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Estenosis Aortica es la enfermedad
valvular mas frecuente.

En mayores de 65
anos
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Fisiopatologia

Angina,

Obstruccién T Presién Disnea,

Hipertrofia VI Disfuncion

Sincope,
Muerte
subita.

progresiva fluj¢Sjstélica VI compensadora  diastolica

sanguineo VI | yransvalvular

T Demanda 02
1 Aporte 02

Isquemia subendocardica.
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Enfermedad de progresion lenta, asintomartica durante un
largo periodo de latencia.

Onset of severe symptoms
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Age (years)
Cuando aparecen los sintomas el pronostico es pésimo, con
una tasa de supervivencia de 15 - 50 % a los 5 anos

Lancet. 2009 Mar 14.373(9667):956-86. doi: 10.1016/S0140-6736(09)60211-7. Epub 2008 Feb 21.
Aortic stenosis.
Carabello BA!, Paulus WJ.
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ACK VTI = 1530 m
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Exercise test

Symptoms or fall in blood

, ¥

Presence of risk factors® and low/intermediate

individual surgical risk
v v
T Tn

Re-evaluate in 6 months

)

for AVR*
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Reemplazo valvular

quirargico “Gold standard”
mejora los sintomas y
prolonga la supervivencia.
(Recomendacion |A).

Mortalidad quirurgica 1-3 %
en <70 anos y 4-8 % en
mayores.

+30% no son llevados a
cirugia.
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Valvuloplastia con
balon

Baja eficacia, alta tasa de

complicaciones 1 Oo/o

Reestenosis ocurre dentro de
6- 12 meses en la mayoria de
los pacientes,

Resultados a mediano y largo
plazo similares a la evolucion
natural de la enfermedad.
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v

TAVI

Representa una alternativa
para pacientes con alto riesgo
gue son inoperables.

Y.

N
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Evolucion...

1 2002 Cribier, primera valvula implantada en humanos

| — | —— | ——

2007 Aprobacion en Europa I

2011 aprobacion en estados unidos por la FDA.
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SAPIEN XT CoreValve

Frame Cobalt chromium Nitilol
Leaflets Bovine pericardial Porcine pericardial
Expansion Balloon-expandable Self-expanding
Prior balloon Yes No

valvuloplasty
Retrievable No Prior to complete

release
Fixation Annulus Annulus/ascending
aorta

Prosthesis diameter 23, 26, and 29 mm 26 and 29 mm
Length 15,17, and 19mm 53-55mm
Annulus diameter 18- 28mm 20-27 mm
SOV NA >27-28
ST NA <40-43
AVA-coronary >10-11 >14

ostial height
Delivery system 18 and 19Fr 18Fr

diameter
Sheath external 7.3mm 7.3mm

diameter
Minimum artenal 6 mm B mm

diameter
Access TF and TA TF and TAx
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SAPIEN CoreValve

Mortalidad 5.1 %

Complicaciones 9.9% 11.1%
Vasculares
ACV/AIT 5.8 2.6%

Mejoria NYHA 94.3% 86.7% (p=0.001)
Implante 95.9% 77.5% (p<0.001)
Nuevo 17.3% 37.65 (p=0.001)

JAMA, 2014 Apr 16:311(15):1503-14. doi: 10.1001jama. 2014 .3316.

Comparison of balloon-expandable vs self-expandable valves in patients undergoing transcatheter aortic valve
replacement: the CHOICE randomized clinical trial.

Abdel-Wahab M', Mehilli J?, Frerker C3, Neumann FJ*, Kurz T°, Toig R', Zachow D®, Guerra E7, Massberg S$?, Schafer U®, El-Mawardy M', Richardt G';
CHOICE investigators.
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The NEW ENGLAND
JOURNAL o MEDICINE

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

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

CONCLUSIONS

In patients with severe aortic stenosis who were not suitable candidates for surgery,
TAVI, as compared with standard therapy, significantly reduced the rates of death from
any cause, the composite end point of death from any cause or repeat hospitalization,
and cardiac symptoms, despite the higher incidence of major strokes and major vascular
events. (Funded by Edwards Lifesciences; ClinicalTrials.gov number, NCT00530894.)

The NEW ENGLAND
JOURNAL o MEDICINE

ESTASLISHED IN 1812 JUNE 9, 2011 VOL 364 NO. 23

Transcatheter versus Surgical Aortic-Valve Replacement
in High-Risk Patients

CONCLUSIONS

In high-risk patients with severe aortic stenosis, transcatheter and surgical proce-
dures for aortic-valve replacement were associated with similar rates of survival at
1 year, although there were important differences in periprocedural risks. (Funded by
Edwards Lifesciences; Clinical Trials.gov number, NCT00530894.)
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The NEW ENGLAND Table 2. Qinical OQutcomes at 30 Days and 1 Year.*
JOURNAL o MEDICINE N o s
Standard Standard
ESTASLISHED IN 1812 OCTOBER 21, 2010 VOL %63 NO.17 TAVI Therapy TAVI Therapy
(N=179) (N=179) 2 Valuet (N=179) (N=179) ? Valuet
Transcatheter Aortic-Valve Implantation for Aortic Stenosis e o gt O
in Patients Who Cannot Undergo Surgery Death
From any cause S (5.0) 5(2.8) 0.41 55 (30.7) 3% (45.7) <0.001
From cardiovascular caused 8 (4.3) 3I(1.7) 0.22 35 (18.6) 75 (419 «<0.001
Repeat hospitalization§ 10 (5.€) 18 (10.1) 0.17 40 (22.3) 79 (441) «<0.001
Death from any cause or repeat hospitaiization| 15 (10.6) 22 (1.3} 0.74 76 (42.5) 126 (70.4) «0.001
Stroxe or TIA
All 12 (6.7) 3{(1.7) 0.03 TS0 SaST 0.04
TIA 0 0 - 1{0.6) 0 1.00
Strowe
Minor 3(1.7) 1{06) 0.62 422 10.6) 0.37
Major S (5.0 2(1.3) 0.06 14 (7.3) 739 0.13
Death from any cause or major stroe 15(8.4) 7({39) 0.12 59(33.0) 20 (50.3) 0.001
Myocardial infarction
All 0 0 - 1{0.6) 106 1.00
Periproceadural 0 0 - 0 0 —
Vascular complications
All 55 (30.7) 350 <0.001 58 (32.4) 13(73) <0.001
Major 29 (16.2) 2 (1.3) <0.001 30 (16.8) 423 «0.001
Acute kidney injury
Creatinine >3 mg/dl {265 pmol [liter}§ © oS 1.00 —2(y——S5{2°8r 0.43
Renalreplacement therapy| 2(1.1) 3{L7) 1.00 3{L.7) 5(34) 0.50
Mazjor bleeding 30 (16.8) 7139 <0.001 40 (22.3) 20(112) 0.007
Cardiac reintervention
Balloon aortic valvuloplasty 1(0.6)** 2({L.]) 1.00 1 (0.6 66 (36.9)1¢ <0.001
Repeat TAVITE 3(1.7) NA — 3(1.7) NA —
Aorticvalve replacement 0 3({L7) 0.25 2{1.1)** 17 (835) <0.001
Endocarditis 0 0 — 2(1.1) 1 {0.6) 0.3:
New atrial fbeillation 1 (0.6) 2({L.1) 1.00 1(0.6) 3{L7) 0.€2
New pacemaker 6(3.4) S 5.0 0.60 B (4.5) 14 (7.8) 0.27
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Table 2. Clinical Outcomes at 30 Days and 1 Year in the Intention-to-Treat Population.®

Outcome 30 Days 1 Year The NEW ENGLAND
Transcatheter Surgical Transcatheter Surgical JOURNAL o MEDICINE
Replacement  Replacement Replacement  Replacement — T —
(N =348) (N=351) P Value (N=348) (N=351) P Value
no. of patients (%) no. of patients (%) Transcatheter versus Surgical Aortic-Valve Replacement
in High-Risk Patients
Death
From any cause 12 (3.4) 22 (6.5) 0.07 84 (242) 89 (26.8) 044
From cardiac causes 11 3.2) 10 (3.0) 0.90 47 (143) 40 (13.0) 0.63
Repeat hospitalization 15 (4.4) 12 3.7) 0.64 58 (18.2) 45 (15.5) 038
Death or repeat hospitalization 25 (7.2) 33 (9.7) 024 120 (34.6) 119 (35.9) 0.73
Stroke or transient ischemic attack
Either 19 (5.5) 8 (2.4) 0.04 27 (8.3) 13 (43) 0.04
Transient ischemic attack 3(09) 103) 033 7{Z23) 4(13) 047
Stroke
Minor 3(0.9) 1(0.3) 0.34 3 (0.9) 2(0.7) 0.34
Major 13 (3.8) 7(2.1) 0.20 17 (5.1) 8 (2.4) 0.07
Death from any cause or major stroke 24 (6.9) 28 (8.2) 0.52 92 (26.5) 93 (28.0) 0.68
Myocardial infarction 0 2 (0.6) 0.16 1(0.4) 2 (0.6) 0.69
Vascular complication
Any 59 (17.0) 13 (3.3) <0.001 62 (18.0) 16 (4.8) <0.001
Major 38 (11.0) 11 (3.2) <0.001 39(11.3) 12 (3.5) <0.001
Acute kidney injury
Creatinine >3 mg/dl (265 ymol/liter) 4(1.2) 4(1.2) 0.95 12 (3.9) 8(2.7) 0.41
Renal-replacement therapy 10 (2.9) 10 (3.0) 0.95 18 (5.4) 20 (6.5) 0.56
Major bleeding 32 (9.3) 67 (19.5) <0.001 49 (14.7) 85 (25.7) <0.001
Endocarditis 0 1(0.3) 0.32 2 (0.6) 3(1.9 0.63
New-onset atrial fibrillation{ 30 (8.6) 56 (16.0) 0.006 42 (12.1) 60 (17.1) 0.07
New pacemaker 13 (3.3) 12 (3.6) 0.39 19 (5.7) 16 (5.0) 0.68
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The NEW ENGLAND
JOURNAL o MEDICINE

P=1.00 P<0.001 P=0.05 P=0.74
100-‘ nnnnnnnnnnnnnnn JUNE 9, 2011 VOL 364 XO. 23
NYHA
| B Dead Transcatheter versus Surgical Aortic-Valve Replacement
80- in High-Risk Patients
3 d mjl
a 60
o
8
& N
20+
| TR
TAVR AVR  TAVR AVR TAVR AVR  TAVR AVR
Baseline 30 Days 6 Months 1 Year
Figure 4. Symptom Status.
Shown is the New York Heart Association (NYHA) functional status (accord-
ing to time point) for 697 of 699 patients who were randomly assigned to
undergo either transcatheter aortic-valve replacement (TAVR) or surgical
aortic-valve replacement (AVR).
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TAVI should only be
performed in hospitals with
cardiac surgery on-site.

TAVI is indicated in patients
with severe _

AS who are not suitable for
Aﬂamw:ﬂm

team’ and who are likely to
phlmprmmhdulr
quality of life and to have a
life expectancy of more than
| 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 suitabilicy.

Class®

Level® Ref®

@ European Meart Jourral (2012) 33, 2451-24%6
S0t 30109 Veurheartjehs 109

97
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Estimacion del riesgo Valoracion de los pacientes
quirargico

No incluyen caracteristicas
clinicas que impactan la
mortalidad.

EueroScore (>20 %)
STS (>1 Oo/o)

Comorbilidad

No estan validados para

Factores conocidos de TAVI

Test de Fragilidad

inestabilidad (HTA, HTP,
Disfuncion ventricular,
Enf, coronaria, EPOC;

Equipo Multidiclipinar
Ante la auscencia de un
metodo perfecto de
valoracion objetiva del
riesgo, debemos
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-
Tiene contraindicaciones para TAVI ?
Tiene un anillo adrtico adecuado ?

El eje iliofemoral permite acceso TF ?

Cual es el diametro de la arteria axilar
izquierda ?

Es posible el acceso TAo ?

La anatomia y antecedentes permiten un
acceso TA ?

Distancia a ostium, masas de calcio ?

Que protesis es la mas favorable en éste
caso ?
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IUPROrtAN
Y OF
CAREROGY

Biropesn Heert journel (3012) 33, 24512496 ESC/EACTS GUIDELINES .
doi:10.109 Veurheartjehs 109 3

Absolute contraindications

Absence of a‘heart team’ and no cardiac surgery on the site
Appropriateness of TAV, as an alternative to AVR, not confirmed by a ‘heart team’

Estimated life expectancy <| 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

Inadequate annulus size (<18 mm,>29 mm?)

‘Thrombus in the left ventricle
Active endocarditis
Plaques with mobile thrombi in the ascending

aorta, or arch

Relative contraindications

|i

Bicuspid or non-calcified valves

Haemodynamic instability
For transapical approach: severe pulmonary disease, LV apex not accessible

SARTD-CHGUV Sesion de Formacion Continuada
Valencia 16 de Junio de 2015



TAVI procedimiento
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TAVI procedimiento
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nfraestructura

Expertos sugieren que las TAVI
deberian idealmente realizarse en
salas hibridas (sala de
hemodinamica + sala de
operaciones, incluyendo
derivacion cardiopulmonar por
posibilidad de conversion).
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$PAL ManejoAnestesico
4+ Desfibrilador Externo

+Electrocardiograma 5
derivadas

+Temperatura
+Sondaje Urinario o Tecnica
Monitorizacio , .
4 Cateter venoso Anestésica
central

+Cat. Arteria
Pulmonar? (HTP, FV

SEevero)
4ETE"
4Llenado ventricular Manejo | Complicacione
4+ Ritmo sinusal Hemodinamic S
4+Manetener TA
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4+ Anestesia general
4+ Sedacion Monitorizada

4Lesion vascular
4lesion pericardica
4+Ictus

4+Mala posicion valvular
4+ Arritmias cardiaca
4+Lesion renal Aguda




TecnicaAnestesica

Anestesia General Anestesia Local/Sedacion

Mejor estabilidad Hemodinamica

Valoracion estado neurologico

Recuperacion Rapida

Menos tiempo de estancia UCI

Mas inestabilidad hemodinamica No control de la via aerea
No valoracion neurologica Imposibilidad para utilizar ETE

Mae< tiempo de estancia hospitalaria Movimiento del paciente y ansie
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Table 2. Summary of Evidence Comparing General Anesthesia and Monitored Anesthesia Care

Author, yoar Access, prosthesis N General anesthetic Other anesthetic Comments
Guarracino, 201177 TAx, CV, or ES 22 GA (propofol or sevofiurane Local infiltration
+ remifentanil) = 8 {ropivacaine) + MAC
(remifentanil) = 14
Durand, 2012% TF, ES 151 Local infiitzation (lidocaine) Ruoroscopy instead of TEE
+ MAC (micazolam + 3 patients (larger sheath)
—T@ioophner converted to GA
Dehedin, 2011~ TF, CV, or ES 125 GA (propofol or sevofiurane/  Local infiltration + block (llio-  Similar outcome, TEE in GA,
isofiurane/cesfiurane + hypogastric or ilioinguinal minl-TEE probe in some
opioid) = 91 with ropivacaine) + MAC MAC
(remifentanil)
Fassl, 2009™ TA.ES 100 GA (sevofiurane + CPB (1s1-10th), off CPB
remifentanil) (11th-100th)
Covedo, 20107 TF, Tscl, ES, or CV 69  GA (sevofiurane + Lidocaine + block (ilio-
remifentanil) = 27 hypogastric or ilioinguinal
or superficial cervical
plexus with ropivacaing) +
sedation (remiferttanil) =
42 (3 converted 0 GA)
Ree, 2008% TF, ES 40 GA = 36 (5th-40th) MAC = 4 (1st-4th) Complications promptec
change of technique
Grube, 2007 TF, Tscl, CV 86 GA MAC in at lcast 9/38 Prospective, observational,
patients with 18F sheath comparing 18F and 21F
Guinot, 20107 TF=62,TA=28, S0  GA (propofol or sevofiurane/
ES or CV Isoflurane/destlurane +
0pioid)
Covello, 2009™ TF, ES 18  GA (sevofiurane + MAC (remifentanil +
remifentanil) = 15 lidocaine! = 3
Mukherjee, 2009 TAES 1 Thoracic epidural at T23 Inserted the day before
with ropivacaine+fentanyl
Motloch, 20127 TF, ES 74  GA (cesflurane/isoflurane —MAC (mucazolam & Higher risk patients
or propofol/etomidated + piritramice) + local received MAC
remifentanil) = 33 (lidocaine) = 41
Bergmann, 2011 TF ES, or CV 100 GA =17 (convertec MAC (micazoiam + Conversion to GA due to
from MAC due to remifentanil) + local procedural complications
complications) (lidocaine)
Petrigis, 2012% TA.ES 1 Thorack epidural at T2-3 inserted the day before
with bupivacaine+fentanyl
Yamamoto, 2013* TF ES,or CV 174 GA (propofol + remifentanil) —MAC-{remifentaniivpropofal) 6 conversions 10 GA due o
= 44 + local (Ndocaine) = 130 procedural complications
Oguri, 2014* TF, ES, or CV 2326 “GA 1377 patients Local anesthetic +/- sedation ~ Incidence of posiprocedural
{technigue not specified) (MAC]} 9439 patients aortic regurgitation=mild
was significantly lower
in GA than in MAC
{15.0% vs 19.1%;
P = 0.015). No difference
in 30 day survival.

Anesth Anailg. 2014 Oct;119(4x784-96. doi: 10.121VANE 0000000000000400.

Controversies and complications in the perioperative management of transcatheter aortic valve replacement.
Kiein AA', Skubas Ny, Ender J.
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TecnicaAnestesica

Eleccion depende las comorbilidad y
las practicas institucionales.

No hay un claro beneficio en cuanto
un farmaco u otro en la induccion y

mantenimiento de la anestesia.
Farmacos de accion corta si se

planea extubacion al final del
procedimiento.
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ManejoHemodinamico

Llenado ventricular adecuado
Evitar taquicardia
Mantener ritmo sinusal

Mantener TA adecuada
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Mantener la presion de perfusion
tisular durante la estimulacion del
marcapaso ventricular

Limitar la eyeccion cardiaca durante el



Fases de la TAVI con potenciales consecuencias
4. Post-Despliegue

---e 1. Pre-despliegue

. Antiagregacion clopidogrel 300 mg Se incrementa el gasto

' Anticoagulacion ACT >250 -300 cardiaco en algunos
pacientes. e

Marcapaso Ventricular

----9

2. Valvuléplastia

Marcapaso o |
Ventricular 3. Posicionando y Despliegue
Marcapaso Ventricular
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Fases de la TAVI con potenciales consecuencias

Inestabilidad Hemodinamica durante TAVI

 Obstruccion coronaria (embolismo, protesis, o

valvula nativa
* Ruptura Anillo valvular
» Taponamiento cardiaco
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M@ers%qgﬁssltgrio y reversible del gasto cardiaco para favorecer el
posicionamiento de la valvula.
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Lesion
Vascular

Lesion
pericardica

Complicaciones

Arritmias
cardiacas

Compresion
mecanica

Corevalve

Pueden
aparecer
iInmediatamen
e tras la
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Mal posicion
valvular

Lesion Renal
Aguda

Hipotension,
Contraste,
Transfusiones,
Trombocitopen
1a

SIRS
Farmacos




Table 3. Key steps of the transcatheter aortic valve implantation procedure, typical complications, and

management options
Transemaral access Transopical Typical complicafions Mancgement ostions
Plocement of vasculor sheaths Flocement of vasculor sheaths Bleeding, rupsre, dissection, Endovascudar repair, surgery,
in femord orfery and vein in femaral artery ond vein re¥operitoned hemorrhage, thrombeciomy, Y
distal embolizotion, ischemio support
Retrogrode placement of pigiail  Rewogrode plocement of pigtail Intraventricular position with Correction of catheter posifion,
cotheler in the nancoronory coteler in the noncoronary provocation of arrhythmios ansarryhmic thecopy
sinus [serves as londmork to sirws {serves as landmork %0
depict the level of e acetic depict the level of the oortic
annulus) onnulus)
percordiclomy
Lung injury lung suegery
Pleurol bleeding Surgical hemosiosis
Possoparative poin Pain theeapy
Plocement of tlemporory Plocament of epicordiol Transfemcral: ventriculor Percordiol drginoge, surgicol
tronsvencys (vonsjugukor or pocemaker elacirodes, pecforation by pocemaker cosyre of perforation
translemoral] pocemaokes in testing of copture
the right venyicle, lesing of
coplure
Transopeol: bleeding Hemoatasis
Transfemoral and wansopical: Stog pocing, voIOpesson
hemodynomic deserionation
by W1 pocing
Plocamant of porsasiring Bleading, cordioc lemponade Surgicol hamosioss, droin
sutures o the anterclotecdd
laft wardricdor wol,
myocordicl punclure,
phacement of delivery
sheoth
Ax embalism Unspecifc
Damoge to the mitral valve Surgery
opparatus
Retrogrode placement of o Anlegrade placement of a Asrhythmias Correction of catheser posifion,
Stort of rapid veniricudar pacing  Start of rapid venriculor pocing  Hemodynomic deteriorotion, Vasopressor/inatropic support,
{1460-220bpm| 4o ensure o (160-220bpm) %0 ensure o shock IABP, CP3
sable ballcon position during stoble balloon position during
BAV BAV
Myocardiol ischemic
Worsening of mitrol
Xt
Ventricular fibrillation Defibrillation
BAY BAV Calcific embalism from the PCl; recondization of cerebral
notve oorlic volve with arleries by inferventional
myccardial or cerebedl neurcrodiclogists
infarction
Aorsic regurgilction Symplomatic, TAVI
Rupture of aortic annulus/ Pericardiocentesis, surgica
voT repair
Aoric dissection Endovescudor/open repair
Avicvenwiculor block Pacemaker
Recovery Recavery
Retrogrode plocement of Antegrode placement of Asrhythmios Correction of cathewe position,
trranscothee cortc dalvery transcather aommic delvery onsorthyhmic theeopy




Table 3 {Continued)

Transapical: bleeding

Trons‘emorcl access Transapical occess Typical complications Manogement octions
Stort of rapid veniricular pocing  Start of rapid ventriculor pacing  Hemodynomic deteriorofion, Vasopeessor/inciropic support,
{160-220bpm| o ensre o (160-220bpm) %o ensure o shock 1ABP, CP8
volve deployment vaive deployment
Myocardial ischemio
Worsening of mitrol
reguegitation
Ventricular Sbeillotion Defibriliation
Valve possoning ond Vohe positioning and Colcilic embolism from the PCY, recondhizotion of cerebrol
deployment deployment notive oorlic volve with orteries by interventional
cerebrdd or myocordiod neurcrodichogists
inforction
Ceoronary Row obstnuction POl or CABG
[bry delivery sysem, valve
rome or daploced notive
oo lecile)
Volve embolization Urgent endovasculor or surgicol
monagement
Improper vahe poestan Degloyment of owarlopoing
20d device ['valveinvolve')
Sruchural valve foikure Dulivery of 2nd volve {'valve-
invalve'|
Porovalvwdor ooric regurgitotion  Pestdeployment balloon
dilototion
Transvolvular cortic *“Probing™ of leafiets with so®
regurgiation wire/cotheler, delivery of
2nd device
Mitral valve domage Surgery
Ruplure of gortic annulus/IVOT  Pericardiocentesis, surgicd
repair
Aorfic dissection Endovoscudar/open repair
Arioverrriculor block Pacemaker
Recovery and assessment of
regular valve position and
functicn
Removol of delivery sheath Revievd of delivery sheath, Transfemaral: bleeding, Endovoscular repair, surgery,
using o voscular closure clomdmndpmdm dissection, ischemia, thrombeciomy, hemodynomic
device or wrgical dosure; site ond peri orioventiculor fistulo, support
crossover ilecfemoral closure of surgical incision pseudooneurysm
angicgram fo ossess
hemossasis ond patency

Cuer Opin Angesthesiol 2013 Aug 26(4)456-66. doi: 10.1087/ACO.0001 363283628410,
Anesthesia for transcatheter aortic valve implantation: an update.
Rex §".
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Rol de la Ecocardiografia Transesofagica.

Confirmar diagnostico preoperatorio

Diagnosticar complicaciones

Reduce el uso de contraste.

Requiere anestesia general

Puede obstruir la vision fluorosocopica
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Transgastrico SAX ME 4 camaras
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Table 6. Recommendations for intraprocedural guidance by transesophageal echocardiography
Step of TAVI procedure Aims of TEE

Baseline Basic evaluation of cardiac function, confirmation of preprocedurally determined annulus size,
evaluation of the LVOT/upper septum (presence of septal bulging might impair proper seating
of the prosthesis), evaluation of the aorta [presence of gortic arch atheroma may favor o

transapical approach)

Guidewire placement Confirmation of guidewire passage through the cortic valve, avoiding the hypertrophied septum
and the mitral valve apparatus (tfransapical TAVI)

Balloon aortic valvuloplasty Positioning of the balloen relative fo the aortic valve, confirmation of stable balloon pesition
during rapid ventricular pacing

Valve plocement/deployment Confirmation of the correct position of the prosthesis [SAPIEN valve: ventricular side of the

prosthesis positioned 2-4 mm below the annulus in the LVOT; CoreValve: ventriculor edge
of the prosthesis 5-10 mm below the cortic annular plane)

Postdeployment Assessment of valve positioning and valve function
Periprocedural Assessment of complications:
Aortic prosthesis misplacement

Embolization of the prosthesis [foward corta or left ventricle)
Postdeployment aortic regurgitation {trans- vs. paravalvular)
Mitral regurgitation
impingement of the anterior mitral volve leaflet by the cortic prosthesis
left ventricular asynchrony due to right ventricular pacing
damaoge to the mitral valve apparatus by delivery device
New regional wall metion abnormalities (acute coronary occlusion)
Global biventricular hypokinesia (stunning)
Dynamic LVOT obstruction
Cardioc tamponade (perforation of the left/right ventricle)

Air embolism

Aortic dissection

Dissection /rupfure of LVOT /aodic roct Curr Opin Anaesthesiol, 2013 Aug;26(4)-456-66. doi: 10.1097/ACO.00013e32836284d10.
T (i (O (TR O SURU VRIS DR BLON: W PO,

Rex S'.
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MANEJO ANESTESICO PARA EL IMPLANTE VALVULAR AORTICO
TRANSCATETER TRANSAPICAL (TCTA- IVA)

Autores: Grupo de trabajo SARTD para Cirugia Cardiaca
Servicio de Anestesiciogia, Reanimacidén y Terapéutica del Dolor
Consorcio Hospital General Universitario de Valencia

Seleccion de pacientes
El estudio preoperatorio del paciente debe ser cuidadoso para elegir a los candidatos idoneos:

1. Indicacién clinica: Estenosis adrtica severa (< 0,8 cm ) y sintomatica.

2. Riesgo: Edad igual o superior a 80 anos, con factores de riesgo anadidos que eleven la
mortalidad esperada de la cirugia estandar valorada por el sistema EUROSCORE por encima
del 20 %.

3. Factores morfoldgicos: a) Anillo adrtico de diametro inferior o igual a 24 mm incluyendo las
calcificaciones y midiendo éste desde los puntos de insercion de los velos. Las mediciones
deben ser repetidas y con distintas técnicas de diagnostico por imagen: TAC, ecocardiografia
transtoracica (ETT) y ecocardiografia transesofagica (ETE). b) calcificacion valvular
distribuida simétricamente, sin masas abultadas. c) distancia entre anillo valvular y ostium
coronarios superior a 15 mm. d) otras mediciones de interés: didmetros de aorta ascendente en
senos, unidn sinotubular y aorta ascendente. ) evitar pacientes con hipertrofia septal severa.
d) valorar la coexistencia de insuficiencia mitral significativa.

4. Cirugia cardiaca previa: no contraindica el IVA-TC. El apex suele presentar escasas
adherencias. En caso de cirugia coronaria previa la demostracién de los injertos coronarios
permeables aporta “seguridad” ante la eventual oclusion de los ostium coronarios por la
protesis.

5. Otros factores de riesgo: valoracion de posibilidades ante disfuncién ventricular izquierda
preoperatoria, coronariopatia no revascularizable, trastornos de la coagulacioén, insuficiencia
renal, limitaciones de la funcion pulmonar, funcién cognitiva, y apoyo social y familiar.
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Conclusiones

TAVI es el El éxito en su Una correcta
seleccion de

nuevo standard [realizacion

en pacientes  raquiiere un .
- los pacientes
con estenosis equipo p

aortica severa o
. multidisciplina
inoperables y

una alternativa

es esencial.
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