Symptomatic severe AS

Symptomatic severe
high-gradient AS

Symptomatic severe
low-flow /low-gradient
AS with reduced LVEF

Symptomatic severe
low-gradient AS with
normal LVEF or
paradoxical low-flow
severe AS

m Severe |eaflet
calcification or
congenital stenosis
with severely
reduced leaflet
opening

m Severe leaflet
calcification with
severely reduced
leaflet motion

n Severe leaflet
calcification with
severaly reduced
leaflet motion

Aprtic Vo, =4 mys or
mean AP =40 mmHg
AVA typically =1.0
cm2 {or AVAI =0.6
cm2/m<) but may be
larger with mixed
AS/AR

AVA <1.0 cm2 with
resting aortic V ...
<4 mfs or mean AP
<40 mmHg
Dobutamine stress
echocardiography
shows AVA <1.0 cm?2
with V ... =4 m/s at
any flow rate

AVA <1.0 cm2 with
aortic V... <4 mfs or
mean AP <40 mmHg
Indexed AVA =0.6
cmZ/m2

Stroke volume index
<35 mL/m=2
Measured when
patient is
normotensive
(systolic BP <140
mmHg)

LV diastalic
dysfunction

LV hypertrophy
Pulmonary
hypertension may be
present

LV diastaolic
dysfunction
LV hypertrophy
LVEF «<50%

Increased LY relative
wall thickness

Small LV chamber
with low stroke
volume

Restrictive diastolic
filling

LVEF =50%

Exertional dyspnea
or decreased
exercise tolerance

Exertional angina

Exertional syncope or
presyncope

HF
Angina

Syncope or
presyncope

HF
Angina

Syncope or
presyncope

AS: aortic stenosis; V gz, Maximum aortic velocity; AP: pressure gradient; LV: left ventricular; LVEF: left ventricular ejection fraction; AVA: aortic valve
area; AVAI: aortic valve area indexed to body surface area; AR: aortic regurgitation; HF: heart failure; BP: blood pressure.
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Survial (percent)

wWithout aortic
valve intervention

— — — With aortic
valve intervention
(SAVR or TAVI)




Summary of recommendations for AS: Timing of intervention

. Class of Lewvel of
Recommendations - -
recommendatiom evidence
AWE Is recommendeaed for symptomatic patients with sewvere Q) =]
high-gradient AS who hawve symptoms by history or aon

exwercise testing (stage Dl
AWERE Is recommended for asymptomatic patients with @ =]
severe AS (stage CT2) and LVEF <50%G

AWE Is indicated for patients with severe AS (stage O ar ) @ B

when undergoing other cardiac surgery

AWER is reasonable for asymptomatic patients with wvery II= B
severe A5 (stage C1, aortic velocity =25.0 my's) and low
surgical risk

AWER is reasonable in asymptomatic patients (stage C1) II= B
with severe AS and decreased exercise toleramnce aor an
aewarcise fall im BP

AWR is reasonable in symptomatic patients with low flow, II= =]
low gradient severe AS with reduced LWEF (stage D20 with
a low-dose dobutamine stress study that shows an aortic
velocity =4.0 my's (or mean pressurs gradient =40 mmHdHg)
withh 3 vabve area =1.0 cm= at any dobutamine dose

ANWER Is reasonable in symptomatic patients who hawve low II= i
flow, low gradient severe AS (stage D2) who are
normotensive and hawve an LWYEF =50%0 if clinical,
hemodynamic, and anatomic data support valve
obstruction as the most likely cause of symptoms

AWRE Is reasonable for patients with moderate AS (stage B) II= i
(aortic velocity 2.0 to 2.9 my/s) who are undergoing other
cardiac surgery

AWE may be considered for asymptomatic patients with ITk i
sewvere AS (stage C1), rapid dissease progression, and low
surgical risk
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* SAVR veya TAVI ile beklenen yasam siresi <1 yil ise
veya hastanin yasam kalitesinin SAVR veya TAVI ile
duzelme olasiligi disiikse, tiobi yonetim ile palyatif

tedavi
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Semptomatik Hasta

* Algoritma 1

» lleri cerrahi risk ( % 250 éliim veya irreversible
komplikasyon) veya SAVR i¢cin kontrendikasyon varsa TAVI

» TAVI uygulanamiyorsa Kalp kapagi ekibi yarar-zarar orani
hesaplamali (TAVI/medikal tedavi)

* Cervali yiiksek riskli hastalarda (STS-PROM >8 ve % <50
6lim), transfemoral TAVI ?
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Indications for aortic valve replacement in patients with aortic stenosis

Abnormal aocrtic valve with
reduced systolic opening

v

Severe AS
Uma}{ = m_|‘r5

v

Vimax 2 mds-3.9 mfs

Class ITa

Class ITh

[

v v v v

Symptomatic Asympbomatic Symptomatic Asymptomatic
(stage D1) (stage C) (stage B)
¥
LVEF <S50% LWEF < 30%% o —
(EtagE {:E} = I 21 .3 a2
| | SUrgery
Other cardiac Yes Na
SUrgery k -.L- -.L-
DSE with AVA =1 em2
Vmax =5 mfs Aave =1 omE and and
AP meagn =60 mmHg |--£— VWinax =4 mfs LWVEF =50%

Low surgical risk (stage D2) (stage D3¥)

v

AS likely caussa
of symptoms

Abnormal ETT S

Low surgical risk

Y l Y v

AVHR AVHR AVR
(IIa) (1Ib) (IIa)
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Transcatheter aortic valves

A. Medtronic CoreValve; B. Medtronic CoreValve Evolut R; C. St. Jude Portico Hero valve; and D. Edwards Sapien

3 valve.




Edwards SAPIEN TX. Edwards SAFPIEN, Edwards Lifesciences,
UsA

Balon ile geniW IEN (USA

CoreValve Prosthesis. CoreValve ReValving Technology Medtronic

I v Kendilig‘inden genisleyebiler_ iu

Movaflex Edwards delivery system. Edwards SAFIEN,



Preoperatif Degderlendirme

v EuroSCORE
» EUrOSCORE (european system of cardiac operohve risk
evaluafion) ur0SCORE _ SCOR LA
NILZ A, O
v'STSPROM = :

f( ORE nteractive calolator

 STS (Society of Thoracic Surgeon )
v ACEF score (hasta yasi, serum kreatinin, EF)

Ranucer M, Castelvecchio S, Menicants L, Frigiola A, Pelissero G: Circulation, 2009
Goetzenich et al. Journal of Cardiothoracic Surgery, 2012
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Periferik Vaskiiler Erisim I¢in Uygunlugu
Belirleme

» MDCT anjiografi abdominal aorta ve iliofemoral arterlerin
govuntiilenmesi

* Preprosediivel goriintiileme
 Katater hattinda Okliizyon veya anevrizma ?
» TAVI Vaskiiler girisimlerinde komplikasyon orant % 15,3

* Cinsiyet (kadin 1)
* Arteriyel sheat ¢capi

Interventional Cardioclosgy

CLINICAL RESEARCH

Vascular Complications After
Transcatheter Aortic Valve Replacement

Insights From the PARTINER
(Placement of AoRTic TralNscathetIEIR Valve) Trial
Dog. Dr. Hale Aksu Erdost- GKDA2021



Multidetektor BT anjiografi

Transapikal
Transaksiller
Direkt Aortik
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Hasta Ozellikleri

Vileri yas

vYandas hastaliklar (HT, KAH, KOAH, DM, RY ,RA vb)
v'Gegirilmis operasyonlar

v'Fizik muayenede dedisiklikler

v'Laboratuvar bulgularinda degisiklikler

v Kullanilan ilaglarin ¢oklugu

vVASA [l veya IV grubu hastalar
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Kardiyak Fonksiyonlarin Degerlendirilmesi

v EF<20

v Ortalama aortik kapak gradienti dinlemede 40 mmHg'den yiiksek ise ve diisiik EF
varsa, dobutamin stress EKO sonrasi kardiyak kontraktilite dederlendivilmeli

v Anti aritmik ilaglar, kesilmemeli
v ACE i¢eren antihipertansif, ilaglar kesilmemeli
v Kotu ventrikil rezervi varsa, balon valviiloplasti yapilabiliv

v Anjinasi ve sol vent. fonksiyonu kétii olan hastalarda TAVI éncesi fonksiyonlari
optimize etmeli

Dumesnil JG,Prbarot P,Carabello B, Eur Heart J,2010
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Bobrek Fonksiyonlarinin Degerlendilmesi

v Akut bobrek yetmezligi
v'Kronik bobrek yetmezligi

v KONTRAST madde kullanim1 sinirhh olmali

Franco A, Gerli C, Ruggeri L, Monaco F, Ann Card Anaesth, 2012
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Koagulasyon Parametrelerinin Degerlendirilmesi

v’ Operasyon oncesi 300-320 mg aspirin, 300 mg klopidogrel yiikleme
dozu

v'Intraoperatif valviiloplasti 6ncesi: 5000 U heparin

v'Operasyon sonrasi 75-100 mg/giin aspirin

v'Operasyon sonrasi1 75 mg/giin klopidogrel 6 ay siire ile verilmeli
v’ ACT>250 s olacak sekilde ek doz verilir

v'Kan Hazirlig1 (en az 2 tinite ES)

Covello RD, Landoni G, Zangrillo A.,Curr Opin Anaesthesiol,2011
Franco A,Gerli C,Ruggeri L,Manoco F.,Ann Card Anaesth,2012
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Kapak se¢imi
(TAVI? SAVR?)

» Endikasyonlarin ve risklerin tam olarak agiklandigi
ortak bir karar verme stireci olmall

» Antikoagiilan tedavi ve potansiyel yeniden ameliyat
ihtiyaci ve riski

» Hastanin degerleri ve tercihlerini hesaba katmali

* Kalp kapagi ekibi (kardiyologlar ve kalp cerrahlart
dahil)

« Kapak dayanikliligi,
« Tromboembolik ve kanama komplikasyonlart riski
» Kapak dedisimini takiben 6lim riskini dikkate almali

Dog. Dr. Hale Aksu Erdost- GKDA2021



Table 2 Adjusted differences in health care resource use and costs for TAVI compared with SAVR, (base-case).

Health Care Use PDifference 95% CI P-value

ICU length of stay -50% -74 to -25% <0.001°

Hospital length of stay -64% -80 to -49% <0.001"
Index procedure + 30-d follow-up
ICU length of stay -57% -83 to -31% <0.001"
Hospital length of stay -64% -81 to -47%
Costs "Difference 95% CI Povalue
Index procedure Lower CI to upper CI
“Cost of index procedure -9% -17 to -1% 0.026"

Index procedure + 30-d follow-up

“Total costs 22 to -4%

Heart, Lung and Circulation (2021) m, m—m ORIGINAL ARTICLE

1443-9506/21/$36.00
https://doi.org/10.1016 /j.hlc.2021.05.088

Transcatheter Aortic Valve Implantation
(TAVI) Versus Surgical Aortic Valve

Replacement for Aortic Stenosis (SAVR):
A Cost-Comparison Study




National multi-centre cost-comparison of @ I
trans-catheter aortic valve implantation

(TAVI) versus surgical aortic valve

replacement (SAVR) in moderate to

high-risk patients with severe symptomatic

aortic stenosis in New Zealand (NZ)

S. Bhattacharyya !, M. Roskruge?, K. Sidhu?,
R. Nair*, D. Smyth >, M. Webster >, P.
Ruvyegrok?>, J. Ormiston >, S. Pasupati**

-
e 4
Conclusion: TAVI appears cost-saving using index-
~ admission cost in intermediate-high risk patients requiring =
- aortic valve replacement in NZ, due to reduced use of hospi-
tal resource and LOS. These data have implications for future
fund allocations for treating severe AS in this country.

LI—‘



Wiadomosci Lekarskie, VOLUME LXXIV, ISSUE 4, APRIL 2021

© Aluna Publishing
ORIGINAL ARTICLE

TRANSCATHETER VERSUS SURGICAL AORTICVALVE
REPLACEMENT: FIRST EXPERIENCE WITH A NEW TAVI SYSTEM

DOI: 10.36740/WLek202104108

Glib I. Yemets, Oleksandra V. Telehuzova, Andrii V. Mc
Table 1, Primary postprocedural outcomes in the TAVI and SAVR groups

TAVI SAVR p value

[ M 0 Vta (l.te 0 Val/\.{a V.l V\-da Fa V‘k y 0 k Surgery duration, min 17334355 3542+1136 <0,001

Average length of stay, days 11124 186132 <005

. 3 Average stay duration in ICU, days 129105 4754289 <001
» Komplikasyonlar (pnomoni

Ventilation duration, hours 1201172 19354968 <0.05

p - O )OO:L> V@ P 0 Stka Vd l'y Oto W\ l' Hemodynamic support duration, hours 11134789 10098+78,99 <0001
S e V\d V 0 VV\ u P — 0 )O l) TA \/l d e d a h a aZ Table I1. Mortalty rates and complications n the TAVI and SAVR groups

TAVI SAVR p value
L] 0 .
00 30-day mortality rate 0 3(4%) <0,1
- TAVI bunda YB yatis stiresi dah
VM u V\- a a I l/( V e ’ a a Intraoperative blood loss, ml 20881816 9785+2303 <0.01
Blood loss by drainages, ml 13051347 331.72£ 1208 <0.01
Resternotomy 0 4(5.3%) <005

kisa (p<o.01)

* AF (TAVI hastalarinda) daha az

(pco.01)

Paravalvular leakage 0 7(9,33%) <0.01
Postpericardiotomy syndrome 2(22.2%) 23(31.3%) <0.01
EX implantation 1(11.1%) 6 (8%) <0.05
Stroke 1(11.1%) 2(2.7%) =0.1

Sepsis 0 0
Wound complications 0 5(6.7%) <0.05
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Oneriler

* Multimodalite goriintileme, TAVI uygulanan hastalarin bakiminin énemli bir
yonu
« TAVI uygulanan hastalara yénelik bakim ekibi, bakimin her asamasi igin cesitli

gorintiileme modalitelerinde (yani prosediir oncesi, prosediir i¢i ve uzun sireli
takip) uzman kardiyologlar ve radyologlardan olusmali

« Gorintilemenin hedefleri ve stratejileri,
* basarili bir prosediir olasiligini artirmak

« komplikasyon riskini azaltmak i¢in

* hasta uygunlugunun saglanmasi, onerilen erisim bélgesinin uygunlugunun saglanmasi,
uygun cihaz tipi ve boyutunun saglanmasi ve bir prosediir plani gelistivilmesi yer alir
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 TAVI islem oncesi gorintiilemedeki snemli adimlar
* kapak ve aort koki degerlendirmesi i¢cin ekokardiyografi,

* aort ve iliofemoral sistemin ¢ok dedektorlic bilgisayarli
tomogratfisi (MDCT)

* aort ve iliofemoral sistemin istege bagli invaziv anjiyografisi ile

koroner anjiyografi

Do¢. Dr. Hale Aksu Erdost-
GKDA2021



« TAVI sirasinda TOE kullanimu merkezler arasinda farklilik
gosterir
* gercek zamanli dagitim,
* hizalama
» komplikasyonlart belirleme konusunda ustin
» ani hemodinamik bozulmanin nedenini tanima
« aritmiler
 cithazin yerlestirilmesi
kanama
* koroner arter tikanikligi
« perikardiyal tamponad
o siddetli mitral yetersizligi
* aort yaralanmasi veya diseksiyonu
sol ventrikil hasart veya perforasyonu

-TA\/.I's sinda orta (bilingl) sedas ( stezi )
er'me)ml'?e ll%kgloamgs%@l,}gg Séuxee(?kye%ﬁi%?@i \axz\lfalgt%lda TOE
allanimin sinirlayaoiliv

» Intrakardiyak ekokardiyografi (ICE) bir alternatiftiv.
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Biz......
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Experiences of transcatheter aortic valve implantation with
severe aortic stenosis

Aksu Erdost H.", lyilikci L.", Duru L.S.2, Ocmen E.", Dursun H.3

'Dokuz Eyliil University, School of Medicine, Dept of Anaesthesiology &
Intensive Care, Izmir, Turkey, 2Medicalpark Hospital, Dept of Anaesthesiology
& Intensive Care, Izmir, Turkey, *Dokuz Eyllil University, School of Medicine,
Cardiology, Izmir, Turkey

Aortic stenosis is the most common and dangerous native valve disease; it af-
fects 2-4% of patients over 65 years of age '.However, the surgical procedure
leads the patients to undergo great risks especially in the elderly population
and in patients with concomitant disorders 2.In this retrospectively conducted
study, we described and analyzed our experience on TAVI procedures, per-
formed in our hospital.

Materials and methods: The approval of the Ethics Committee, June 2012
and December 2013 were reviewed retrospectively. Demographic data, STS,
EuroSCORE, aortic valve pressure gradients, the methods of anesthesia and
monitoring and postoperative complications were collected.All data were ex-
pressed as mean =+ standard deviation.

Results: Among 57 remaining patients in whom data was collected, mean age
was found as 78.6 + 6.7 years and the 37 were female.The mean pulmonary
artery pressure was 46.9 = 14.2 mmHg,mean pressure gradient (PG) was
48.8 = 10.7 mmHg, whereas the peak PG was 75.5 = 17.1 mmHg prior to
the TAVI procedure; left ventricular ejection fraction before the TAVI proce-
dure was calculated as 51.2 + 14.2 %.Analysis of the patient charts revealed
a mean value for STS as 7.8 = 4.7 and a mean value for EuroSCORE as
34.9 = 14.1 %.In all patients, a probe for transesophageal echocardiogra-
phy was inserted for real-time monitoring, together with a temporary pace-
maker.Implanted valves were expandable CoreValve in 60%, and the Edwards
Sapiens XT Valve in 40%.Following completion of the procedure, final femoral
angiography was performed in order to verify that there were no vascular
injuries.The patients were transferred coronary ICU after extubation.During
postoperative period, minor complications were encountered in 11% patients.
Conclusion: We determined that TAVI was a procedure with low rate of
complications in patients with severe aortic stenosis when the steps of the
procedure had been followed meticulously, according to the results of our
retrospective study.The anesthesiologist should be a key member of the staff
prior, during, and following the intervention.The ongoing prospective trials
and retrospective research together with the debate on indications, type of
the anesthesia, location where the procedure is held etc, will serve to shed
light on the evolvement of this relatively novel technique.

References:

1. Ruggeri L et al. HSR Proc Intensive Care Cardiovasc Anesth. 2012; 4: 40-6.
2. Covello RD et al. Minerva Anestesiol. 2010; 76: 100-8.

ORIGINAL ARTICLE B~ ==

hnhtipdergisi.com

Experiences of Transcatheter Aortic Valve Implantation with
Severe Aortic Stenosis

Hale Aksu Erdost!, = Leyla lyilikci!,  Leyla Seden Duru’l,  Elvan Ocmen!, © Hiiseyin Dursun?®

TDepartment of Anesthesiolegy, Dokuz Exlul University Faculty of Medicine, lzmir, Turkey
‘Department of Cardialogy, Dakuz Eylul University Faculty of Madicine, lzmir, Turkey

J J Basic Clin Health Sci 2021; 1: 22- 29.
etz | BAC HS https://doi.org/10.30621/jbachs.857712
Journal of Basic and rical Health Scie

EVALUATION OF THE FACTORS
AFFECTING THE LENGTH OF STAY IN
HOSPITAL OF TRANSCATHETER AORTIC
VALVE IMPLANTATION (TAVI) CASES

Sibel Buyukcoban?, Leyla lyilikci?
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In conclusion, we found that TAVI was a procedure with
a low rate of complications in patients with severe aortic
stenosis when the steps of the procedure had been fol-
lowed meticulousl o the results of our retro-
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TAVI iSLEMI

v’ Kardiyoloji
v'Kalp Damar Cerrahisi
v’ Anestezi

v'Yardimci personel (ameliyat hemsiresi,radyoloji teknisyeni,anestezi
teknisyeni)

v"Yogun Bakim Ekipleri
v'Firmalar

“Interdisipliner” bir islemdir
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