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Caso Clinico - MOTIVO DE INGRESO:
Insuficiencia Cardiaca Descompensada

Paciente: L. E. A (80 afios)

Diagndstico de egreso: Insuficiencia cardiaca CF llI-1V descompensada secundaria a
valvulopatia adrtica y mitral severa, con FEVI conservada.

Condicion de egreso: Domicilio con seguimiento ambulatorio.

Antecedentes relevantes

*Estenosis adrtica severa + insuficiencia mitral severa.
*Hipotiroidismo post tiroidectomia (2006).
*Histerectomia y ooforectomia (1984).

*Osteoartrosis severa de manos vy rodillas.
*Espondilolistesis L5, fractura por caida 2023.
*Apendicectomia, artrosis moderada de caderas.

*EFS FRAGILIDAD 0/1

*CFS Score menora 4

*BNP 590
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— Evolucion hospitalaria y medicacion
Evolucion hospitalaria:

*Ingreso por IC descompensada con FEVI conservada

*Extrasistoles ventriculares aisladas

*Buena respuesta a diuréticos endovenosos

*Evaluada por Gerontologia - No candidata a cirugia por fragilidad
*En protocolo de TAC PARA TAVI

*Alta sin complicaciones

Medicacion al alta:

*Sacubitril/valsartan 25 mg ¢/12 h
*Bisoprolol 2,5 mg/dia
*Dapagliflozina 10 mg/dia
*Omeprazol 20 mg/dia
Levotiroxina 100 mcg/dia

Procedure Type: Isolated AVR

PERIOPERATIVE OUTCOME ESTIMATE %
Operative Mortality 4.18%
Morbidity & Mortality 10.7%
Stroke 1.85%
Renal Failure 2.19%
Reoperation 4.21%
Prolonged Ventilation 6.49%
Deep Sternal Wound Infection 0.082%
Long Hospital Stay (>14 days) 6.3%

Short Hospital Stay (<6 days)*

24.2%

6.04 %

Based on the information you have provided... if
100 people with a similar condition had a similar
operation, 6 to 7 may be expect to die, whereas 93
to 94 would be expected to survive. Your
EuroSCORE is 6.04.
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Ritmo: sinusal, FC = 65 |pm

e e i ) R — normal o levemente desviado a la derecha

o e o @ rvalos: PR 197 ms | QRS 138 ms | QTc 457 ms

- fologia QRS: patron rSR’ en V1-V2 con Sampliaenly
SR TR Sy e e L DL __M:H 25 VEE: = = T bloqueo completo de rama derecha (BCRD)

olarizacion: alteraciones secundarias, T negativas en

=l e e V3

— SESNsSsscsmesoee. " J ui smsssss rpretacion clinica:
| EESE SRR ANEEA EEEE i nes A E e ABR Baa Y /\—V" CRD refleja alteracion de la conduccion en el

ESscsasmssssssss T e riculo derecho, frecuentemente asociada a

- Pk ecarga o dilatacion del VD secundaria a valvulopatia
SEeaEreapeouEsr ‘ ierda severa.

S SFECnaEED | ; | contexto pre-TAVI, el BCRD tiene relevancia

”i; = : Ostica: se asocia con bradicardia,mayor mortalidad y
i "-;— 5= s, _Jvl_f ‘ i sidad de marcapasos post-procedimiento, Su

E=cs r | L EEsEEEsEE-EsnsuEEREREES tificacion es esencial para la estratificacion del riesgo
= il AESEEIEEESEES insssEBENE L S AL SR NER L nificacion del procedimiento.
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ECOCARDIOGRAMA DOPPLER COLOR

cocrd. adultos Tis0.6 MI 1.3

Ecocrd. adultos Tis0.6 MI1.3
S4-2 .

51Hz + Dist 4.36cm

15cm

Ecocrd. adultos Tis0.6 MI 1.3

+ Dist 0.920 cm
 Dist 4.76 cm
< Dist 0.795 cm

+ Dist 2.84cm
2 Dist 4.88cm

20
72%

C 50

P Baj

AmmonGral

Auricula izquierda dilatada (area 39 cm?2). Ventriculo izquierdo
de dimensiones normales. Espesores parietales normales.
Septum paradojal por sobrecarga de cavidades derechas.
Motilidad parietal segmentaria normal.

Diametro diastdlico de ventriculo izquierdo:48mm. Espesor
septal, diastole:9mm. Espesor de pared posterior,
diastole:8mm. Raiz adrtica:28mm. Auricula izquierda:49mm.

Valvula adrtica calcificada con apertura restringida. Calcificacion del anillo mitral. Leve prolapso de valva anterior. Valva
posterior con prolapso y festdon FLAIL con imagen movil sugestiva de rotura de cuerda.
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ECOCARDIOGRAMA DOPPLER COLOR

Ecocrd. adultos Tis0.4 MI 0.1 VALORES DOPPLER. VALVULA AORTICA:
ggﬁi = 8 + Vel 380cm/s Vel.pico: 3,2m/s Gradiente pico: 40mmHg
15cm o GP 58 mmHg 5

0 /3 Estenosis adrtica severa GP 40 mmhg,

R /: 2 GM 25 mmhg, {area 0,5 cm2 (0,33 cm2/m?2),
p Ba] | o + . Vé . ~

ArmonGral /- anillo adrtico pequefo (18,5 mm).

FC - . . . 7 4. . .

“B8% [ Insuficiencia adrtica minima

4000Hz

FP 399H2

Ecocrd. adultos
S4-2

+Diam TSVI 1.83cm
Area TSVI 263 cm""
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ECOCARDIOGRAMA DOPPLER COLOR

Insuficiencia mitral severa con jet
Ecocrd. adultos marcadamente excéntrico hacia el

S4-2 - : :
20Hz : septum interauricular con efecto

20cm g£r, Coanda y flujo sistdlico invertido

L. b, en venas pulmonares. Calcificacion del anillo mitral.

C 50 . i i
P Bai | : Leve prolapso de valva anterior. Valva posterior

ArmonGral ‘ . con prolapso y feston FLAIL con imagen movil sugestiva

— rotura de cuerda.

Fggg(tsgﬁ ) ; ' 7 VALVULA MITRAL: Vel .E:1,5m/s Vel. A:0,6m/s
Z X .
2.5MHz

&2he i @ + Vel 148cmis -
11cm P GP 9 mmHg

i Vel 58.7 cmis

2_?2% .y’; 13 GP 1 mmHg
C 50 i

P Baj
ArmonGral

1.6MHz
8.2cm

_ —
4

FP 128H2% \

VMued.Omm TR0
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ECOCARDIOGRAMA DOPPLER COLOR

— Tis0.4 MI1.3 Ecocrd. adultos Tis05 Mi1.3
b S = S4-2 .

e E B : Dist 2.66cm " 49Hz 2 Area 21.8 cm?

16cm E A 16cm

Ecocrd. adultos Tis0.5 MI1.3
S4-2 .
48Hz + Area 26.8 cm?

16cm

Septum paradojal por sobrecarga de cavidades derechas. Cavidades derechas de dimensiones dilatadas (didmetro de
Vd desde vista apical 55 mm, drea Ad 26 cm2) con MODERADO deterioro de la funcién sistélica de ventriculo derecho
(acortamiento Fraccional del drea 0,19%). Pericardio libre. La vena cava inferior presenta calibre aumentado y colapso
inspiratorio disminuido. Presion sistdlica del ventriculo derecho estimada en 78 mmHg (hipertensidon pulmonar s)
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Ecocrd. adultos

» Area 39.1 cm?
:« Area 25.5 cm?

P Baj.
ArmonGral

ECOCARDIOGRAMA DOPPLER COLOR

Ecocrd. adultos

S4-2 i

56Hz ::AACAM s

13cm Vi-Long 5.27 cm
20 Vi-Area 10.9 cm?
“71% VI-Vol 20.5 ml
C 50 VTS (A4CAM) 20.4 ml

Fj\rBrz]énGral FE (A4CAM)  79.4 % X

#* :

Funcion sistdlica global conservada. FEY 79%.
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ANGIO TAC CONTRASTE -PLANNING

Annulus SISTOLE

Aortic Valve
Phase: 40,0% Aortic Annulus Asc. Aorta @: 27,9 mm
Perimeter: 72,0 mm
Perimeter Derived @: 22,9 mm ST) @: 251 mm
Area: 383,7 mm?
Area Derived @: 22,1 mm
LVOT 2: 23,0 mm
T~ .LcA Height: 16,6 mm
RCA Height: 15,3 mm _- Seriess 14 o
Image(s)41-1127
Slice Spacing: 0,3 mm
Sinus Of Valsalva Diameters: A . < DRSS
Aortic Valve Calcification: Severe
Left: 28,4 mm
Right: 27,6 mm

T

Non: 31,8 mm
0001183151

Measurements:

Ascending Aorta @ Min: 27,5 mm Sinotubular Junction @ Min: 24,7 mm
Max: 28,3 mm Max: 25,5 mm
Average: 27,9 mm Average: 25,1 mm

Aortic Annulus Min @: 19,2 mm LVOT @ Min: 18,1 mm
Max @: 25,8 mm Max: 27,9 mm . o
Average @: 22,5 mm Average: 23,0 mm = 5 N
Eccentricity: 0,25 Aorto-Mitral Continuity Length Image(s) 3121127

Slice Spacing: 0,3 mm

Distance: 3,0 mm
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ANGIO TAC CONTRASTE -PLANNING

Angio

SOV Diameter

SEGMENIIF40% 0.00s 0

6/6/,2024(>

4/9/1944
0001183151
LAO: 63°
Cranial: 2°

Series: 140 NC
Image(s):11-1127
Slice Spacing:0,3 mm
Distancei9,7. mm

Series: 14
Image(s): 1-1127
Slice Spacing: 0,3 mm

LCA Height

4/9/1944 I ¢, 6)2024(5001days) o o
000118315] 00014 2151

SlicelSpacing: 0,3 mm

ID Type Label Value
ID Type Label Value 1 Vessel Length Length 1 39,8 mm
1 Vessel Length Right Coronary Height 15,3 mm 2 Vessel Length Left Coronary Height 16,6 mm

4/9/1944
0001183151

ID Type Label
1 Angle Angle

R
0001183151

Series: 14

Image(s): 1-1127
Slice Spacing: 0,3 mm
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ANGIO TAC CONTRASTE -PLANNING

Achar De Cuch, Lea Ester : X Accesos 1.0
6/6/2024 (> 90 days)

Femoral 4/9/1944 7 :
0001183151 28342470 AL . o[E8,0 mm

RAO: 0° N -
Caudal: 0° =§ 4 -2 o
I‘ ©11,1/121 mm

©10,6/10,6 mm Avg. @ 89'mm ) ¢ D3 Avg.872mm

U

Left . a‘
CIA @: 10,6 mm CIA 2: 11,6 mm 1 \ : P
/ Avg. @ 10,6 mm Avg. @ 11,6 mm
©6,1/69mm 26,5/67mm
EIA O: 6,5 mm 1 EIA O: 6,6 mm
4
i
Avg. @ 6,5 mm
FA ©: 7.0 mm : FA O: 7,7 mm G66/7.5mm ©77/78mm
2 3
. i
¥ g ; ¥
Avg. @.7,0/mm RRig,07.7 mm
Access Site: Right Series: 17 —
Image(s): 1-661
Riaht Left Slice Spacing: 0,8 mm
i p :
9 - - Common Iliac @ Min: 11,1 mm
Common lliac @ Mm.. 182 mm Max: 12,1 mm
ax. /2 MM Average: 11,6 mm
Average: 10,6 mm = —
I " o Common Iliac Calcification -
| Common Iliac Calcification - - -
External Iliac @ Min: 61 mm External lliac @ Min: 6,5 mm
Max: 6,9 mm Max: 6,7 mm

Average: 6,5 mm Average: 6,6 mm

External Iliac Calcification - External Iliac Calcification -

[Femoral @ Min: 6,6 mm Femoral @ Min: 7,7 mm
Max: 7.5 mm Max: 7,8 mm
Average: 7,0 mm Average: 7,7 mm

Femoral Calcification - Femoral Calcification -
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TAVI:BALON EXPANDIBLE O AUTOEXPANDIBLE?

MITRACLIP:EN LA MISMA INTERNACION?
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Review
Mitral regurgitation in patients with severe aortic stenosis: diagnosis El dilema de la doble valvulopatia....
and management . e . . . . .

& La estenosis adrtica severa y la insuficiencia mitral
Anna Sannino , Paul A Grayburn . .
CorrespondencetoDrPauIAérayburn, Baylor University Medical Center, Baylor Heart and Vascular Hospital, 621 N Hall St, Suite HO30, CoeXISten en haSta el 30_4070 de Ios paCIentes,
Dallas Texas 75226, USA; paulgr(@baylorhealth.edu, paul.grayburn(@BSWHealth.org generando un VerdaderO reto terapéUtICO
Este trabajo de Sannino y Grayburn destaca que la reparacion
simultanea de ambas valvulas (quirdrgica o transcatéter) se
asocia a mayor morbilidad y mortalidad, mientras que una
estrategia secuencial —tratar primero la valvula adrtica y

Abstract

Severe aortic stenosis (AS) and mitral regurgitation (MR) frequently coexist. Although some
observational studies have reported that moderate or severe MR is associated with higher mortality,

the optimal management of such patients is still unclear. Simultaneous replacement of both aortic reeva | uar | uego |a mitra | — sye | eserm a's segura.
and mitral valves is linked to significantly higher morbidity and mortality. Recent advances in . . .
minimally invasive surgical or transcatheter therapies for MR allow for staged procedures in which La evidencia actual s ugliere que en mu chos casos la IM
surgical or transcatheter aortic valve replacement (SAVR/TAVR) is done first and MR severity re- H H I
9 2lve rep (SAVRITAVR) .  severlty funcional mejora tras el alivio de la sobrecarga pos-TAVR,
evaluated afterwards. Current evidence suggests MR severity improves in some patients after
SAVR or TAVR, depending on several factors (MR aetiology, type of valve used for TAVR, aun q ue no existe a l:] Nn un consenso ba Sa d O éene nsayos
presencefabsence of atrial fibrillation, residual aortic regurgitation, etc). However, as of today, the .
absence of randomised clinical trials does not allow for evidence-based recommendations about d |eat0rlza d 0sS.
wheth.er. or r.1ot MR should be addressed at thg tl.me C.)f SAVB or TAVR. A'careful pa_tlent evaluation PO re | IO, e| man ej o) d e be in d |V|d ua | iza rse d e ntrO d e| Hea rt
and clinical judgement are recommended to distinguish patients who might benefit from a double . . , . . . .,
valve intervention from those in which MR should be left alone. The aim of this review is to report Team, | ntegran do et|0|0g|a, mecanismos valvula res, fibrilacion

and critique the available data on this subject in order to help guide the clinical decision making in
this challenging subset of patients.

auricular, y fragilidad para decidir si intervenir o no la mitral
tras el TAVR.

Sannino, A. and Grayburn, P. (2017). Mitral regurgitation in patients with severe aortic stenosis: diagnosis and
management. Heart, 104(1), 16-22.
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TAVR + MitraClip: un escenario de alto riesgo clinico

Session: TAVR Procedural Strategies and Techniques
TCT-686

Simultaneous Transcatheter Aortic Valve Replacement and

MitraClip: Does it Worsen Outcomes? ’.)
Bilal Hussain,' Khushal Choudhary,” Harshith Chandrakumar,”

Sunil Saith,” Darko Boljevic,* Jonathan Marmur”

“The Brooklyn Hospital Center, Brooklyn, New York, USA; 2SUNY

Downstate Medical Center, Brooklyn, New York, USA; *"Dedinje"
Cardiovascular Institute, Belgrade, Serbia

BACKGROUND Patients with severe aortic stenosis often have coex-
isting mitral regurgitation. Patients undergoing transcatheter aortic
valve replacement (TAVR) with moderate to severe mitral regurgita-
tion are at increased risk of worse outcomes. Simultaneous TAVR and
transcatheter mitral valve repair with MitraClip or staged procedure
may be considered in these patients. Our aim was to compare the
outcomes in patients with severe aortic stenosis and mitral regurgi-
tation who underwent TAVR and MitraClip in the same admission to
those who only underwent TAVR.

METHODS A retrospective cohort analysis was conducted using the
National Inpatient Sample 2016 to 2020. Respective International
Classification of Diseases-10th Revision codes were used to identify
patients who underwent TAVR with mitral regurgitation. These pa-
tients were then divided into 2 cohorts: those who underwent TAVR
and MitraClip in the same admission and those who only underwent
TAVR, and outcomes were compared. The outcomes studied were
mortality, length of stay, and hospitalization charges.

RESULTS Among 296,740 patients who underwent TAVR, 17,585 pa-
tients had concomitant mitral regurgitation. Of these 17,585 patients
with mitral regurgitation undergoing TAVR, 75 patients had MitraClip
placement within the same admission. MitraClip placement in the
patients undergoing TAVR with mitral regurgitation during the same
admission was associated with around 15 times higher odds of mor-
tality (OR: 14.93; CI 3.18-70.10; P < 0.001). TAVR patients with mitral
regurgitation undergoing MitraClip placement during the same
admission also had higher mean adjusted total charges ($576,250.7 vs
$261,115; P < 0.001), and mean length of stay (13.3 days vs 4.4 days; P
< 0.001) compared with mitral regurgitation patients who only un-
derwent TAVR.

CONCLUSION MitraClip placement in TAVR patients with mitral
regurgitation during the same admission is associated with higher
mortality, length of stay, and hospitalization costs.

CATEGORIES STRUCTURAL: Valvular Disease: Aortic

ste estudio del registro nacional estadounidense (296.740
acientes entre 2016—-2020) demuestra que los pacientes con
stenosis adrtica severa y regurgitacion mitral constituyen un
ubgrupo de muy alto riesgo.
olo un pequeno porcentaje (0,4%) recibié TAVR y
itraClip en la misma internacion, y en ellos se observé
na mortalidad 15 veces mayor, junto con mayor
iempo de internacion (13,3 vs. 4,4 dias) y costos
ignificativamente mas altos.
unque estos resultados no necesariamente reflejan un efecto
dverso directo del procedimiento combinado, si evidencian
ue estos pacientes tienen un perfil de comorbilidad y
ragilidad mucho mas complejo, con mayor carga
emodinamica bivalvular y limitadas reservas cardiacas.
| hallazgo subraya la importancia del Heart Team y de una
strategia secuencial o personalizada, considerando realizar
AVR primero y reevaluar la mitral posteriormente, en lugar de
n abordaje simultaneo.



IMPLANTE VALVULA BALON EXPANDIBLE MYVAL

MARCAPASOS TRANSITORIO YUGULAR DERECHA
ACCESO FEMORAL DERECHO

INTRODUCTOR 14FR PHYTON

BALON 18X40mm MAMMOTH

MARCAPASOs a 180 X’

SEGMENT 40% 0

6/2024 (> 9

pacing: 0,3 mm
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IMPLANTE VALVULA BALON EXPANDIBLE MYVAL N 23
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IMPLANTE VALVULA BALON EXPANDIBLE MYVAL N 23
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DISPOSITIVO DE CIERRE MITRAL: CUAL?
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1. Reparacion (TEER y anuloplastia)

— Dispositivos de clip (edge-to-edge):
MitraClip (Abbott)
Pascal / Pascal Precision (Edwards)
DragonFly

— Anuloplastia percutanea:
Cardioband (Edwards)
Arto System (MVRXx)
AccuCinch (Ancora Heart)
Mitralign / Millipede IRIS

— Subvalvular (cuerdas artificiales):
Neochord DS1000
Harpoon TSD-5

2. Reemplazo mitral transcatéter (TMVR)

Tendyne (Abbott)

Intrepid (Medtronic)

Tiara (Edwards-Neovasc)
EVOQUE Mitral (Edwards)
Sapien M3 (Edwards)
HighLife / AltaValve
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IMPLANTE 2 MITRACLIP ABBOTT




IMPLANTE MITRACLIP ABBOTT ECO 3 D BASAL




IMPLANTE MITRACLIP ABBOTT ECO 3D POS 1 MITRACLIP
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IMPLANTE MITRACLIP ABBOTT ECO 3D POS 2 MITRACLIP

cte.: 37,0 ‘
TE: 39,0 °€

Post-MitraClip (x2): Gradiente transmitral medio 2,3 mmHg -
resultado dptimo.

regurgitacion mitral moderada residual.

Llenado diastdlico y funcién adértica normales.
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Para comunicarse con

Como publicar en la revista Revista Argentina de Cardioangiologia intervencionista

% Editor de Revista Argentina de
Cardioangiologia intervencionista

La expansion del conocimiento cientifico es tarea colectiva. Sus pilares son la comunicacion de la investigacion y de las
experiencias individuales.

Sociedad Colegio Argentino de
Cardioangidlogos Intervencionistas

REVISTA ARGENTI DF
CARDIOANGIOLOGIA . .
cfernandezperelra@centrocem.com.a r.
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