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The Burden of Valve Disease

Prevalence

14%—
—- All valve disease

12%— —— Mitral valve disease
10%— —@- Aortic valve disease

8%
6% —

m
A
®
1 Observed
o —
9 / A 20
P <0.001

2% — /-o :

Survival (%)

s T ! ! o 1 2 3 4 5 6 7 8
< 45 45-54 5564 65-74 275
Years
Nkomo. Lancet 2006:368:1005-1011 .
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QuotoAoyia tnc kopdloc

AVETIAPKELDL — TTAALVOPOUNGCN ALUOTOC LECW ULOLG
avemnapkovooc BaABidac

2TEVWON —OUOYEPELO PETOKIVNONC OLUATOC LECW HLag
KAeLoTN G/ otevwpevne BaABidac

2Y2TOANH AVIRY.

S=S2 VIV WIS
AIAZTOAH"  AV/RV AR

S2=SA8 W/ ARY/ VIS




The « Heart Team »
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Echocardiographic criteria for the definition of
severe valve stenosis: an integrative approach

stenosis

Mitral
stenosis

Tricuspid

stenosis

I Aortic

Valve area (cm?) <1.0 <1.0 -
Indexed valve area (cm?/m? BSA) <0.6 - -
Mean gradient (mmHg) > 40 >10 295
Maximum jet velocity (m/s) >4.0 - -
Velocity ratio <0.25 - -

www.escardio.org/guidelines

093/ejcts/ezs455).

Adapted from Baumgartner, EAE/ASE recommendations. Eur J Echocardiogr. 2010;10:1-25

irnal 2012 - doi:10.1093/eurheartjlehs109 &
rnal of Cardio-Thoracic Surgery 2012 -
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Echocardiographic criteria for the definition of
severe valve regurgitation: an integrative approach

Aortic
regurgitation

Tricuspid

Mitral regurgitation regurgitation

Semiquantitative

Vena contracta width >6

(mm) 2 7 (> 8 for biplane) 27

- Systolic pulmonary vein Systolic hepatic vein flow
Upstream vein flow -~ flow reversal reversal
Inflow - E-wave dominant= 1.5 m/s | E-wave dominant= 1 m/s
Other Pressure haltime | 1v| mitral/TVi aortic> 1.4 | PISAradius > 9 mm
Quantitative Primary Secondary
EROA (mm?) > 30 > 40 > 20 > 40
R Vol (ml/beat) 2 60 2 60 = 30 245
+ enlargement of cardiac RN
chaiibetel vawsols LV LV, LA RV, RA, inferior vena cava

Adapted from Lancellotti, EAE recommendations. Eur J Echocardiogr. 2010;11:223-244 and 307-332

12 - doi:10.1093/eurheartjlehs109 &
ardio-Thoracic Surgery 2012 -
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l. AVEmALpKELDL
Aoptikinc BaABidac



Aortic Regurgitation

LPLA

view

Left
atrium

Mitral valve




AOPTLIKN QAVETIAPKELAL

Awtiodoyia

* Avwualiec twv yAwyivwv
e Pevpatikn, dimtuxn, eKPUALOTIKA
e evbokapditida

e Alataon Tou aoptikoU SaKTUAioOU
e AOpPTLKO aveUpUOHA Kol SLAXWPLOUOC

 QAeypovwdne (ocuPLlAn ,yLlyavTOKUTTAPLKN
aptnpitda, aykuAomouwntikn omovOuAitida, o.
Reiter)

e Juyyevnc (2. Marfan, ateAic ooteoyEveon)




Indications for surgery
In severe aortic regurgitation

Class | Level

Surgery is indicated in symptomatic patients.

Surgery is indicated in asymptomatic patients with resting LVEF < 50%.

Surgery is indicated in patients undergoing CABG or surgery of ascending aorta,
or on anothervalve.

Surgery should be considered in asymptomatic patients with resting EF > 50% with
severe LV dilatation: LVEDD > 70 mm, or LVESD > 50 mm or LVESD > 25 mm/m?
BSA.

doi:10.1093/eurheartjlehs109 &

ardio-Thoracic Surgery 2012 -
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SOCIETY OF

www.escardio.org/guidelines
CARDIOLOGY*



Indications for surgery in aortic root disease
(whatever the severity of AR)

Surgery is indicated in patients who have aortic root disease with maximal
ascending aortic diameter = 50 mm for patients with Marfan syndrome

Surgery should be considered in patients who have aortic root disease with
maximal ascending aortic diameter:

» 2 45 mm for patients with Marfan syndrome with risk factors,
* 2 50 mm for patients with bicuspid valve with risk factors,

* 2 55 mm for other patients.

2 - doi:10.1093/eurheartjlehs109 &
ardio-Thoracic Surgery 2012 -
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AopTikn AvemapKeLd

AVTIUETWTTION TNC dCUURTWUATIKAC AR

* Qappakevutikn Beparmeia (BeAtiwon CUPMTWUATWY).
NoapakoAouBnon pe echo (Sltaotdoeslc —EF)

* AyyelodlaotaAtika (Nupedumrivn, ACE-I)
e AloupnTlka

Avtiuetwrion tn¢ cvuntwuatiknc AR
QVTLKATAOTOON A0PTIKNCS PaABidac
BlontpooBOetikn vs Mnxaviknc AVR




I1. Xtévomon
AopTtiknc BaApioog



>tevwon Aoptiknc BaABidaoc

AwtioAoyia

ouyyeving
Oitrruxn
PEULIATIKN
EKQUAIOTIKI

0-30 érn
30-50 érn
30-60 érn
>60 &rn



AOPTIKN ZTEVWON

An Example of Aortic Stenosis

Normal Aortic Valve

Stenotic Aortic Valve

Bicuspid Aortic Valve Stenosis




Aortic Stenosis

Prognosis with Symptomatic
Aortic Stenosis

Clinical Median
Symptoms Survival

Angina O years

Syncope 3 years

CHF 2 years




AVTIUETWITLON TNC CUUTTTWUATIKNC AS N UE
EKTTTWON THC ouoTtoAlknc artodoonc tnc LV

Aorta openced

Discased
aortic valve

Porcine valve



Management of severe aortic stenosis

Symptoms

v
Yes

LVEF <50%

v Y* Contraindication
es for AVR
I
Physically active N v
|

|Short life expectancy|

: y
No Yes e %
| High risk for AVR |
|

Exercise test

No Yes

Symptoms or fall in blood
pressure below baseline
| No | Yes

Yes

Presence of risk factors and low/intermediate
individual surgical nsk

¥

¥
Yes

Re-evaluate in 6 months

2 - doi:10.1093/eurheartjlehs 109 &
rdio-Thoracic Surgery 2012 -
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ENAEI=ZEIZ TAVI BAZEI ESC GUIDELINES

1.Yrtapén heart team (I c).

2.Ymtapén kapdloxelpoupykng kaAvyng (I c).

3. 2oBapn cupmtwpatiki AS Ttou ival
akatdAANAn ywo AVR pE aQVOUEVOUEVN
uetenepPoatikn BeAtiwon erumedou (wNC Ko
npoodokipo entBiwoncg > 1 €toc (I b).

4. 2 upnAov Kwvduvou aoBeveic pe cofapn
CUMITTWHOTIKA AS TTou €ival kataAAnAot yia AVR

aAAd N heart team TNV €MAEYEL EEATOULKEUUEVAL
ue Baon tov kivbuvo kot tnv avatouia (Il a B).



EvOeiéelc tnc TAVI

H emihoyn tov ac0evav 6TIC KAMVIKES 00KILEG

Inclusion Criteria

1. Patient has calcific aortic valve stenosis with echocardiographically derived criteria: mean gradient >40 mm Hg or
jet velocity >4.0 m/s and an initial AVA of <0.8 cm? or indexed EOA <0.5 cm?/m?. Qualifying AVA baseline
measurement must be within 45 days of the date of the procedure.

2. A cardiac interventionalist and 2 experienced cardiothoracic surgeons agree that medical factors either preclude
operation or are high risk for surgical AVR, based on a conclusion that the probability of death or serious,
irreversible morbidity exceeds the probability of meaningful improvement. The surgeons’ consult notes shall
specify the medical or anatomic factors leading to that conclusion and include a printout of the calculation of the
STS score to additionally identify the risks in the patient. At least 1 of the cardiac surgeon assessors must have
physically evaluated the patient.

3. Patient is deemed to be symptomatic from his/her aortic valve stenosis, as differentiated from symptoms related
to comorbid conditions, and as demonstrated by NYHA functional class Il or greater.

Logistic EuroSCORE >20% or STS Score > 10.




‘Sapien’ device ‘Sapien XT’ device

*  Awotepn acBEcTWO
[=] Elﬁr&wéc{’?pevn ME yotepn aof n

H  Alakanudaio *  MwpOTEPO avayKaio
tonobetrion stent
[=] Rhék%%%%gwm *  MeyaAUTepn aKTIVIKI
avtoxn
ntu Twv
VOV * Mo kAewoth) popdn

MLIKPOTEPN BaVOTNTA
vwa AR

www.edwards.com

‘CoreValve’ device

[=] Avvatotnta
enavatonodétnong

[=] MeyaAutepo péyebog
daktuliov

[=] MeyalAutepn
rBavotnta MKKA

www.medtronic.com



Texvikn kot YAKa |

Bovine Pericardial Tissue
Leaflets with Carpentier-Edwards
ThermaFix Process*

n
——
v

!

=V
- b >

Balloon-expandable
Stainless Steel Frame

AVTOEKTTTVLG-
/ GOUEVO
TA0ic10
% VITIVOANG

-
P ——

b Xoipelog

!

,]‘?. <« TEPIKOPOLK
Polyethylene Terephthalate 0C 10TO0G

3 (PET) Skirt

*Superior hemodynamics
*Lower risk for PPM

Cardiol Clin 29 (2011) 211-222



Texvikn kot YA ||

18 888188

Dilator set

Crimper

360° flex tip designed for enhanced stability
during valve deployment

The blue flex catheter of both the NovaFlex and NovaFlex+
delivery systems is designed to stabilize the balloon shaft
during valve deployment. The 360° Flex Tip design of the
NovaFlex+ system provides tighter balloon shaft support for .
accurate deployment of the Edwards SAPIEN XT transcatheter £

heart valve and provides for easier valve alignment. - ”

Edwards NovaFl Edwards NovaFlex+
T www.edwards.com




Texvikn kot YAwka |l

* Awa tng Mnpaiag GAEBag
* Awakopudoaia

Aplotepr) mpooBLa BwpaKoToun
Mo euBUG, Bpaxutepog KaBeTH PG
Yrnieptpodiol LEGOKOLALOKOU
Ascendra2, Sapien valve
AL00l0PTLKA Avw OTEPVOTOUN
Mini- 2/3 RICS

Aoptikn 5 cm avwBev tng BaABidog
Alyotepo enwduvn emépBaon
XELPLOUOG TNG avioLoag

YrtokAeidLa

J. Am. Coll. Cardiol. 2012;59;1200-1254
www.edwards.com

Percutaneou
s or Cut-
down

\ technique




Interv Cardiol @ 2010 Future Medicine Ltd




Contraindications for
transcatheteter aortic valve implantation

Absolute contraindications

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 (asymmetric 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%.

* Fortransapical approach: severe pulmonary disease, LV apex not accessible.

EUROPEAN
SOCIETY OF
CARDIOLOGY *

www.escardio.org/guidelines



ANTENAEIZEIZ T1A TAVI (I)

AIIOAYTEX

1. Anovoia KapOloxelPOvVPYIKNG KAALYNS
KAl KaATaAAnAng opaodag ( heart team).

2. Mn emoyn] ®g evalAakTikng Oeparneiag.

KAINIKEX

1. Tlpooodokio empiwong Aryotepo armo 1
£TOC.

2. 2Z0VVOONPOTITEG.
3. Zvvorapdin aA\ov Paiproonabeiamv.



ANTENAEIZEIZ T1A TAVI (II)

ANATOMIKEX

1.

-

AxataAAnAn olapetpog 0OakToAiov( <18
1] >29 mm).

OpopPog otV aplotepr] KOALd.
Evepyr) evOookapotitiod.

Avnpevog KivOuvog anoepading
OTEPAVIALDV.

. [TAakeg pe xivnrovg BpopPoog otnv

aviovod AopPTL).



ANTENAEIZEIZ T1A TAVI (111}

2XETIKEX

1.
2.

3.

=

Aurtoyn 1) pn aoPeotopevn Paipioa.
Avayxr) yla enavayyeimor Tov
OTEPAVIAIDOV AYYELDV.
Awpoovvapikr) aotabela.

LVEF< 20%.

. ['la ) dwaxopovata coPapr) mveLPOVIKN

LIIEPTAON 1] OLOYEPTG IPOCPAoT) OtV
KOPLOT).



ErtutAokec tne TAVI

B 0 N

NMKKA (Core Valve 19-42%-Sapien 1.8-8.5%)
AR g\dttwon otov 1o xpovo

Perforation-epBoAlopoc-petakivnon- kakn Oéon

AEE-apoppaytko shock
KoArkn poppapuyn
AYYELAKEC ETUITAOKEC

J. Am. Coll. Cardiol. 2012;59;1200-1254



+ Eccentric
hypertrophy

— Increased preload

— Increased afterload

— Increased total stroke
volume AND forward
stroke volume AND
LVESV returns to

normal

+ Increased LA size
— Increased LA

compliance

— Larger volume at
lower pressure

II1. Averapkera
Muitpogroovc BoAploag

Pathophysiology

Chronic
Compensated

Pathophysiology
—J

- Depressed

contractility Dilated LA
— Decreased SV mitdly { LAP
— Increased

LVEDV

NOTE: further
dilatation leads
to progressive
MR

Chronic
Decompensted



Avenapkela Mtpoetdbouc -MVP
i

Major Leak

Mild Leak

Mitral Valve Prolapse

Long Axis View of the
Same Valve lllustrated in Figure 13




Normal Mitral Valve

Mitral

/ Annulus

Leaflets

Chordae
Tendinae

Papillary
Muscles

Functional MR

Cardiac Surgery in the Adult. New York: McGraw-Hill 2003:987-997



Indications for surgery
in symptomatic severe primary MR

Class | Level

Mitral valve repair should be the preferred technique when it is expected to be
durable.

Surgery is indicated in symptomatic patients with LVEF > 30% and LVESD
<55 mm.

Surgery should be considered in patients with severe LV dysfunction (LVEF < 30%
and/or LVESD > 55 mm) refractory to medical therapy with high likelihood of
durable repair and low comorbidity.

Surgery may be considered in patients with severe LV dysfunction (LVEF <30%
and/or LVESD > 55 mm) refractory to medical therapy with low likelihood of durable
repair and low comorbidity.

EUROPEAN
SOCIETY OF
CARDIOLOGY*
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Avenapketa Mitpogldbouc

Treatment of Symptomatic

Mitral Regurgitation
« Medical therapy

— Diuretics

— Vasodilators
* ACE inhibitors

« Surgical therapy

— MV replacement
+ relief of symptoms
* MVR survival similar to natural history
* Operative mortality 8-10%
* 10 year survival 50%
— Mitral valve repair
* Operative mortality 2-4%
* 10 year survival 80%

- SBE Prophylaxis

* No risk of thrombotic complications



Management of severe chronic primary mitral regurgitation

Symptoms

No

-

LVEF < 60% or LVEF > 30%
LVESD = 45 mm |

: Yes No

4—E4—-
Fe—

New onset of AF or Refractory to medical

SPAP > 50 mmHg orpy

v
Yes > Yes No

g

High likelihood of Durable valve repair
durable repair, is likely and low
low surgical risk, and comorbidity
presence of risk factors |
Yes
[Yes ] >

v

Surgery Extended HF
Follow-up (repair whenever possible) treatment

. EUROPEAN
cts/ezs455). - SOCIETY OF

www.escardio.org/guidelines
CARDIOLOGY*



Avenapkela Mitpoeldbouc

Discoid valve

=

v

5 T
-\
@ 4
“\ ] / |
\\ 1 /

(Low profile)



Chip Delivery System

MitraClip Device




o NepthapPavel pua AaPn ou amoteAeitol ano XeLPLOTEC Kot oXAoUG
TLOU EAEYXOUV TO GUOTNHA EVW CUVOEETAL UE EVa SLAOTOAEQL.
o TomoOetei ta SDC otnv KatdAAnAn O<on.

MitraClip, a new minimally invasive heart valve repair
procedure, involves implanting a clip in the heart
without opening the chest. This is how it is done:

0 Clip and catheter enter the femoral vein
through a lem-incision made in the groin

Gripper
works with the Mitraclip
to hold the valve leaflets

Catheter = i ™.,

m-long .
thin flexible tube N .
N g .

a Clip is guided
by ultrasound
echo and X-ray
scans and
moved
upwards through the catheter to the heart

B Clip enters the damaged mitral valve, and its
two levers clamp the valve shut, reducing

backward flow of blood
a Clip enters the right atrium and crosses B Catheter detaches from the clip and is
into the left atrium, above the valve withdrawn

SOURCE: MASSACHUSETTS MEDICAL SOCIETY, ABBOTT LABORATORIES, DAILY MAIL TEXT: AMELIA TENG ST GRAPHICS



EVEREST Preliminary FMR Cohort

« Initial experience using the MitraClip device in patients with FMR.

 Subset of patients with FMR treated in the EVEREST | Feasibility
Study or as roll-ins in the EVEREST 11 Study.

— Excludes EVEREST Il Randomized patients or EVEREST Il High Risk
Registry patients.

Study Population n
EVEREST | FMR patients 8
(Feasibility)
EVEREST II Non-randomized FMR 15
(Pivotal) patients
(excludes high risk patients)
Total | 23
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MeBoboc : avatopkn kKataAAnAotnta

TEE evidence of FMR: Exclusions

— Absence of Degenerative valve disease

— Presence of leaflet “tethering”
» Not exceeding 10mm

Coaptation

<2mm

Sufficient leaflet tissue available for
mechanical coaptation
— >2mm “vertical” leaflet tissue available
— Protocol anatomic exclusions

 Coaptation depth >11mm
» Coaptation length < 2mm

Coaptation

Absence of severe LV dysfunction
— Excluding LVID-s > 55mm or EF <25% (N
— Ischemic or non-ischemic etiology




Mitral annuloplasty system




V. ZTENQZH MITPOEIAOYZ

PITI
Pathophysiology
. LA hypertenﬂiﬂn Normal MV area? = 4-6cm?
— Pulmonary interstitial edema gbr*mgmg Ee{g;nc;: 2cm?

— Pulmonary hypertension
« Passive = obligatory to preserve forward flow

« Reactive = vascular changes in 40%
— Protects interstitium from edema
— Leads to right heart failure

— LA stretch and atrial fibrillation
« Increased heart rate thus decreased LV filling
« Decreased atrial “kick” thus decreased LV filling
« Atrial thrombus formation and embolus

» Limited LV filling and cardiac output



2TENQ2H MITPOEIAQOY2

AVTIUETWITION TNC CUUTTTWUATIKNC MITPOEIOIKNC
oTEVWwonc

[l Aiadepuikn BaABIOOTTAAOCTIKY UE UTTAAOVI—




2TENQ2H MITPOEIAOY2

AVTIUETWITION TNC CUUTTTWUOTIKAC ULTPOELOLKNC OTEVWONC

XelpoupyLkn Bepareia avTlpeTwrlleL TV oLtia

=] Avoikt) Commisurotomy — BaABLdomAaoTikn

=] Avtikataotacn Hitpoeldouc BaABidog




2TENQ2H MITPOEIAOY2

DoapuakeuTikn Fepaneia— CUUMTTWUATIKN
QVTIUETWITLON
* Aloupntika — yla tTn oupdopnon

* Digoxin, Beta kait Ca Channel ammokAeLOTEG yLa
e\eyyo ouyvotntac tng AFib

e AvVTUINKTLKN aywyn — ywa AFib kat touc Bpopufouc
£VTOC TOU LA

* Mpodulaén evbokapditidag



L,

Yes

Management of clinically significant mitral stenosis

Symptoms
|
h 4
Yes
Clto PMC High risk of embolism or
haemodynamic decompensation
Yes :
Yes .im
Cl or high risk *
o sm:rgery Exercise testing
|
¢ ¥
| Symptoms No symptoms
v v v
Favourable Unfavourable -»| Clto orunfavourable
anatomical anatomical characteristics for PMC
characteristics characteristics I
i |
¥ b 4 v
Favourable Unfavourable | No | [ Yes |
clinical clinical
characteristics characteristics

www.escardio.org/guidelines
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EvOeiéeic PMCommisurotomy

1. ZUUTTWHOTLKOC 0loBeVNC LE EUVOTKNAC
ekBaonc yapaktnplotika (Ib)

2. JUUTWMOTIKOC acBevnc pe avtevoeLlen ya
vPnAov kvduvou xepoupyeio (Ic)
3. ACUUTWUATIKOC aoBevnC e avénuEvo

BpopBoeBoAiko kivbuvo( contrast LA-Af-
LOTOPLKO eUPBoAlopou) (Il a)

4. Auvénuévoc kivbuvocg atpodUVOULKAG
ertifapuvonc ( SPAP>50 mmHg),emiBupuia yia
KUNon, MPOYPALLUATIOMOC Yo upnAoU
kwvduvou X/0O (Il a C).



N o U kA Wwh e

Avtevoeiéelc yia PMC

MVA> 1.5 cm?2

LA Bpopufoc

> neTpla MR

2oBapn acBEotwon

. OxL ouvevwon YAwxivwv
YoBapn PAABN AAAWV YAWXLVWV
[lpoc CABG



Indications for surgery in tricuspid disease

Surgery is indicated in symptomatic patients with severe TS.

Surgery is indicated in patients with severe TS undergoing left-sided valve
intervention.

Surgery is indicated in patients with severe primary, or secondary, TR undergoing
left-sided valve surgery.

Surgery is indicated in symptomatic patients with severe isolated primary TR
without severe right ventricular dysfunction.

Surgery should be considered in patients with moderate primary TR undergoing left- k
sided valve surgery.

Surgery should be considered in patients with mild or moderate secondary TR with
dilated annulus (= 40 mm or > 21 mm/m?) undergoing left-sided valve surgery.

Surgery should be considered in asymptomatic or mildly symptomatic patients with
severe isolated primary TR and progressive right ventricular dilation or deterioration
of right ventricular function.

After left-sided valve surgery, surgery should be considered in patients with severe
TR who are symptomatic or have progressive right ventricular dilatation/dysfunction,
in the absence of left-sided valve dysfunction, severe right or left ventricular
dysfunction, and severe pulmonary vascular disease.

EUROPEAN
SOCIETY OF
CARDIOLOGY *
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* Mechanical
— Bileaflet (St Jude)(A)
— Single tilting disc (Medtronic Hall)(B)
— Caged-ball (Starr-Edwards) (C)

* Biologic

— Stented

* Porcine xenograft (Medtronic
Mosaic) (D)

» Pericardial xenograft (Carpentier-
Edwards Magna) (E)

— Stentless

* Porcine xenograft (Medronic
Freestyle) (F)

» Pericardial xenograft
* Homograft ( allograft)
— Percutaneous

— Expanded over a balloon
(Edwards Sapien) (G)

— Self —expandable (CoreValve)
(H)

Circulation 2008,




[MapAYOVTEC TTOU TTPOKPLVOUV [LaL
unxowvikn BaABida( MV/AoV)

1. Emloyn aoBevouc Kot pn avievoeleén umapénc
LOLKPOXPOVLAC AVTLITNKTLKAGS aywync (lc)

Auénpuevoc kivbuvoc emtaxuvopevng ekdpuAonc (Ic)
'HON AN avtutnkTkng aywyng yia aAAn BaABida (lla c)
<60 Twv yia tnv aof kat <65 stwv yra up (llac)

GUos W

'HON o€ avtumnkTikA aywyn Aoyw auénuevou Kvduvou
BpopBosupoAnc (llbc)



BIOAOIIKE2 BAABIAE2

o Xpnon BaABidac (wov,
kUpLa YolpeLa.

e ZEVOUETAUOOYELON

o BaABibec mepkapdiovu:
BloAoyikee BaAPidec
AopBavouevec amo
MEPLKAPOLALKO CAKO
ayeAadac n akoyou mou
pafBetal oe HETAAALKO
OKEAETO




NMAEONEKTHMATA

Mnyxowvikec BaABLOEC : TO LeYAAUTEPO TTAEOVEKTNLA ELVOLL N
SldpkeLa touc. Evw ol BoAoyikeg €xouv dtapketa {wncg 10-15 £1n,
ua punxovikn BaABida dtapkei 30 €1

BloAoyikec BaABidec: 1.umapxel EAAXLOTN OVETIAPKELQL,
2.0&v amaltel avTUTNKTIKA aywyn
3.eAaxtoto StaParBLdko gradient
4.ypriyopa ertlOnALoULEVEC..

Mitral Valve Replacement With
Tissue or Mechanical Valve ﬂptiﬂl‘l
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Tissue Valve




TO MEAAON TQN KAPAIAKQN
BAABIAQN (1)

o MoAupepeic kapdlakee BaABidec- yivetal
£PELVA VLA TTIOAVEPN VALK AOYW TNC
£UKOALOLC KOTOLOKEUNC, TO MEYAAO EUPOC
LOLoTNTWV MOAUMEPOUC KOBWC Kol TN
SLAPKELA TOUC.

o BaABLOEC LOTLKNC HNXAVLIKAC - StatnpoLV
TOV apLOUO Kol To €L60C TWV KUTTAPWV

eA\eLP N VALKOU OTEPEWATOC



TO MEAAON TQN KAPAIAKQN BAABIAQN (I1)

e Tputtuxn netaAAkn BaABida (oxt
KOU LLOLPLVLKQL)

e AoBevelc ue npoodokipo {wng avw twy 10-15
£TWV Oa XpNOLUOTIOLOUV ETAAALKEC
npooBetikec BaABidec mou dev xpelalovtal
QVTUTNKTLKA

* OLurnioAourol Ba ypnotponotouyv

Sdtakopudatiec N dStapAeBLec TAVI ( ouvoAka
50 %!).






H ©OE2H TH2 TAVI 2ZTHN EANAAA

H 1" TAVI otnv EAAada to 2007 oto
QKK (2002 TaA)ia).

*2007 3 neplotatikad / 2014 240
TEPLOTATLIKAL

*>UVOALKA Ewc To Mato 2015 1050
TEPLOTATLKAL

*2014 72% Medtronic -25 % Edwards
+ 3 veec BaABidec

*KupLa kevtpa :YTEIA ( 70-80/€toc),
QKK (70/€t0¢), Immokpateto ( 48/€10¢),
Natpa — lwavvwva - 401 (15-20/€toc)



MITRAL CLIP STHN EAAAAA

* Kootoc mept ta 22000 €
e Y& 1 kevtpo otnv EANQOQ.
* Mn kaAun amo tov EOMYY



KO2TO2 THz TAVI
2UVOALKO KOootoc 40000 €

Ty 22600 € +ONA

KEN 13000-16000 € ( 100% E2Y- 30% Slwtika)
KEZY 4 kapdloAoyou+ 1 kapdLoxeLpoupyoc
Entepfoon Kapdloxetpoupytlknc BaABidwv
Xwpic erttmAokec (KO4X) 9328 € e eMUTAOKEC
12422 €

Apa 1 TAVI= 4 kopOLOXELPOUPYLKEC |

Hellenic TAVI registry 19 povo meplotatika
AL oToLXElO)



2YMIEPAZMA

H emepfatikn AQVIILETWTILON TWV
BaABLbomabelwv mAeovekTeL TNC CUVTNPNTLIKAC.

MeBodbdol onwc n embLopBwaon Twv
avenapkelwyv, n TAVI kat to Mitral Clip,
AopBavouv OAo Kol MEPLOCOTEPO GNHUAVTLKN
Bcon otn Beparnela.

Neac texvoloyiac BaABidec meplopilovv TNV
aVAYKN TNEG QVILTNKTLKAG aywynC.

H OLKOVOWLKI KPLON €XEL CNLLOAVTLKA EMNPEACEL
™ StaBeopotTnto Twv cLYXPOVWV HEBOOWV..



ﬂ 3D Cardiac anatomy F: 1 1 Superior vena cava_<
H Coronary territories a i Y L. brac
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