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AORDIKLAPI STENOOS (AS)
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Aordiklapi puudulikkus

Failure of the aortic valve to
close tightly causes back flow
of blood into the left ventricle

Left
ventricle

ventnele FADAM
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AP kirurgiline +antitrombootiline ravi
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Mitraalstenoos
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MS medikamentoosneravi
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Mitraalpuudulikkusejaotus
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Mitraalpuudulikkusja FA
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Klapiproteeside ajalugu

A 1952esimene mehaaniline klapiprotees
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Mida arvestatakse klapiproteesi valikul

Vanus:
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< 65.amehaaniline protees

Antikoagulatsioon

Valmis kasutama Afnehaaniline
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Mehaanilised klapid

MECHANICAL VALVES

Starr-Edwards Silastic ball valve St. Jude Medical bileaflet
valve

Chitra TTK tilting
disc valve (Indian)




Bioloogilised klapiproteesid

A Bioloogilised klapid valmistatakse kas sea
aordiklapist, veis@erikardistdp A Op Su |
elundidoonorilt

A Ehituse alusel jagatakse nad toestamata ja
toestatud proteesideks

A Eeliseks on see, et patsient ei vaja pidevat
antikoagulantravi

A Negatiivseks pooleks vananemine koos
Inimesega



Bioproteesid

o TYPES DEPENDING ON
SOURCE
~ XENOGRAFT
- HOMO/ALLOGRAFT
- AUTOGRAFT

o TYPES DEPENDING ON STENTLESS
PRESENCE OF STRUTS
. STENTED

v STENTLESS

lower post-operative valvular gradient,

- greater post-operative effective orifice area
index (EOQALI),

- earlier regression of LVH.

- Stentless heterografts have the
disadvantages that their implantation is more

complex




Uue generatsioontrileaflet mehaanilised
klapid

NEXT GENERATION OF MECHANICAL VALVE:

TRILEAFLET VALVE
o -~ o

o More physiological
o Better

hemodynamics
‘central blood flow’

- Reduced
thrombosis risk
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Delivery System - transapical

A Trans
femoraalne
PAVR

A Trans
apikaalne
PAVR



TAViga kasutatavad klapid

Medtronic Corevalve  Edwards Sapien Valve
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Eaka klapihaige antikoagulantravi
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JACC Journals

From: 2014 AHA/ACC Guideline for the Management of Patients With Valvular Heart Disease: A Report of the
American College of Cardiology/American Heart Association Task Force on Practice Guidelines

J Am Coll Cardiol. 2014;63(22):e57-e185. doi:10.1016/j.jacc.2014.02.536

I Class I l
Prosthetic Valve |

ClassIla |

I Class IIb I

Mechanical valve

! l l L J

Bioprosthetic valve

—_— AVR AVR
i With risk factors No risk factors MVR AVR TAVR
VKA INR goal 3.0 VKA INR goal 3.0 VKA INR goal 2.5

ASA 75 mg—100 mg QD ASA 75 mg-100 mg QD ASA 75 mg- 100 mg QD[ |V INR zoal 2.5/ |VKAINR goal 2.5

irst 3 mo First 3 mo
Long-term Long-term Long-term (iTa) (Ib)

If VKA therapy interrupted
for noncardiac procedures,
minimize time with
subtherapeutic INR

If VKA therapy interrupted
for noncardiac procedures,
minimize time with
subtherapeutic INR

If VKA therapy interrupted
for noncardiac procedures,
minimize time with
subtherapeutic INR

Clopidogrel 75 mg QD

Bridging anticoagulation No bridging additional ASA 75 mg—100 mg PO QD
with UFH or SC LMWH anticoagulation needed Long-term ASA 75F i':sgt—;tzo mg QD
@™ @ (I1a) b

Anticoagulation for Prosthetic Valves

Risk factors include AF, previous thromboembolism, LV dysfunction, hypercoagulable condition, and older-generation mechanical

AVR.

AF indicates atrial fibrillation; ASA, aspirin; AVR, aortic valve replacement; INR, international normalized ratio; LMWH, low-
Demolecitarnieight heparin; MVR, mitral Gatverrgplacergent;t PO, by mouths QDseveryrday;cSE, subcutanedus:; TAVR, trafscatheter d i o | o
/4 /Aorticivalve replacement; UFH, unfractionated heparin;/qmﬁig/rlﬁgnyg@m@mK antagonist.



Erakorralineopp-ravi klapiproteesiga haigel

Ettevaatust !!! antikoagulantide toime neutraliseerimisel. Antikoagulandi
Aol é¢ LISNRA22R GpAYIfAldzAg G £ NKA] S
A +NNERT1St O {NfyYdzil 0dzR LX F ayl
VKP(paar doosi) i/vvarfariinitoime neutraliseerimiseks (eelistada vitamiidekkiirema
toime-algusell p ¥ 0 dz
i t22f ONNMIudgd  S3 n
I Kui paralleelselt ei manustat K erakorralisep-i jaoks, siizarfariinitoime taastub 12
24 tunniga.
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A Protrombiinikompleksi 2 A YS p YAydziA LINNI &

Poolerakorralineop.
A Vitamiin KKonakion 2,5¢p Y3 AKQD @pA Lk 2

ACC/AHA 21 Guidelines for theManagement of Patients WitWlalvularHeart Disease
Theperioperativemanagemenbf antithrombotictherapy, 9thEd ACCRuidelines CHEST 2012; 141(2) (Suppl):e 32635
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x Peamiselt klapitromboos mehaaniliste proteeside probleem
X Trombemboolilisedkomplikatsioonid:

A Peamiselt kuulproteesidel

A Madalam2Kpf YaSiadSt RAA&]LNERI
xYEFLIALINRPGSSAaA GNRYO22aA
A mitraalprojektsiooniklappidel

A Subterapeutilisetasemel antikoagulatsiooniga haigetel
x Antikoagulandist indutseeritud komplikatsioonid:

A nn suurhemorrhaagia aastas 13 % patsientidest

A ny O Neimbrhaagia; aastas 48 % patsientidest
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Proteesklapi tromboosi ravi

x Peamiselkirurgiline raw
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JACC Journals

From: 2014 AHA/ACC Guideline for the Management of Patients With Valvular Heart Disease: A Report of the
American College of Cardiology/American Heart Association Task Force on Practice Guidelines

J Am Coll Cardiol. 2014;63(22):e57-e185. doi:10.1016/j.jacc.2014.02.536

Suspected Prosthe.tlc Valve
Thrombosis
Class Ila

TTE to evaluate CT or fluoroscopy to evaluate
hemodynamic severity valve motion
(IIa)
Left-sided prosthetic valve Right-sided prosthetic valve
thrombosis thrombosis
TEE for thrombus size
@
NYHA class III-IV Mobile or large Recent onset (<14 d)
" m—— 0.8 cmz) dromtais NYHA class I-II symptoms
R - Small thrombus (<0.8 cm?)
T Fibrinolytic Rx if persistent valve thrombosis after
Emergency Surgery rg (II:) rgery IV heparin therapy*
@™ (11a)

luati d tof S ted Prosthetic Valye Th basi . .
D%\{S%%%r\}v%?agl:anagemeno USpece(qorBSy?“l: gaHet "R e American Col l ege of Cardiolo

); .
4/§§f2§(sﬂ5for gosage recommendations. _ All rights reserved. o
CT indicates computed tomography; IV, intravenous; NYHA, New York Heart Association; Rx, therapy; TEE, transesophageal
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A Sildamine vajalik

A Varfariinf p LISUF Rl pop-ildyp 3 G ILINRYIVES R dzdzZNJA

A Kuith LINS@I SyyS Lbw 2y Kdnikior BMZp.
suukaudselt 22 mg.

A Sildamiseks soovitatakse ravidoosis LMWH&tp A ' | A K QD _
LINAaAAYFTFdzaA22yYAYlIFZ 1dzA Lbw tFy3aSo

A LMWH alustadap LINS @dp-i Sy y S

A Viimane doos 24 h enr@p -i, soovitataksd.J2 2 f  LINS @Gl R2 2 & A

A aARI t NKSY 2y | S3 apAvahél seda squraddn & N
veritsusrisk

All @pio tpLISGIRI n K SyyS 2LISN) (a3

Ala2l @2l RdzaSt 2N | pefoperatiiddtT Nt I 1 0 A

The perioperative management of antithrombotic therapy, 9th Ed: ACCP guidelines; CHEST 2012; 141(2) (Suppl)
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Perioperatiivsetromboosiriski hindamine

Varfariinravi naidustus
- ACCP9 soovitu
emboolia Klapiprotees Kodade virvendus* VTE T SID ovitas
risk sildamiseks
Mehhaaniline mitraallclapi _ ) Hiljutine VIE (2 kuu jooksul)
protees CHA,DS, -VASc =5
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(= 10%0a.) diskprotees TIA véi siisteemne antifosfolipiidsiindroom Viimane siiste 24 t enne op-i
emboolia (3 k jooksul) |y otsiigootne faktor V Leideni (%2 ]llna'ieraduusist} .
Hiljuti (kuni 6 k jooksul) . L mutatsioon, mitu mutatsiooni) Pealeop-i alustada 48-72¢.
lihipéetud ajuinfarkt véi TL4 | Reumaatiline klapihaigus
Kaheholmane aordiklapi VTE viimase 3-12 kuu jooksul
protees jailks jirgnevatest
riskifaktoritest: Trombofiilia kergemad vormid
- kodade virvendus (heterotsiigootne faktor V
- libipdetud ajuinfarkt voi TIA Leideni, protrombiini Fhasel
Maddukas - hiipertensioon CHA.DS. VASc 3.4 geenimutatsioon) aselge
(5-10 % a.) - diabeet pLiSp¥ASL 2 VAL veriteust
- siidamepundulikkus Korduvy VIE AL TErishE
-¥anus > 75 aastat
Alktiivne vihk (ravitud viimase 6
kuu jooksul vdi palliatiivsel
ravil)
Kahehilmane aordiklapi
protees ilma AF ja kaasuvate PP .
Madal e _ VTE episood iile 12 kuu tagasi Eivaja sildamist
(alla 520 a) e ilma kaasuvate riskifaktoriteta . LAMWH orofiilaktikat
|Binprutees > 3 kpaigaldamisesi ! -

Theperioperativemanagemenof antithrombotictherapy, 9th Ed ACCRjuidelines CHEST 2012; 141(2) (Suppl):e326E
* Guidelines for management of atrial fibrillation, Camm AJ et al, 2010, www.escardio.org/guidelines-surveys/
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Opreratsioonieelne periood

S.paev 3.paev 1.paev

Kontrolli
INR

Ldpeta
varfariin

2d tenne
op-i

Alusta
LMWH®* ravi
viimane

doosis 5/c
doos

LMWH s/c
1/2 paeva-
doosist

v o = m o om T O

= O 0

Operatsioonijargne periood

24h vbi op-i
jargne hommik

2.paev (3.pdev |d.paev [3.paev

Alusta
varfariiniga
tavaannuses

Alusta LMWH
ravidoosis

Kontrolli INR-i iga paev alates 3.
varfariini-manustamise paevast.
INR-1 jargi varfariini annuse
korrigeerimine

Alusta LMWH 48-72t
parast op-i, kui op-i
jargselt kdrge
veritsusrisk ja pole

tagatud hemostaas. on joudnud
Vajadusel alustada terapeutilisse
profulaktilises doosis vahemikku INR 2,0-3,0

Lopeta LMWH kui INR
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KLIINILINE SEISUND Ravi
IMNRE-i
INR Veritsus |Varfariin |EK-vitamiin |VEP* kontroll Kommentaarid
Vahenda
annust voi Varfariini vaikseim annus kuni IMNRE
jata i terapeutilise vaartuse
jaremine caavutamiseni - Kuil INR < 103 dle
INR 3-3 Puudub annus - B - terapeutilise vaartuse, pole
vahele annuze vahendamine vajalik
Varfariini vaiksem annus kuni INRE-
i terapeutilize vaartuse
Puudub | Katkesta - - 24t saavutamiseni
Puudub
~ 1-2mg pfo Varfariini vaiksem annus kuni INR-
(korge v 0.5- i terapeutilise vaartuse
INR 5-9 risk **) | Katkesta | 1mgi/v - 24t saavutamiseni
2-5mg pfo
vai 1mg Varfariini vdiksem annus, kuni INR
Puudub | Katkesta i - 6-12t < 5
Puudub
{I{':'FEE Varfariini vaiksem annus, kuni INR
INR =9 risk **) | Katkesta | 1 mgi/v | 150-300ml 6-12t < 5
Kliiniliselt cluline lalgi patsienti, kuni INR < 5 ning verejooks
veritsus, kus varfariin 5-10 mg lakanud. Kui VEP manustamine pole vaimalik,
on kaasaaitav tegur Katkesta i 150-300ml siis asendada K-vit 5-10 mg ifv
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From: 2014 AHA/ACC Guideline for the Management of Patients With Valvular Heart Disease: A Report of the
American College of Cardiology/American Heart Association Task Force on Practice Guidelines

J Am Coll Cardiol. 2014;63(22):e57-e185. doi:10.1016/j.jacc.2014.02.536

Pregnant Patient With

Mechanical Valve I Class I I
<4 | classiia |
Therapeutic anticoagulation I Class I1b I

with frequent monitoring
a

[
) 1

Baseline warfarin Baseline warfarnn
I dose =5 mg/d dose =5 mg/d
First trimester First trimester
Continue warfarin with
close INR monitoring
ia)
L OR 1
Dose-adjusted LM WH =2x/d (target Dose-adjusted LM WH =2x>/d (target
anti-Xa level 0.8 U/mL to 1.2 U/mL. anti-Xa level 0.8 U/mL. to 1.2 U/mL
<4 to 6 h post dose) 4 to 6 h post dose)
(dIb) (1ia)
| OR ] L OR ]
Dose-adjusted continuous Dose-adjusted continuous
infusion of UFH (with an aPTT at infusion of UFH (with an aPTT at
least 2> control) least 2> control)
(11b) (ia)

Second and third
trimesters

Warfarin to goal INR plus
ASA 75 mg QD to 100 mg QD
a

Before planned
vaginal delivery

Discontinue warfarin and
dose-adjusted continuous infusion of UFH
(with an aPTT at least 2> control)

)

Anticoagulation of Pregnant Patients With Mechanical Valves
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rR-1OD, once daily; and UFH, unfractionated heparlnAII rights’reserved






