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Estenosis Adrtica
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Estenosis Adrtica
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Estenosis adrtica: SVA
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Estenosis aortica
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Estenosis aortica
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Estenosis aortica

Ala sustitucion valvular aodrtica es el tratamiento de
referencia en la actualidad para los pacientescon estenosis
aortica severa
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Indicaciones de la SVA

Class | Level

AVR is indicated in patients with severe AS and any symptoms related to AS. =

AVR is indicated in patients with severe AS undergoing CABG, surgery of the
ascending aorta or another valve.

AVR should be considered in patients with moderate AS undergoing CABG, surgery —ﬁﬁ_ |
of the ascending aorta or another valve. S

AVR 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.

AVR should be considered in symptomatic patients with low flow, low gradient
(<40 mmHg) AS with normal EF only after careful confirmation of severe AS.

AVR should be considered in symptomatic patients with severe AS, low flow, low lla
gradient with reduced EF, and evidence of flow reserve. il

AVR may be considered in symptomatic patients with severe AS low flow, low ’ ih
gradient, and LV dysfunction without flow reserve.

Eur Heart J 2012; 33, 24532496
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Indicaciones para TAVI

Class | Level |

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 s indicated in patients with severe symptomatic AS who are not suitable for
AVR as assessed by a “ heartteam” 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.

Eur Heart J 2012; 33, 24532496



Contraindicaciones de TAVI

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).

* Thrombus in the left ventricle.

* Active endocarditis.

* Elevated risk of coronary ostium obstruction (asymmetrc valve calcification, short distance between annulus and
coronary ostia, small aortic sinuses).

* Plaques with mobile thrombi in the ascending aorta, or arch.

* For transfemoral/subclavian approach: inadequate vascular access (vessel size, calcification, tortuosity).

Relative contraindications

« 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.
. T

Eur Heart J 2012; 33, 24532496
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Modelos de TAVI disponibles
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Historia de la TAVI
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Primeros estudios

Journal of the American College of Cardiology Vol. 43, No. 4, 2004

© 2004 by the American College of Cardiology Foundation ISSN 0735-1097/04/$30.00
Published by Elsevier Inc. do1:10.1016/j.jacc.2003.11.026
EXPEDITED REVIEW

Early Experience With Percutaneous
Transcatheter Implantation of Heart Valve
Prosthesis for the Treatment of End-Stage

Inoperable Patients With Calcific Aortic Stenosis

Alain Cribier, MD, FACC,* Hélene Eltchaninoff, MD,* Christophe Tron, MD,* Fabrice Bauer, MD,*
Carla Agatiello, MD,* Laurent Sebagh, MD,* Assaf Bash, PHD,§ Danielle Nusimovici, MD,§

Table I Multicentre feasibility studies

Study Enrollment  Number of patients =~ Approach Device Procedural success  30-day mortality
I-REVIVE/RECAST®  2003-2005 26 Transseptal ~ Edwards SAPIEN 85% (22/26) 16.7% (6/36)

7 TF Edwards SAPIEN 57% (4/7)
Grube et al.’ 2005-2007 86 TF CoreValve 74% (64/86) 11.6% (10/86)
TRAVERCE? 2006-2008 168 TA Edwards SAPIEN  95.8% (161/168) 14.9% (25/168)
REVIVAL?%% 2006-2008 40 TA Edwards SAPIEN  100% (40/40) 12.5% (7/40)

2005-2006 55 TF Edwards SAPIEN  87% (48/55) 7.3% (4/55)
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El estudio PARTNER

e NEW ENGLAND
JOURNAL o MEDICINE

ESTABLISHED IN 1812 OCTOBER 21, 2010 VOL. 363 NO. 17

Transcatheter Aortic-Valve Implantation for Aortic Stenosis
in Patients Who Cannot Undergo Surgery

Martin B. Leon, M.D., Craig R. Smith, M.D., Michael Mack, M.D., D. Craig Miller, M.D., Jeffrey W. Moses, M.D.,
Lars G. Svensson, M.D., Ph.D., E. Murat Tuzcu, M.D., John G. Webb, M.D., Gregory P. Fontana, M.D.,
Raj R. Makkar, M.D., David L. Brown, M.D., Peter C. Block, M.D., Robert A. Guyton, M.D.,
Augusto D. Pichard, M.D., Joseph E. Bavaria, M.D., Howard C. Herrmann, M.D., Pamela S. Douglas, M.D.,
John L. Petersen, M.D., Jodi J. Akin, M.S., William N. Anderson, Ph.D., Duolao Wang, Ph.D.,
and Stuart Pocock, Ph.D., for the PARTNER Trial Investigators*



Symptomatic Severe Aortic Stenosis
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