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\preservada écual es pronostico real y cuando intervenir?J
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{ Magnitud del problema }

» La estenosis adrtica (EA) es la valvulopatia mas prevalente en adultos de >65 afios.

HIGH GRADIENT (HG) 63.5 %

» El subtipo EA BG representa entre el 10—-35% de los pacientes con EA severa sintomatica.

LOW GRADIENT (LG) 36.5 %

CLF - LG 719.6 %

PLF - LG &

» Mayor prevalencia en mujeres, hipertensos e hipertrofia ventricular izquierda.

Circ Cardiovasc Interv. 2020 Jul;13(7):e008792.
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El problema

LOW GRADIENT AS
AVA<=1.0cm? and MG<=40mmHg

¥

<50% I LVEF I— > 50%

<35 mi/m? ————— SVi —— > 35 ml/m?
«CLASSICAL» «PARADOXICAIL» RMA
LOW-FLOW LOW-FLOW :gw -GRIXII;II-&WI‘
LOW-GRADIENT LOW-GRADIENT
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{1 (—
Tipologia de ESTENOSIS AORTICA |

36.5%

l
63.5% 9.9% 7% 19.6%

EAo: EAo: EAo: EAo:

Flujo Normal Flujo Normal Bajo Flujo Bajo Flujo
Elevado Gradiente | Bajo Gradiente Bajo Gradiente Bajo Gradiente
(Clasica) (FN-BG) (BF-BG “Paraddjica”) | (BF-BG “Clasica”)

AVAO <1 cm? <1 cm? <1 cm? <1 cm?

indice AVAo <0.6 cm/m? <0.6 cm/m? <0.6 cm/m? <0.6 cm/m?

Gradiente Presion Vi-Ao | 240 mmHg <40 mmHg <40 mmHg <40 mmHg

FEVI >0<50% > 50% >50%
indice de VSi > 35 ml/m? >35 ml/m? < 35 ml/m?
Indice Cardiaco >3 |/min/m? >3 |/min/m? <3 1/min/m? <3 1/min/m?

American Journal of Medicine, Vol 130, No 3, March 2017: 253-263
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[Fisiopatologia EAo BF-BG J

Mecanismos implicados:

e Disfuncion diastdlica ventricular reduccion del volumen sistolico
v'Hipertrofia concéntrica — menor volumen de llenado
v Fibrosis miocardica — menor reserva contractil

e Disfunciodn sistolica ventricular con reduccion vol. Sistolico

« Aumento de post-carga y de impedancia valvulo-arterial —
desacoplamiento ventriculo—valvula—arteria

ile.
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H I
{Aspectos a destacar en el Diagndstico Diferencial J

Key Points

1. Low flow, low gradient AS with preserved ejection fraction is defined as (i) AVA
<1 cm?, (ii) peak velocity <4 m/s, (iii) mean pressure gradient <40 mmHg, and
(iv) normal LVEF (=50%).

2. When considering low flow, low gradient AS with preserved ejection fraction,
important to exclude:

e Measurement errors (most importantly, underestimation of LVOT area and
thus flow).

e Severe hypertension during examination.

e Inconsistency between AVA and velocity/gradient cut-offs in the range of
AVAs between 0.8 and 1.0 cm?.

e Clinically moderate AS (despite an AVA < 1.0 cm?) in a patient with small
body size.

Helmut Baumgartner et al.
ttp://dx.doi.org/10. 1016/j echo.2017.02.009 EACVI/ASE CLINICAL RECOMMENDATIONS
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Diagndstico EAo BF-BG: “Errores en la valoracion de severidad”

* Body habitus and anatomy
Related to patient * General status: postoperative, acute illness, chest disorders, COPD, etc.
* Physiology: rate, rhythm

* Operator skill and experience
®* Mistaking mitral regurgitation for AS
* Pitfalls: max velocity and mean gradient
- Highest velocity missed due to lack of use of all windows (non-parallel intercept angle)
- Over- or underestimation if spectral Doppler not traced appropriately
Pitfalls: AVA by continuity equation acquisition
- Underestimation of AVA if highest VTl or velocity not recorded
- Difficulty measuring LVOT diameter, e.g., heavy calcification, shape of LVOT
- Inaccurate PW sampling — leading to over- or underestimation
- Subaortic obstruction leading to difficulty measuring LVOT or VTI
- If patient not in sinus rhythm: 8-10 quality beats needed

Related to image R
acquisition

®* Most parameters are flow-dependent
gfzaszgsssnzietthOd ®* DVIis least flow-dependent measure of AS severity
* Low-dose dobutamine challenge may be needed to assess contractile reserve

Related to analysis ®* Inter- and intra-observer error
and interpretation * Learning curve
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[Diagnéstico EAo BF-BG: “Errores Ecocardiograficos” ]
% Concepto de bajo flujo

=B
* Medicion anillo = =B
*Medicion apropiada gradlentes

* Insuficiencia mitral W’MV\
* Hipertension arterial - ‘:\]f \D’H e [W ﬁ?‘
%FEVI 50% es normal en EA - 7IL S

% EA severa si AVA < 1cm2 | -

Heart 2010;96:1463e1468
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DIAGNOSTICO DIFERENCIAL: PSEUDO SEVERA

- ¢ Reserva contractil?

Dobutamine Stress Echocardiography

Protocol i
Atropine 0.5 mg,

repeat 0.25 q minute

gy

Dobutamine
dose
(mcg/kg/min)

5
|
(0
Time (min) —]
BP —
Echo
ECG

Philippe Pibarot, et al. J Am Coll Cardiol. 2012 Nov 6;60(19):1845-53  De Filippi CR. Am J Cardiol 1995; 75: 191-4
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DIAGNOSTICO DIFERENCIAL: Test Dobutamina

Table 4 Low dose dobutamine protocol

Starting dobutamine dose of 2.5t0 5
mcg/kg/min

Increase dose 2.5 to 5 mcg/kg/min
every 3-5 minutes
Maximum dobutamine dose of
20 mcg/kg/min
Infusion stopped when:
1) Maximum dobutamine dose reached (20 mcg/kg/min)
2) Positive result obtained

3) Heart rate rises 10-20 bpm over baseline or exceeds 100 bpm
4) Symptoms, blood pressure fall, or significant arrhythmias

Positive Result:
. An increase in effective AVA to a final valve area >1.0 cm2 suggests that stenosis is not severe [47].

. Severe stenosis is suggested by an AS jet velocity 24.0 m/s or a mean gradient > 30-40 mmHg provided
that valve area does not exceed 1.0 cm? at any flow rate [50,51].

. Absence of contractile reserve (failure to increase SV by >20%) is a predictor of a high surgical mortality

and poor long-term outcome although valve replacement may improve LV function and outcome even in this
subgroup [52].

Helmut Baumgartner et al.
ttp://dx.doi.org/10.1016/j.ech0.2017.02.009 EACVI/ASE CLINICAL RECOMMENDATIONS
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'DIAGNOSTICO DIFERENCIAL: Papel del CT / Ca++ J

Calcium Measurement Thresholds of Aortic Valve Calcification

84 year old Male
Blood pressure: 101/50
1137 VR £ 4
CAD s/p CABG
e Ischemic cardiomyopathy
‘ «..-.\ - eotocdy - Diabetes mellitus
1~ S 1 ST G 0 Hypertension
T Men NYHA class: Il
iRl 4ré Nl LVEF: 35%

Soline Curve Analysis
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°6M’:m.‘,.. '1 i1 (v.«: ) !:i. p-,o w.l' o AVA: 0.6 cmz

follow up, (yeary)

Clavel MA, JACC 2014 / Aksoy, Clin Cardiol 2013 / Pawade, Circulation CVI 2018
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Adjudication of Low-Flow, Low-Gradient

DIAGNOSTICO DIFERENCIAL: PSEUDO SEVERA Aortic Stenosis Severity

Dobutamine Stress Echocardlography and MSCT
Are Complementary, Not Competitive

Marie Arslih Clavel, DUM, D, Malippe P, DYM, B

LOW GRADIENT (LG) AS
Discordant Moderate vs. Severe Grading on rest TTE: AVA 51.0 cm?, AVAI s0.6 cm?/m? and MG <40 mm Hg

,

DETERMINE LVEF/FLOW STATUS

-

¥ -

SVI <35 mL/m SVIz3s mL/m

—_

ADJUDICATE AS SEVERITY

3

Non-Contrast C1

Low-Dose Dobutamine Stress
Echocardiography Inconclusive Aortic Valve Calcium Score

- (559 of cases) =1. 200 AU in women
dexale = g NG »4 p—
FPeak stre M( 30 mm Hg o~ 2,000 ALl in men

Peak stress AVA <1.0 cm/
Projected AVA at normal flow
rate <1.0cm

Aortic Valve Calcium Density
=300 AUJ/cm? in women
500 AUV/em? Iin men

JACC:CARDIOVASCULARIMAGING 2024:861-864
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{ El Origen

Clinical Outcome in
Asymptomatic Severe Aortic Stenosis

Insight From the New Proposed
Aovrtic Stenows Cirading Classitficationn
Patrizio Lancellottl, M1, P11 Julien Magne, PHl)* Erwvan Danal, M1, Ul Laurent D
Y ommor, MIZSE Monunm Roscn, ML Cathenne Seymunsba, M2 Rerrvard v, M1
Vr, Btelyimme Resmes, Fromees wod (Gueboe, Compads

150 P con EA Severa (AVA<1lcm?2).

Asintomaticos

¥Ergometria normal

#*FEVI >55%
*IA <2+
#*No FA
#*No EPOC

LANCELLOTTI, JACC 2012

£ 600-
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= 400+
=
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= 0-
=

p<0.001

o o
: + % 4
22(13-44) 47.5(32-74) 114(68-133) 78(66-101)
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Q Consideraciones terapéuticas |
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'RESULTADOS TAVI / Cirugia Vs Tto. Conservador |

A (lassical low-flow, low-gradient
N= (SAVR 498, TAVR 267, Conservative 478)

Comparison: other vs ‘Conservative'

Treatment  (Random Effects Model) HR  95%Cl
SAVR = | 0.46 0.38; 0.55)
TAR —%— 048 [0.37; 0.64)
l l
05 1 2
Favors [Others| Favors [Conservative)

B Paradoxical low-flow, low-gradient
N= (SAVR 236, TAVR 66, Conservative 222)

Comparison: other vs ‘Conservative'
Treatment  (Random Effects Model)] HR  95%-Cl

0.42 [0.28; 0.65]
042 [025:0.72)

05 1 2
Favors [Others| Favors [Conservative)]

c Normal-flow, low-gradient
N= (SAVR 112, TAVR 114, Conservative 260)

Comparison: other vs ‘Conservative'

Treatment  (Random Effects Model) HR  95%Cl

SAVR

TAVR -

040 [021; 0.77)
046 [0.260.84

05 1 2
Favors [Others] Favors [Conservative]

Ueyama et al. JACC Cardiovasc Interv. 2021;14(13):1481-1492.
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Tratamiento de la EAo Severa: RVAo vs No RVAo

TABLE 3 Studies That Examined the Role of AVR Among Patients With NFLG Severe AS

Patient
Recruitment Follow-Up Primary Compari and R its,
First Author Design Years mo” Outcome HR (95% C1)
Tribouilloy Retrospective 2000-2012 39 (11-69) Both All-cause AVR vs no AVR: 0.57 (0.14-2.26)
et al*” mortality
Eleid et al™’ Retrospective 2006-2011 28 + 23 279 28 209 Both All-cause AVR vs no AVR: 0.86 (0.52-1.41)
mortality
Berthelot- Prospective 2000-2012 53 &+ 36 537 392 280 Both All-cause AVR vs no AVR:
Richer mortality AVA (0.8-1.0 cm?): 0.40 (0.18-0.84)
et al" AVA (< 0.8 cm?): 0.31 (0.14-0.62)
Melis et al” Retrospective 2007-2010 25 (15-33) 76 23 44 Both All-cause AVR vs no AVR: 0.15 (0.04-0.54)
mortality
Kang et al™’ Prospective 2000-2011 59 (38-89) - - 284 Symptomatic All-cause All-cause mortality:
mortality AVR vs no AVR: 1.13 (0.55-2.35)
CV mortality CV mortality:
AVR vs no AVR: 1.22 (0.53-2.81)
Shen et al™”’ Retrospective Not reported 36 + 19 - 75 97 Both All-cause AVR vs no AVR: 0.66 (0.29-1.50)
mortality
Ozkan et al™’ Prospective 2006-201 28 + 24 - 135 125 Symptomatic All-cause AVR vs no AVR: 0.40 (0.19-0.84)
mortality
Zusman et al’ Retrospective 2012-2015 22 - - 303 Symptomatic All-cause All-cause, AVR vs no AVR:
mortality Surgical AVR: 0.55 (0.17-1.78)
CV mortality Transcatheter AVR: 0.49 (0.26-0.92)
CV mortality, AVR vs no AVR:
Transcatheter AVR: 0.30 (0.10-0.74)
Saeed et al’™” Retrospective 2010-2017 38 + 22 - - 303 Symptomatic All-cause AVR vs no AVR: 0.26 (0.16-0.42)
mortality
Tarantini et al™” Retrospective 1985-2008 42 (23-75) - 26 76 Both All-cause AVR vs no AVR: 0.32 (0.17-0.58)
mortality
Mohty et al™ Retrospective 2000-2010 55 + 36 497 99 172 Both All-cause AVR vs no AVR: 0.21 (95% C1 0.12-0.38)
mortality

JACC Cardiovasc Imaging 2024;17:926—936
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RESULTADOS TAVI: Aumento mortalidad LF-LG AS

Endpoint primario: Muerte, rehospitalizacion por IC, ACV Crctaton: o RN 4
OUTCOMES OF FOW-GRADIENT PATTERNS OF SEVERE AS IN PARTNER 2
Outcome of Flow-Gradient Patterns of Aortic Stenosis
Overall Log-Rank p Value = 0.02 After Aortic Valve Replacement
50 { —— High Gradient AS —— Classical LF-LG AS TR An Ansiysis ofthe PARTNER 2 Tria and Registry
~— Paradoxical LF-LG AS Normal Flow-LG AS CLF-LG vs HG,
40 spgo MR 1:26(95% Cl:1.09, 1.45), p=0.002
3 g? %  PLF-LGVSHG,
z % e 3189  HR:1.06 (95% ClI: 0.85, 1.33), p=0.60
1 NF-LGvs HG,
3 2 HR: 1.01 (95% Cl: 0.83, 1.23), p=0.91
g CLF-LG vs PLF-LG,
£ 101 HR: 1.18 (95% Cl: 0.92,1.52), p=0.18
CLF-LG vs NF-LG,
0 ' i ‘ HR: 1.24 (95% CI: 1.00, 1.55), p=0.05
0 4 8 12 16 20 24 PLF-LG vs NF-LG,
Nisibiar ot ek Time in Months since AVR HR: 1.05 (95% Cl: 0.79, 1.40), p=0.74
HGAS 2220 1832 1,733 1633 1563 1507 1,198 R
Gre g o w0 w0 b Wm0 W MORTALIDAD total a 2 afos
NFLG 6 280 268 255 248 236 191 HG AS Vs LF-LG AS clasica
(1) 0, —
Circ Cardiovasc Interv. 2020 Jul;13(7):e008792. 16' 8 /0 VS 2 1 '4 A) p_0°007
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[ Resultados TAVI ]

Analysis of 1,776 patients with different s of severe AS undergoing TAVR

TAVIin patients with low-flow low-gradient aortic stenosis-short-term
and long-term outcomes | dPmean < 40 mmHg ] [ dPmean = 40 mmHg |

[ EF < 50% ] EF 2 50% & '
2
Julis Steffen' 23 - Nikolas ReiBig’ - David Andreae’ - Markus Beckmann' - Magda Haum' - Julius Fischer' - \—_lsva s 35 mi/m

Hans Theiss' - Daniel Braun' - Martin Orban' - Konstantinos Rizas'* - Sebastian Sadoni” - Michael Nabauer' -
Sven Peterss’ - Jorg Hausleiter'Z - Steffen Massberg' - Simon Deseive' ©

High gradient

, 956)

Patients undergoing TAVR
for severe AS at LMU Munich rre

s s i e _
Prior aortic valve I
replacement: 75

_.: Echocardiography "
| data insufficient: 90

60
1

40
1
P

dPmean < 80 mmHg &
$Vi > 35 ml/m": 385

Study cohort: 1,776 |

/\.
| e

dPmean (mmHg)

+
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pre post pre pre post oL |
He L W)
Steffen J, et al. Clinical Research in Cardiology (2022) 111:1325-1335 v NYHAL 770 NYHAL NN NYHAI 33 NYHAN
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TAVIin patients with low-flow low-gradient aortic stenosis-short-term
and long-term outcomes

[ Resultados TAVI

Julius Steffen'2 - Nikolas ReiBig’ - David Andreae’ - Markus Beckmann' - Magda Haum' - Julius Fischer' -
Hans Theiss' - Daniel Braun' - Martin Orban' - K inos Rizas'* - Sebastian Sadoni® - Michael Nabauer' -
Sven Peterss’ - Jorg Hausleiter'? - Steffen Massberg'~ - Simon Deseive’ ©

B Adjusted hazard ratio

for 3-year mortality
[95% confidence interval]

%_

0 90 1170 days

40% 50%
J

30%
!

All-cause mortality
20%
|

10%
!

0%

Steffen J, et al. Clinical Research in Cardiology (2022) 111:1325-1335
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Steffen J, et al. Clinical Research in Cardiology (2022) 111:1325-1335
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Resultados TAVI

Cardiovascular

mortality at 3 years
[95% confidence interval]

R

O -

wn

Log-rank test: p<0.01

o 24  Hazard ratios:
2 CLFLG vs. HG: 2.88 [2.15-3.84]
B e pLFLG vs. HG: 2.08 [1.50-2.87]
C o -
o
[
=
s
g §°
=
e

?_ =

X -

o

! Ll L 1 Ll Ll Ll L 1 1 1 1 ) 1
0 %0 270 450 . 630 810 990

Number at risk:

HG 956 907 884 866 833 770 708 641 582 564 534 500 442

HG patients died from cancer more frequently

(3.9vs.2.1vs.10.5%, p<0.01).
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Table 1 Paticnt characteriaics

|
-

HG (N=95%6) LFLG (N=4T) plFLG (N=373) Total IN=1776) p value
Male sex 43 (4605 JL N 6% 166 (24.5%) 917 (S1L65) <0m
Age (years) K121773-853) 82077 4-863) 22 [TR3-s54 817 075587 0r
Body mass indet (Lg/ne’) IS8 233-294) 255 [ 2.7-288) 260 |23.8-257) X5 234-291) 019
Body surface area (m) 15117200 1911720 15]1.7-20) 1511720 LT
STS-soare 30250 S030.335) 39|21 z.a0 ixjiZiam <ol
Dishetes meliites type 2 W ARIT) 8 35.3%) 118 33.8%) SI501.2%) w2
Hyperienecn TES (R87%) N2 929%) 23(928%) 1501 (90.6% ) o0l
Smoker (xctive o past) 17401975 W3 Q45%) 21154% 331 200 <0m
Hypercholesierolomis 351 (803%) 170 141.3%) i6] (46.3%) 682 (41.8%) LIRS
Positrve faamly hestory 0% I5(78%) 6123 167 94%) an?
Chrooac Ladney doease 367 (38.25) M i624%) ITS{37.7%) 24 (26.4%) <001
Arial fibnilation 193 20.2%; 163 36.5%) I55{31.65) 511 (288%) <001
Corvaary artery dnense S0 562%) 314 (735%) 222 63.3%) W6 (62.2%) <08
Prwor M1 097(11L.2%) 119 Q66%) S134%) 6 (1535%) <00)
Price PC1 58 (293%) 195 (46.2%) 13 (323%) 566 (M 2%) <00l
Table 2 Echocantiographic charuciensicos

HG IN=956) CLFLG (N=a47) plPLG(N=37Y) Total (N=1776) p valoe
AVA (cm’) 0.7 j0.5.0x) 07 o609 07 JO6ds) 07 jn6.0x8) <00l
AVA{ (om i’y (0.4 103-04) 04)03-05) 0.4 10304) 0.4 10.3-0.4] <om
Masimum gradient (membg) THA |68 089 0] 430 [33.0-5248 450 | 39.0-56.0] 6.0 |46.0-78.0) <ol
Meon gradient (mmMg) 480 430560 000320 MO0 230-350 400128090 <bm
SV imly 680 157.0.53.0) S1LOjann.san)| S50 |S6.0.64004 SO0 (49.0-72.10) <00l
SVi (mltos™s 379315449 27.3(21.8-32.7) 208 1260-324] 24AR270-92) <001
LVEF (%) S50 {S00-58.0) 40 350-450) S50 |S30-560) S50 4505500 <om
TAPSE (oo 220118 0-250) 170140200 200 1160-230 001170230 <hm
AR grade I 96 (10.0%) TIN5 26 (7.0%) IO 002
MR 344 17 (39%) 4A92% 1540%) LATR R <
TR2.N3 2 LATRL N Y T420.2%) 236 (14.0%) <tm
RVIRA-gradient (mmHg) MS200-450) WO [ 0480) 1501270420 W0 27.0-45.0) <bm
E (cmvs) 1190 [ 106.0-136.0) HI011030-152.2) 1180 (18 0-133.0) 180 11060-1350) 067
A (s ) HOO [ WT0-1370) 1045 |8) 2-119%] H3N0)5-125.5] HaD 10381332 <0
Septal £ (cnv's) S 4Lad) 4913240 $9147.74) $2132.64) <o
Lateral £ (o) TNISAK6) 7315999] K6172-107) JAI5894) <0
LA wlustse (onl) TON (60, 7-9K 1) YAK|Te-117 0 K19 |603-111.8) RO 630 107.0] <0om
LVIDY (mmny 46]4.1-5.1) 52145-537) 4514050 4714253 <
IVSA tmm) 14(12-15) 12101-1.4) 131418 1L.3[1.2-15) <00
LVPWd (mm) 1210114 LIS a3 12100403 <om

CARDIOLOGIA

Area Sanitaria de Vigo




WLJL 1
RESULTADOS TAVI e ——— v

vi HG 438/5004 (8.84%) 2.36 (2.02-2.75) «0.001
Paradosical vs HG 438/5094 (8.84%) 276/2464 (11.55%) 1.32(1.14.1.59) — o «0.001
30
)
)
257
d

Clinical Outcomes in High-Gradient, Classical
Low-Flow, Low-Gradient, and Paradoxical
Low-Flow, Low-Gradient Aortic Stenosis
After Transcatheter Aortic Valve Implantation:
A Report From the SwissTAVI Registry

Max Wagener © MD; Owver Reuthabiuch @, MO; Ok Heg ©, PO Denea TG, MD; Envico Feran © MO,
JUrg Grinendslder @, MO: Chstoph Mubber @, MD; kgal Moarof, MO: Otvsar Muller, MD, PhO:

Fasan Nistispach, MO, PHD. Steonans Nobio @, MD; Marco Boffi @, MD; Maurgdo Taramasso, MD;
Christian Termpdn @, MD, PR Stefan Toggweler ©, MO, Pater Wenaweser, MO, Steghan Windecker @, MD|
Stetan Stortecky ©, MD, MPH; Baban Juger &, MD

C-LFLG: 19.8 %

-
(o)
1

P-LFLG: 11.5 %

_/'16; 8.8 %

o

All-Cause Death (%)

—
o

| TS PWYYE TR

o

—WWWWW
0 30 60 90 120 150 180 210 240 270 300 330 365
Days Since TAVI

Number at risk

Mgh SO0 4002 ABAT  ATIZ  ATIO 4001 AGAD  ABD0 4568 AS08 4450 4373 2901
Paradoscal LILOG o4 e 23 2270 T4 I Fal 2. s N 2070 200 100
High-gradient C- LFLG P-LFLG C-LFLG vs HG P-LFLG vs HG P vs GLALG
Adj. P- Ad). P-

N = S0 N« 13%6 N = JAGa  Ad) MR (95N C1) Ady. MR (95% C1) Ad) MR [95% C1) Ad) P value

value vale
M SO:M 121(2.4) 54 (4.0) 72(2.9) 1.36(098-1.89) 0068 1.23(092-1.64) 0.168 090 (0.63-1.30) 0.583
M ’:'" 438 (8.8) 261 (19.8) 276 (11.5) 193 (1.64-2.26) <0.001 1.35(116-1.56) <0001 0.70 (0.59-0.83) <0.001
M sv.mv 1331 (44.4) S89 (62.8) 741(52.1) 1L.70(1.54-1 88) <0.001 1.35(1.23-148) <0001 0.79(0.71-0.88) <0.001

J Am Heart Assoc. 2023;12:e029489. DOI: 10.1161/JAHA.123.029489
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RESULTADOS TAVI

CURRENT AS Registry-2: Flow Chart

Multi-center, Prospective Registry

SAVR or TAVI
al
3369 consecutive patients with severe AS F J  J—
(Sep 2018 - Dec 2020, 21 centers In Japan) =
Poak aortic jot velocity >4.0 m/s, mean aorthc pressure gradient » 40 mmMg, g ‘ o Classicsd LG
or sortic valve area « 1.0 cm? 4 } { to Parsdesical LI
* s NHG
g 9
s
z
3 »
Classical NFLG AS HG AS L
LFLG AS Fl " ' !
, Veurs ife! Bagnown
N=285 i N=220 7 N=87: N = 1986 59
—
Classical LFLG NFLG HG P value
285 (a%) 220 (1%) 872 (26m) 1986 (59%)
Age (years) 820+ 09 82501 [FRES & 81284
Male 160 (56%) 91 (4A1%) 292 (33%) THG (40%)
Diabetes mellitus 139 (49%) 70 (32%) 261 (JO%) 524 (26%W)
Coronary artery disease 185 (65%) 75 (34%) 314 (36%) 634 (32%)
Atrial fibrillation or flutter* 96 (34%) 134 (61%) 172 (20%) 363 (18%)
Creatinine level >2 mg/dl 71 (25%) 33 (15%) 105 (12%) 107 (%)
STS score (PROM), % 6.1(39.9.0) A3 (2.8.4.8) 4.3 (2.8.6.3) 4.0 (2.6-59)
Symptoms related to AS 212 (74%) 124 (56'%) 2126 (3TN 1348 (68%)

Tomohiko Taniguchi, MD Tﬁ'
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Cumulative incidence (%)

100

Primary outcome measure

Death or HF hospitalization

80

-

60

—

40

—

20 J

Classical LFLG vs HG: adjusted HR 1.91, p<0.001

- vs HG: adjusted HR 1,72, p<0.001

NFLG vs HG: adjusted HR 1.09, p=

| 66% Classical LFLG
4 51% Paradoxical LFLG

- 36%x NFLG

—131xHG

B Log-rank P<0.001
|

1 2
Years after diagnosis

3
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Primary outcome measure

100

80

Death or HF hospitalization

Initial SAVR/TAVI strategy

Log-rank P<0.001

100

80

Initial Conservative strategy

Log-rank P<0.001

Classical Classical
g o o LFLG 59% - g D 7_1%
- /1 periscitialS | > Propeong
@ — LFLG 44% ¢ ~ A
g 40 7 P Z 40 - o~ e HG 45+
P i i i NFLG 41% P ~ ” ] NFLG 35x
S 20 o ’ o’ | HG 24% 52 ’

1 2
Years after diagnosis

1 2
Years after diagnosis

Adjusted HR, (95%Cl), Reference: HG
Classical LFLG: 2.14 (1.52-2.96), P<0.001
Paradoxical LFLG; 2.03 (1.28-3.09), P=0.004
NFLG: 1.47 (1.08-1.97), P=0.02

Adjusted HR, (95%Cl), Reference: HG
Classical LFLG 1.33 (1.02-1.71), P=0.03
Paradoxical LFLG: 1.11 (0.84-1.46), P=046

NFLG 0.66 (0.54-0.81), P<0.001

e ——

Patients with paradoxical LFLG AS had similarly unfavorable outcomes as those with HG AS under conservative strategy.

Tomohiko Taniguchi, MD [ req}
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RESULTADOS TAVI Primary Outcome

' HR, 85% Cl, p value
suwlval Migh gradient

Low gradient Low gradient High gradlent
preserved impaired LVEF High gradient

Low gradient

preserved
LVEF LVEF
v
Vs 3
- Hith arxdent Low gradient
i yade HR 5% Cl. p vailoe . 1 616 1 118 preserved Low "“‘"!“"'f'. Low gradient
14 2w ;!33&"7:':“5‘."@1.'.':' n =161§ n=1, impaired LVEF

LVEF Impalred LVEF

\ « Low gradient mpared [\VEF High gradient High gradient

{ i 796 (5 0%) A45(3.4%) 47 (4 9%) 163 N1 ) Bf
' s 5 220 (0.43.0 898)
~\

h- Low gradient Low gradient - = 0,74 P =004
~ preserved LVEF impaired LYEF

k4 L. .
> - \ ‘" o
i W 1w

4 N
- - TEL: A58 ¢ oL
- -y e )
" ha

181 e /|

—_— e
1 ',‘\ ’;

( 100 il kLI
Follow-up time (days)

CRF
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RESULTADOS TAVI

3808 | 201l patients undergoing TAVI in 78 centres
3,077 patients with complete datasets
e e T
included only when indexed AVA/BSA <0.6 cm*/m?
MPG 240 mmHg MPE <40 mmHg
A 14 - - 214 patieats LYEF 40-50%
| 999
LVEF250% | LVEF <40%
l 2 - |l [ =
| 1,364 | 6110 ) 359 |
_—
o 104
32 ]
S 84
©
S
oo
+— b+
©
8 ——
4- =
2+ 1 .
_I_J-J"-J_,J_r‘ In-Hospital
0 L) L L) L} A}
0 6 12 18 24 30

30 days

TAVI for low-flow, low-gradient severe aortic stenosis with
preserved or reduced ejection fraction: a subgroup analysis
from the German Aortic Valve Registry (GARY)

Alexander Luuteny'*, MDD, Huns R. Figulla®, MDD, Helge MOlmann?, MI). Duvid Holzhey', MD

Joachim Kotting®, MSe: Andress Beckmmann', MD: Chinistof Veit!, MD: Jochen Cremer®, MDD

Karl-Hetnz Kuck™, MD; Rildiger Limge®, MD: Ralf Zaha®, MDD, Stefin Suck™, MD; Gethurd Schuder’, MD,
Thomas Wilther'', MD; Frie yersdor{™, MIY, Michael Bohm''. MD; Gerd Heusch'', MDD

Fhomus Memertz', MDY Till Neumann®™, ME; Armm Welz'', MDD, Fredneh W Mohe'. M1
Cheistian W. Hamm'. M1 on behall of the GARY Executive Board

1 Year FU

60

120 180 240 300 360

— Low-gradient AS ——Paradoxical low-gradient AS ——High-gradient AS

Eurolntervention 2014:10:850-859
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RESULTADOS TAVI

Classical LFLG Paradoxical LFLE
m‘;’oﬁ, S8 .Mcu'gmw <35 i G <40 ¥ <3S mie, NG <0
T mwfvgln“;n . —_ N=54 N=3]
N=681 Exclusion cnteria
a) Valve-in-valve TV (N=35) UNADJUSTED
» | bl Preprocedural MG <40 mmhg and
Vi 35 mim’ (IN=A0) 19+ m
¢) Fallure to achene technical success
Overall according to VARC-3 criteria (N=32) S ol
N=5T4 -
E
¥ os \ 050 4
: o N . v -: -
+ 0 oo AT 05+ . e
V=419 =9]) | =
P 1 2 3 4 5 § 1 8 % m ® 1 2 3 & 5 & 1 % % w
Time since TAVI (yoars) Time since TAVI (yoars)

Long-term survival after TAVI in low-flow, low-gradient aortic valve
stenosis

Francesco Cardatoli', MD; | uca Nat Foavino', MD, PhD; Tommaso Fabe', MDY, Glalia Masiers', MD;
Federico Arturt', MDD Andrea Panea’, MD: Andrea Berrolini', MIX Giulio Roding', MD;

Saverio Continmen', MD; Massimo Napodano', MD, PhD; Giulia Locenzont’, FhD; Dario Geegon, Phib;
Chiara Fraccaro', MD, PhD; Guaseppe Taransind'*, MD, D

All-cause mortality

-
e

Ll L) Ll L] T L] L L] L T T T T T T T T T

Eurolntervention 2024;20:1380-1389 - .
DOI: 10.4244/E13-D-24-00442 R i SRS T S A TR

3 3
\\')? AI0CAR % st @ & £, CARDIOLOGIA INTERVENCIONISTA - Lil JORNADA ACCI-SOLAC! & CARDIOLOGIA

)\/\%/z XIll CONGRESO INTERNACIONAL DE CARDIOLOGIA

Area Sanitaria de Vigo

N Acdl DE LA PREVENCION A LA INTERVENCION



1-Year Survival After TAVR of Patients n

RESU LTADOS TAVI With Low-Flow, Low-Gradient and

High-Gradient Aortic Valve Stenosis in
Matched Study Populations

Survival Curves Based on All-Cause Mortality for Patients in the Matched Study Populations HG-AS and pLFLG-AS Ulrich Fischer-Rasokat, MD, P<D,™" Matthias Renker, MD, "~ Christoph Lisbetrau, MD, PaD,
Amand van Linden, MD, * Manl Arsalan, MDD, * Maren Weferling, MD," Andreas Rolf, MD, PuD,

Mirko Doss, MD, Pel),' Helge MOlimann, MD, P<D,’ Thomas Waither, MD, PuD, - Christian W. Hatmm, MD, P,

Woon-Keun Kim, MDr
1.0
by, ~ITHG-AS
h,.‘- " pLFLG-AS
*M ~1+— HG-AS censored
8 . c = I pLFLG-AS censored TABLE § Clnicil Getcamts
— A - HO-.-
L
E 0.8+ Lodey et NEAS  URGAS ’ NE-AS AAGAS
o) n S8 (% 68) Velse (n YU (n NN Vales
1
3 | 30-cay chinical outzomes
o Owerall mortabey 459 YD 0w B2 L1IAL] NS
& Patients undergoing TAVR between January 2011 and September 2017 ' N
- 8.0+ n=2282 - hospetal mortalty 3Id4) B(ME ONSs BOON 650 Ooswm
© X L—> 72 patients with indication other than native valve aortic stenosis Cardovnculs mortaly 45N BNy o228 7060 S544) OSSN
.E —> 12 patients with access route other than TF or TA Magor strobe s Jaa) 00 320 5es) O
i without follow-up inf i
S | _JE» Opnee I’“‘”’ N —— e vascdar compiie ation 459 459 N GED M0 042
%) brciuded oply whon kelered AVASSA <0.5 e/ New pacamaner srplant NO6D W6 O MNND 1UMS 0048
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£ Seane 209 409 08 60D
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J Am Coll Cardiol Intv 2019;12:752—-63
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RESULTADOS TAVI: LF-LG AS Vs HG AS

Journal of the American Heart Association

Clinical Outcomes in High-Gradient, Classical
Low-Flow, Low-Gradient, and Paradoxical
Low-Flow, Low-Gradient Aortic Stenosis
After Transcatheter Aortic Valve Implantation:
A Report From the SwissTAVI Registry

SwissTAVI Registry
n=10284
| I
tigh ” Classical LFLG AS Paradonical LFLG AS
dpmml > 40 men g dp mean < 40 mm Hg dp mean < 40 mm Hg
N LVEF < 50% LVEF > 50%
AVA<10com* AVA <10cm’
n=1356 n=2464

J Am Heart Assoc. 2023 Jun 20;12(12):e029489.
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Patients with AVA < 1.0 ¢ with avallable SV1
c N=1518
z2 8 - Normakfow (SVD35 /] severe st st |
= .g ~— N=12%
g E 10 Patients with AVA S 1.0 ', SV S 35 i
g' & | Detween lanuary 2015 to December 2021
3 v
3¢ 3 s
=0 27 N = 102: Underwent SAYR of TAVR at cther nsttutions
< = N = 28 Confirmed preudo severe aorti stenoss
E2 o il
&= N - Patents with ow-fom
§ o p = 0,0005 m:n;“
§ - g | very LG 36.2% vs. LG 24.2% vs. HG 19.7% —
u":'. g d T T T T T T N
0 6 12 18 24 30 : )
Follow-up Time (Months) VeryLow Gragient Low Gradent Hiph Grent
Number at Risk MPGS2) mmig WMPG<) mmig MPG40mmetg
HG 193 138 114 62 32 20 W 1% N- 33 Ne 193
LG 339 207 150 67 34 22 WA | Comenatie TR | Comervative WA | Conrvatie
Very LG 130 78 43 14 7 4 Nell Ll Nl | M| R Nl
—— HG —— LG —— VerylLG

L. Chopra, et al.
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'RESULTADOS TAVI TAVI LF-LG (Vig0) | s e pacotes con sguimins: s

Estenosis Adrtica severa cldsica: 517 (86%)
Low flow low gradiente clasico: 87 (14%)
Kaplan-Meier survival estimates Mediana de seguimiento: 678 (306 —928)

o
S = S 103 pacientes (20.2%)
—
e Ty (P =0.285)
uw
P 21 pacientes (25.3%)
®
T 3B -
= o
(
o
|
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E . P log-rank test = 0.027
S
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'RESULTADOS TAVI LF-LG (Vigo) |  Fersdezmm-m

Total de pacientes con seguimiento: 445
Estenosis Adrtica severa clasica: 394 (89%)
Low flow low gradiente clasico: 51 (11%)
Mediana de seguimiento: 801 (656 — 1113)

Kaplan-Meier survival estimates

§ 3 , . 69 pacientes (20.5%)
(P =0.870)

Lo : 0

~ - 21 pacientes (21.6%)

o

®.
b o) o
(0
2
I & | Plog-ranktest=0.113
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RESULTADOS TAVI

Transcatheter Aortic Valve Replacement »n
in Patients With Low-Flow, —
Low-Gradient Aortic Stenosis

The TOPAS-TAVI Registry

§

* LVEF =40%
* AP <35 mmHg

* AVA <1.0 ¢y’
n =287

o
i

Free From Cumulative Death (%)
> O
O ©
1 1

961

M
G7.7%

©

6 12 18 24
Follow-up Months

Contractile (Flow) Resarve
tSV 220%
(459%)

No Contractile (Flow) Reserve

tSV <20%
(559%)

'_\_‘. 98.8%
95 J:;:\_ ﬂ_‘“'\_.‘_T - 0.9
70. 6% — 71.3%

64,79,

~ With Contractile Reserve

o Log Rank: p = 0.704 ~ Without Contractile Reserve

T U

01 6 12 18 24
Follow-up Months

Free From Cumulative Death (%)
2 O
© ©
L1
f

J Am Coll Cardiol 2018;71:1297-308)
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Resultados TAVI: BEV Vs SEV

100

40

Survival (%)

20

Variabile
Chronic dialysis use

Mitral regurgitation = moderate

HR 95% Cli
288 185 447

142 111 1.8

P Value
<0.001

0.0

Logrank p=0 1968

0 1 2 3 -4
Follow-up Years
SEV - BEV

OUTCOME el N s Pvalue
30-day mortality 10 (2.09%) 7 (2.76%) 0.57
Stroke 7 (1.46%) 7 (2.76%) 0.23
Atnal fibriltation 6 (1.26%) 3 (1.18%) 1.00
Permanent pacemaker 36 (7.53%) 27 (10.63%) 0.16
placement
Major vascular complication 3 (0.63%) 0 (0.00%) 0.56
Ejection fraction 46.2+ 143 47.3 £ 137 0.35
AV mean gradient 100+ 416 673+ 349 <0.001
Paravalvular leak 0.001

Mild 87 (18.95%) 70 (28.46%)

Moderate+ 7 (1.53%) 10 (4.07%)

913 patients
732 LFLG AS (14.9%)

478 balloon-expandable valve (BEV)
1.254 self-expanding valve (SEV)

100

8

Variable

3

Chronic dialysis use

Cumulative Incidence of HF readmission(%)
a 8 7 A 8 7

o

Mitral regurgitation > moderate

Balloon-Expandable vs Self-Expanding
Valves in Low-Flow, Low-Gradient Aorlic
Stenosis: Does valve type matter?

NEW YORK
VALVES

Gruvp
— nev
— — SEv

ooy M- Sampie Test Pymvw 0 4SS

HR 95% CI p-value
164 127 213 <0001
191 .11 328 002

2 3 R 5

Follow-up Years
__Patients-at-Risk
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'RESULTADOS TAVI

L. Chopra, et al.

Low Gradient

51 %

Very Low
Gradient

20 %

High Gradient
pA

Higher comorbidities

e Older age

e Coronary artery disease
e History of PCI

e Myocardial Infarction

e Chronic kidney disease
e Atrial fibrillation

e Higher STS score

Extensive Cardiac Damage
e Low LV ejection fraction
e Low SVI

e Large LV diameter

e > Moderate TR

e > Moderate VIR
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Guias Clinicas 2025

Intervention Is recommended In symptomatic patients with severe, high-gradient AS [mean gradient 240 maHg, V.. 240 mis
AVA 10 cm? (or 06 cmiim® BSA)) 19447141

Intervention i recommendead in symptomatic patients with low-flow (SVi €35 mLim?), low-gradient (<40 mmHg) AS with reduced LVEF
(<50%) after carcful confirmation that AS s sovere, "1 3447

Intervention should be considered in symptomatic patients with low-llow (SVi £35 mLim?), low-gradient (<40 mmhg) AS with normal
LVEF (250%) after careful confirmation that AS is sevpre © *1148HRA74m

Intervention is recommended In asymptomatic paternts with severe AS and LVEF <50% without another cause.
Imervention should be considered in asymptomatic patients (confirmed by a normal exercee test, If feasbie) with severe, hgh-gradient AS
and LVEF 250% a5 an alternative to close active surveillance, if the procedural rigk i low, 04126724

Intervention should be consid patients with severe AS and LVEF 250 if the procedural sk i low and one of the

following parameters is present:
o Very severe AS (mean gradient 260 mmHyg or V., >50 mjy) |36 a s

AER LTS

4
od In asymgs

+ Severe vaive calcification (ideally assessed by CCT) and Vi, progression 203 mig/year, 74124 Hla

* Markedly clevatod BNP/NT-proBNP levels (more than three times age- and sex-corrected normal range, confirmed on repeated
measuremernt without other explanation) *’#¢*

* LVEF <55% without another cauge. /#4149

Intervention should be considered In asymptomatic patents with severe AS and a sustained fall in BP (>20 mmMg) during exercise testing Ha

Mode of intervention

It & recommended that AV interventions are performed in Heart Valve Centres that report thor local expertise and outcome data. have
on-site interventional cardiology and cardiac surgical programmes, and a structured collaborative Heart Team

It 15 recommended that the mode of Intervention is based on Hoart Team assessment of indwdual clincal. anatomical, and procedural
characterstics, mcorporating Metine management consderations and estenated life expectancy

TAVI s recommended In patients 270 years of age with tricuspid AV stencuis, If the anatomy Is sultable * %% I77aensanam

SAVR & recommended in patients <70 years of age, f the surgical nsk iy low * /1474

SAVR or TAVI are recommended foe all remaining candidates for an aortic BHV according to Heart Team assessment * 4™ /W7o g
Nontransfemoral TAVI should be considered in patients who are unsustabie for surgery and transfemoral access, '’/ 414" Ma
TAVI may be considered for the treatment of severe BAV stenosts in patients at increased surgical risk, f the anatomy s
mb't‘n AJ1aMav

Balloon sortic valvotomy may be considered as a bridpe to SAVR or TAVI in haemodynamically unstable patients, and (If faasible) In those

with severe AS who require urgent high-risk NCS.
i‘:(o"asow o, .’: /\/\%[
W oy -

[Py oty

Xlll CONGRESO INTERNACIONAL DE CARDIOLOGIA
CARDIOLOGIA INTERVENCIONISTA - LIl JORNADA ACCI-SOLACI

- DE LA PREVENCION A LA INTERVENCION

Level®

@ E S C European Heart journal (2025) 00, 1-102

European Society wtps/idoiorg/ 10,1093 /ewrheartjlehaf194
of Cardinlogy

ESC GUIDELINES

7

Favours SAVH Favours 1/AV!
{ - <70 years Age =70 years
tile annulus or LVOT calcification « Transfemoral access sultable for TAVI
d aortic valve Anatomic = Porcelain aorta
s dimensions unsultable for TAVI features « Intact coronary artery bypass grafts
of coronary obstruction » Severe chest deformity or scollosis
ar relevant primary VHD « Comorbidities or cardiac conditions
mplex CAD Concomitant Iincreasing surgical risk i
e root or ascending aortic aneurysm  conditions® * Frailty
al hypertrophy requiring myectomy = Sequelae of chest radiation Ll
Lifetime management®
Anticipate repeat procedure options and risks, when selecting modality and valve type at Index procedure
Redo SAVR: risk of redo surgery
SAVR after TAVIL: increased risk associated with THV explantation
Valve-in-valve TAVI: risk of coronary obstruction, Impalred coronary access, prosthesis—patient mismatch

@ Eesc @ceaCTS
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{Mensajes finales J

v En pacientes con EAo de bajo flujo y bajo gradiente con FEVI reducida, la
ecocardiografia de estrés con dobutamina (ESD) puede ayudar a distinguir entre EAo
pseudo-grave y una EAo grave real en presencia de reserva de flujo (aumento del
volumen sistélico 220%).

v'La puntuacion de calcio Valvular Adrtico mediante CT estd facilmente disponible y
proporciona informaciéon complementaria importante en pacientes con EAo de bajo
flujo y bajo gradiente, ya que se correlaciona con la gravedad hemodinamica, la
progresion y los resultados clinicos. Valores de >2000 unidades Agatston (UA) en
hombres y >1200 UA en mujeres indican EA grave con alta sensibilidad y especificidad
(~85%).

v'La mediciéon de NT-PRO<BNP puede ayudarnos a sentar las bases de la necesidad
terapéutica.
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{Mensajes finales J

v’ La EA paraddjica de bajo gradiente a pesar de la funcion ventricular izquierda (VI)
preservada se presenta en el 20,8% de los pacientes sometidos a TAVI, y es incluso
mas frecuente que una EA de bajo gradiente con deterioro de la funcion
ventricular izquierda (11,7%).

v’ Las tasas de mortalidad y complicaciones precoces y al afio tras TAVI para la EA de
bajo gradiente paraddjica son bajas y comparables a las de |a EA de alto gradiente.

v’ Por el contrario, la TAVI para la EA de bajo gradiente y deterioro de la funcion
ventricular izquierda se asocia con una mortalidad al ano y una tasa de MACCE
significativamente mayores.

v El prondstico en estos diferentes grupos de EAo estd muy relacionado con las
caracteristicas basales y comorbilidades de los mismos.
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v El reemplazo Valvular Ao. reduce la mortalidad en pacientes con EAo de cualquier tipo
Vs el Tto. Conservador

v’ Los pacientes con EAo de BG-FN parecen tener un mayor riesgo de re-hospitalizacidn
por insuficiencia cardiaca al ano, en comparacion con los pacientes con EA HG.

v Un gradiente bajo parece correlacionarse con peores resultados en comparacién con
EA HG. Especialmente por debajo de 20 mmHg.

v Es importante incorporar patrones de gradiente de flujo en la evaluacién de los
candidatos a TAVR, y uso de multimodalidad de DG por imagen (ECO, CT), y NT-
proBNP para sentar la indicacion y el momento adecuado de |a terapéutica.
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{ Mensajes finales ]

e High-gradient AS [mean gradient 240 mmHg, Vmax >4.0 m/s, AVA <1 cm2 (or <0.6 cm?2
/m2 )] is considered severe irrespective of LV function and flow conditions.

Discordant criteria:

e Low-flow, low-gradient AS with reduced LVEF (mean gradient 35 mL/m2 , LVEF >50%).
e Discordant high-gradient AS (mean gradient 240 mmHg, AVA >1 cm?2 ).

Patients with discordant normal-flow, low-gradient AS usually have moderate stenosis.293—-295

Discordant high-gradient AS (mean gradient 240 mmHg, AVA >1 cm?2 ) is considered severe if not caused by a
reversible high-flow status.296—298

In patients with low-flow, low-gradient AS with reduced LVEF, dobutamine stress echocardiography (DSE) can help to
discriminate between pseudo-severe and true severe AS in the presence of flow reserve (increase in stroke volume of
>20%).289,299

Cardiac computed tomography calcium AV scoring is readily available and provides important adjunctive information
in patients with low-flow, low-gradient AS because it correlates with haemodynamic severity, progression, and
clinical outcomes.300,301

Values of >2000 Agatston units (AU) in men and >1200 AU in women indicate severe AS with high sensitivity and
specificity (~85%).302,303 While higher thresholds (men >3000 AU, women >1600 AU) are very specific, severe AS
becomes unlikely in patients with calcium AV scoring of
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Estenosis aortica: cuando intervenir y como elegir entre TAVl y SAVR

Pacientes sintomaticos con estenosis aortica grave de alto gradiente (gradiente medio =40

mmHg, Vmax 24,0 m/s, area valvular £1,0 cm? 0 <0,6 cm*/m?) deben ser intervenidos. También se recomienda
recomienda intervenir en bajo flujo-bajo gradiente (SVi <35 mL/m?) con FEVI <560%, tras confirmar severidad;
severidad; con FEVI250%, la intervencion “deberia considerarse” si se confirma AS grave.

Pacientes asintomaticos: se recomienda intervenir si FEVI <60% sin otra causa. Ademas, deberia
considerarse intervenir (como alternativa a vigilancia activa estrecha) cuando el riesgo procedimental sea
bajo y exista AS de muy alta gravedad (gradiente 260 mmHg o Vmax >5,0 m/s), calcificacion severa con

con progresion 20,3 m/s/aio, biomarcadores muy elevados (BNP/NT-proBNP >3x del limite ajustado por

por edad/sexo, confirmados) o FEVI <55% sin otra causa. Estas recomendaciones refinan el manejo de
asintomaticos con riesgo anatomico o biologico alto.

Eleccion del modo de intervencion: |a figura 9 resume factores clinicos, anatomicos y de manejo a lo largo de
de lavida. En general, TAVI es el tratamiento de eleccion en 270 anos con valvula tricuspide y anatomia
adecuada por acceso transfemoral; SAVR es preferible si <70 aios con bajo riesgo quirurgico. Para el resto de
de candidatos a bioproétesis, el Heart Team seleccionara TAVI o SAVR segun riesgo, anatomia, expectativas de
durabilidad y preferencias del paciente. La TAVI no transfemoral debe considerarse cuando no son factibles
cirugia ni acceso transfemoral. En valvula bicuspide, TAVI puede considerarse si el riesgo quirurgico es mayor
mayor y la anatomia es adecuada.

%
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DIAGNOSTICO DIFERENCIAL: PSEUDO SEVERA

TABLE 2 Studies That Examined the Natural History of NFLG Severe AS

HG LFLG NFLG
Enrollment Follow-Up, Severe Severe Severe Moderate Symptomatic Primary
First Author Design Year Mo* AS, n AS. n AS, n AS. n Status Outcome” Comparisons and Results’
Jander Prospective 1985-2008 46 + 14 - 223 212 184 None CV mortality NFLG vs LFLG: 1.07 (0.56-2.04)
et al’™” NFLG vs MAS: 1.57 (0.85-2.92)
Mehrotra Retrospective 2008 36 - 38 75 70 Both All-cause NFLGVSLFLG: 21% vs 42%:; P = 0.01
etal” (Jan-Dec) mortality NFLG vs MAS: 21% vs 15%; P - 0.49
Chadha Retrospective 2000-2015 41 (20-70) 1,055 - 154 366 Both All-cause NFLG vs MAS: 1.13 (0.82-1.56)
et al”’ mortality
Tribouilloy  Retrospective 2000-2012 39 (11-69) 247 57 85 420 Both All-cause NFLG vs HG: 0.94 (0.65-1.38)
et al*” mortality NFLG vs LFLG: 1.13 (0.69-1.86)
NFLG vs MAS: 1.06 (0.66-1.71)
Eleid et al'' Retrospective 2006-20M 28 + 23 279 28 209 - Both All-cause NFLG vs HG: 0.54 (0.39-0.76)
mortality LFLG vs NFLG: 3.23 (2.09-4,98)
Melis et al*” Retrospective 2007-2010 25 (15-33) 76 23 REY - Both All-cause NFLG vs HG: 0.67 (0.41-1.10)
mortality NFLG vs LFLG: 1.57 (0.63-3.90)
Maesetal’’ Prospective 2000-2010 28 (3-140) 144 ns 90 - Both All-cause NFLG vs HG: 0.76 (0.61-0.95)
mortality NFLG vs LFLG: 0.91 (0.59-1.40)
Lancellotti Prospective 2012 27 £ 12 93 n 46 - None CV mortality NFLG vs HG: 0.29 (0.15-0.56)
et al** LFLG vs NFLG: 4.18 (2.02-8.65)
Maor et al*” Retrospective 2004-2012 35 4+ 26 - no 299 - Both All-cause NFLG vs LFLG: 1.31 (0.87-1.97)
mortality
Snir et al'" Retrospective 2000-2019 88 + 45 5,601 1.750 991 - Both All-cause NFLG vs HG: 0.94 (0.85-1.03)
mortality NFLG vs HG: 0.82 (0.71-0.94)
CV mortality
Yamashita Retrospective 2008-2012 5 (1-58) 154 19 61 151 Both All-cause NFLG vs HG: 1.41 (0.50-3.97)
et al*’ mortality NFLG vs MAS: 0.58 (0.09-2.43)
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'DIAGNOSTICO DIFERENCIAL: PSEUDO SEVERA |

EAo BF-BG clasica
\\ LVEF < 40% D i
AP <40
EOA<1.0 b’

FEVI<50% + VSi <35 ml/m?
( Dobutamine Stress Echoj
1

T SV < 20%

(EOA pyo < 1.0-1.2)F

|AP <40 & EOA>12" < ~(CT Ca > 1650)

(EOAg,, > 1.0-1.2) 4

(CT Ca < 1650) Q‘V w /\Yes
: /(mo-s.vonAs_]

( Pseudo-Severe AS |

v
AP>40" & EOA<1.2"
(EOCA,,, <1.0-1.2) '«
(C‘I'Pgl>1660)

(TrusSevere AS )
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Clasificacion EAO

AVA <1.0 cm? or AVA index <0.6 cm¥/m?
low flow: SV1 <35 mU/m?. €1 <3.0 Umin/m? | normtal flow: SVI >35 mU/m?. €1 >3.0 Umin/m?

02D

NF HG AS
PGmean =40 mmHg
LVEF = or <50%

NF LG AS

PGmean <40 mmHg
AVA mostly 0.8-1.0 cm?
LVEF 250%

“paradoxical”

LF LG AS

PGmean <40 mmHg
LVEF 250%

classical LF LG AS
PGmean <40 mmHg
LVEF <40%

normal flow

high gradiont

normal or reduced LVEF
majority of patients

normal flow
low gradient
preserved EF
AVA - PG discordance may be due to
~ underestimation of LVOT arena and flow
~ amall BSA
inconsistency of cut-offs for AVA and PG
» mostly NON-sovere AS

low flow
low gradiont

reserved EF

xclude reasons for AVA - PG discotdance
(see above)
small LV cavity, LVH
reduced LV longitudinal function
myocardial ibrosis
art. hypertension, older age, female
worse prognosis (compared to NF HG AS)

law flow

low gradient

reduced EF

onlarged LV

impaired myocardial contractility
worst prognosis

/BN
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treatment and prognosis

Eivasiom af Aahly Comeominnd oo’ Btvvidar vy Evsean

fer: Muevoider, CGermam

Exgwirnmons af Ca

Low flow, low gradient severe aortic stenosis: diagnosis,

Stelisn Orwad, MDY, Gemit Kaleschke, MD: Gregoe Kerckholl, M1, Robent Radke, MDD, Helmsit Batsngrtoer, MD

Carefully exclude:
~ moasurament errors

(in particular underestimation
of LVOT area and flow rate)

Y

AVR/TAVI in
sympt. patients

Consider AVR in
low-risk

nts with risk
factors

> |mullcalﬂmm|

AVR/TAVI should
be considered

- small BSA
~ gonsider inconsist ol
cut-offs for AVA and
CT-Ca >1,650
DSE? (needs to be valldated)
truo severe AS
PGmean >40 mmHg and AVA <1.2 em? AVR/TAVI should
flow reserve " | AVAprO} <1.0-1,2 ::'gv’ =
1SV 220% CI-Ca > 1,650
TN [
under peu utamine infusion:
PGmean <30-40 mmHg and AVA >1.0-1.2 cm? [ medical therapy |
no flow ressrve or TAVA 0.3 cm?; or AVApro) >1.0-1.2 cm*
1SV <20% Q C1-Ca <1650
truo severe AS ‘
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{CIasificacién EAO J

aortic stenosis

HG LFLG
°lo Ly,
\_\]EF 450 EF) 50%
classic paradoxical

‘“\'\g 0,5\ : |
m .
: T E - Measurement mistakes/confounders?
0‘3?" ES
g o - Patient normotensive?
- )
i 7%
true severe o<
=< no flow TEE or MDCT
7 reserve ‘/\
o
pseudo-severe l true severe pseudo-severe

MDCT?
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{CIasificacién EAO

Group 1
“Normal flow, high gradient”
EOAIi <0.6 cm?/m?
SVi=35 ml/m?
Mean gradient =40 mmHg

Group 2
“Normal flow, low gradient”
EOAIi < 0.6 cm*/m?
SVi=35ml/m?
Mean gradient < 40 mmHg

Group 3
“Low flow, high gradient”
EOAIi <0.6 cm?/m?
SVi <35 ml/m?
Mean gradient > 40 mmHg

Group 4
“Low flow, low gradient”
EOAIi < 0.6 cm?*/m?
SVi< 35 ml/m?
Mean gradient < 40 mmHg
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'DIAGNOSTICO DIFERENCIAL: PSEUDO SEVERA

EAo BF-BG paraddjica
FEVI>50% + VSi <35 ml/m? . d Q
EAo Flujo N-BG paraddjica Noncontrast CT cutofts
FEVI>50% + VSi >35 ml/m? 2020ACC/AHA ___ |>2000 >1300
Non contrast CT >3000 (high
>1600 (high likel
Valve Ca Score 2021ESC likely) pisic :u :(ge l y)' y)
>2000 (likely)
Computed Tomography . L
Aortic Valve Calcium Contrast CT cutoffs
Scoring
(CT AVC) Our cohort >1850 >1430
‘s’\?f‘ﬁffafﬂ?y‘s g}@t@l.@ ) io Q’magimg"m%%k‘%w&"w .
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[DIAGN()STICO DIFERENCIAL: PSEUDO SEVERA ]

I (Stages: 5; 10 15; 20ug/kg/min) ‘
X

s &
MG 40 mmiig MG=40 mmii
MG=40 mmte | L.no\w\cu.o_a-.- | And AVA>1.0 em?

Projected AVA<1.0 cm?
NIVOR
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Guias Clinicas 2021

Intervention is indicated in’

Severe, high-gradient ortic stenosis
{mean gradimnt 240 mmHa, peak velocty
24.0 m/s, and valve area <1.0 cr?

{or 0.6 crm/m))

Patient-centred evaluation Key considerations’
for intervention’

Lifetime

Clinical svaluation, bioemarknen, Arwes

Severe aortic stenosis an li -
” NSO dsySto e mmbw innting o sepmpbornatic patinnts management

LV dysfunction (LVEF <50%) without
another cause.

“ . wmmiversson thoold he camfully

consdured by the Meart Yeum for all patents

Severe low-flow (5Vi <35 mU/m?),
low-gradient (<40 mmHg) aortic
stenosis with reduced ejection
fraction (<50%), AND evidence of
flow (contracuie) reserve.

Choice of intervention’

Patients < 75 years at
low-risk for SAVR
{STS-PROM/
EurcSCORE Il < 4%)
OR
Unsuitable for TF TAVI

AND operable ‘
-]

§ o = Echacardiography » g for indivchisl sg# and mtmated
§ Aatialogy, lesion and (T7E wnd TOE), CCT Ve b, sk
Severe aortic stenosis AND . = Integative echocandogispby. CCT
LR stress tovt
B demonstrable symptoms on E Shvarky e Vi 3 A\ Early
exercise testing. E intervention
TGRS Agefsanmated life expectancy, sex,
£ Life expactancy and i A T ROt Severy Sortic siuriak b
[} < Y, comar aes
md* 3 DHamal pragnoti dnd sarly intarvanmaon

shongly recommended » R patians”

Avallabllty and erpacted sutcomes
of a gtéan intersention at a glven

contre
Patient
Operative rek, comarbidmies 89?\ : P
P informed-decision
ks of progression in
symptnmatic patents Thw Hoant Team incemmemrdation shuuld

b iecussed mith the putie

Miabe e inlnemed trealmen

midividual anatarmical and

Heart Team evaluation

procedun fwcton

Patients 2 75 years

OR Y
ALL Unsuitable/High risk =5 & - AL 2 Heart Valve
th s - for SAVR (STS-PROM/ : ' et s i “! Centre concept
other patients EuroSCORE Il > 8% : ’ “The frain purgrass af HewT Valve Cattires
AND - w coittiam iof wawBanrs w it e aatimant

26 VHD i 10 duliounr optimat aualny of care

E Suitable for TF TAVI m with & petient catitred agpicech

TAVI*
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DIAGNOSTICO DIFERENCIAL: PSEUDO SEVERA

[ LOW GRADIENT AORTIC STENOSIS ]
|

| Impaired Ejection fraction || Preserved Ejection fraction |
1

]

£ , :
E110LOGY 1 Low Flow l |L\cu1|{;l_ l",',",\,‘,,,)

{ Preserved l:.'j:cc_lion fraction ]

Dobutamine Stress Echocardiography
Stress aortic valvular arca and Stress mean Gradient
(AVA<lem?® and MG>40mmHyg)
Projected aortic valve arca

Multidetector € 'm;puled Tomography
Aortic valve calcification
(men: ANCZ22000A 0 women: ANC >1200A0)

Surgical aortic l

valve replacement valve replacement

Transcatheter aortic .

(<lem?)
l F
Severe AS Non-severe AS
| |
¥ v {
Symptoms or impaired LV function No symptoms Highly
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DIAGNOSTICO DIFERENCIAL: PSEUDO SEVERA

-------

Management of severe LFLG AS with reduced left ventricle ejection fraction (LVEF<50%)

omMT

AVR gives significatively better long-term

outcomes than OMT alone

AVR vs OMT

AVR

In the setting of LFLG AS, AVR has a not negligible

perioperative mortality risk, significatively higher than in

severe AS with preserved ejection fraction

OMT should be reserved to:

- Complex patients at very high perioperative risk and low life expectancy

- Patients with features suggesting low benefits from AVR (AVA proj>1lcm2,
FLR<200 ml rather than the lack of FR at DSE)

Perioperative risk

TAVI is a safer option
especially in patients at high
surgical risk

SAVR

TAVI

Fig.2 Proposed algorithm for the management of severe low-
flow low-gradient aortic stenosis. Abbreviations: AVR aortic valve
replacement, AVAproj: projected aortic valve area: DSE: dobutamine
stress echocardiography; FLR: transaortic flow rate at rest; FR: func-

SAVR vs TAVI

Long-term outcome

Long term results of TAVI are still
inadequate. SAVR gives a better
guarantee of longevity

TAVI
SAVR

) Xill CONGRESO INTERNACIONAL DE CARDIOLOGIA
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maker implantation; PVL.:
valve repair: TAVI: transcatheter aortic valve repair

I Procedural complications

In the setting of an already impaired LVEF, postprocedural
PVL or the need of PPl can be detrimental. These
complications are more common after TAVI than SAVR and

risk factors have to be carefully evaluated.

TAVI
SAVR

tional reserve: OMT: optimal medical therapy: PPIL: permanent pace-
paravalvular leak; SAVR: surgical aortic
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Conceptos

Definition

Valve hemodynamics

Valve anatomy

LV involvement Symptoms

Symptomatic severe
low-flow, low-gradient
AS with reduced LVEF

Symptomatic severe
low-gradient AS with
normal LVEF or low-flow

low-gradient AS with

preserved LVEF

Severe leaflet calcification « AVA < 1.0 cm? with resting aorticV_
with severely reduced leaflet < 4 m/s or mean AP

motion

< 40 mm Hg

» Dobutamine stress echocardiography
shows AVA < 1.0cm?withV__

> 4 m/s at any flow rate

Severe leaflet calcification * AVA < 1.0 cm?® with aorticV_
with severely reduced leaflet < 4 m/s or mean AP

motion < 40 mm Hg (indexed AVA

< 0.6 cm?*/m?) and

» Stroke volume index

< 35

2 39 mU/m?

* Measured when patient is
normotensive (systolic [BP]
< 140 mm Hg)

- LV = left ventricular:

VEF = left ventricular

« Heart failure
* Angina

» Syncope or presyncope

LVEF = 50% « Heart failure

D
>
-
D
=
W1}

Increased LV relative

wall thickness

LY ~ i . vhcope O C\ - e
(LV hypertrophy) Syncope or presyncop

Small LV chamber with low

stroke volume

LV diastolic dysfunction

ejection fraction; VHD = valvul

CARDIOLOGIA INTERVENCIONISTA - LILIORNADA ACCH-SOLACI
DE LA PREVENCION A LA INTERVENCION
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Patients with severe AS?

l | I

®
N > Symptoms®  © o S T
[ Low procedural risk
[ f
LVEF <50% without another cause C & 2 ?
T Intervention
? (Class lla)
Presence of one or more of the following: “lose active surveillance®
« High-gradient AS "

- Severe valve calcification® and V. progression >0.3 m/s/year
- Elevated BNP or NT-proBNP levels attributable to ASd

« LVEF <55% attributable to AS

« Exercise test with sustained fall in BP >20 mmHg { p!

> - i Patients >70 years
. All remaining 5 : :
T T e e, anddmetor  Mhanaud
P a bioprosthesis if anatomy is suitable

I | -

Low procedural risk
? 9

b @Esc @EACTS-

A
\\')g' A-.SC@ ESC European Heart joumal (2025} 00, 1-102 ESC GUIDELINES ' & CARDIOLOGIA

European Society ptps//doiorg 10,1093 /eurheartjiehal 194

of Cardiology Area Sanitaria de Vigo




Patient with suspected AS

}

Vmax =4 m/s and mean PG =40 mmHg
7 7

? T

AVA <1 cm?
( (AVAi 0.6 cm¥/m?)

[ )

Exclude measurement errors?@

| !

AVA <1 cm? o—i
(AVAIi 0.6 cm?/m?) ~ )

Reversible
(°  SVis35mUm? high flow? —®& )

i [
v U

Normal flow T

low-gradient AS
: Reassess under
(severe AS less likely)© normal flow

LVEF 250%

o )

European Heart journal (2025) 00, 1-102 ESC GUIDELINES

A
W7 @esc
\v - gr&egagxielv hitps/dotorg/ 10,1093 /eurheartjlehaf 194

AVCS

>1200 AU (female)
>2000 AU (male)

{=
@

DSE with flow reserved and AVA <1 cm?
and/ort
AVCS >1200 AU (female) >2000 AU (male)

|

DSE with flow reserved
and AVA>1 cm?

' & CARDIOLOGIA
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{DIAGN()STICO DIFERENCIAL: PSEUDO SEVERA J

CENTRAL ILLUSTRATION Guideline Recommendations for Diagnosis and Management of AS
With Different Gradient and Flow Patterns

- AVA =1 cm? EACVI/ASE ACC/AHA ESC/EACTS
AVAIi 0.6 cm2/m?2 (2017) (2020) (2021)

Severe AS, Severe AS,

High Gradient consider AVR consider AVR
Low Gradient 1. Rule out pseudosevere AS with dobutamine stress echocardiography.

Low Flow 2. Rule out measurement errors.

Low EF 3. Aortic valve calcium score by MDCT.

Logﬁr:&l\:nt 1. Rule out measurement errors.

Normal EF 2. Aortic valve calcium score by MDCT.
Low Gradient Usually moderate

Normal Flow AS; can consider Not discussed
Normal EF supportive data
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RESULTADOS TAVI et i et 1

Low-Gradient Aortic Stenosis
The TOPAS-TAVI Registry

Maonrigue Barboss Ribeiro, MD, PaD, Stamathos Lavakis, MD," Martioe CGilard, MD, fal, 1odo L Cavalcante, MD,
TABLE T Clinical, M“lmmh“. and Procedural TABRLE ' Continued Wal Makkar, MDD Howard €. Herrmann, MDD, Stephan Windecker, MD,° Maurios Entigues-Satano, MD,
Aslint N, Chewasia, MEL Latks Noosbsbin: Fravoo, MEL Pul) Sgmes o Ansat - Santos, MDD, M),
Characteristics of the Study Population (N - 287) Procedural variables Antonio | Hul:(u Garcie, MD, D, Bruno Garcla det lll.u.bun MY Alan Zajacian, MDD John C Lisko, MD,
Salim Hlayek, MD" Vansilis Babaliaron, MUY, Florent Le Ven, MEL Thomas O, Ghenson, MDD Tamm Chakinvarty, MD,
N'JC- yrs 80 +7 Procedural success” 251 (87~5) Wilsom Y, Sueto, MDD Marke Anmick Clsvel, DVM, Pl At de Aguating MD, Paiy Vicong Serra, MDD,
M‘lo 207 (72_“ Prosthesis !YW John T, Setuiosdios, MDD, Abdellasis Dahou, MDD, D, sl Purl, MBBS, M Emibie Pelletion Deaumoant, M5
Melanie COte, MS " Phllippe Mbarat, DVYM, P, losep Rodes Cabau, MDY
Body mass index, kg/m* 26 (23-30) Sapien 118 (41.1)
NYHA functional class I11-1V 241 (84.0) Saplen XT 87 (30.3)
Hypertension 239 (83.3) Saplen 3 24 (B.4)
Diabetes mellitus 121 (42.2) CoreVal: 48 (16.7)
Coranary artery disease 218 (76.0) 5::“: ;:‘ 2000 Baseline Delta
Prior myocardial infarction 107 (37.3) Others (P IrectF | ' Echocardiography Dobutamine Mean
. ers (Portico, Lotus, DirectFlow) 507 (n - 234) (n - 234) (95% C1) p Value
Prior PCI 130 (45.3) Prosthesis size, mm
Prior CABG 15 (40.1) 20 1(0.3) Median dobutamine peak - 14 (M-17) - -
History of atrial fibrillation 139 (48.4) 23 50 (17.4) dose, ug/kg/min
Cerebrovascular disease 54 (18.8) 26 126 (43.9) Left ventricular ejection fraction, % 295 + 9.1 36.8 +123 73 (5.9-8.7) <0.001
Paripheral vascular dissase 88 (30.7) 27 2(07) Mean aortic gradient, mm Hg 245463 3674107 121(10.8-134) <0.001
COPD 103 (35.9)
- Bha Aortic valve area, cm? 077+ 021 0.81+026 0.04(0.01-0.08) 0.02
Hemoglobin levels, g/dl N9 1.7 31 17 (5.9}
SGFR. mljiminiin? 55.1/(40.3:60.0) Aok Stroke volume, ml 534 £153 626 +£191 10.0(7.9121) <0.001
CKD (eGFR <60 ml/min/m’) 156 (54.4) Transfemoral 198 (69.0) Stroke volume index, ml/m? 290+£79 338+ 98 53(4.2-6.4) <0.001
EuroSCORE 2, % 10.5 (5,5-17.3) Transapical 59 (20.6) Increase in stroke volume, % = 17 (14-35) == -
STS-PROM, % 7.7 (53-12.0) Transaortic 16 (5.6) :
Contractile reserve - 86/193 (44.6 - -
Echocardiographic varables Trans-subclavian 1{3.8) HOaY )
LVEF, % 301 + 97 Transcaval 30.0) Moderate/severe mitral 95/229 (41.5) 39/151 (25.8) - -
Mean aortic gradient, mm Hg 254 + 66 Post-ditation 50 (17.4) regurgitation
Peak sortic gradient, mm Hg 43.0 £+ 105
Aortic valve area, em? 076 + 0.20 Vatues are mean + 50, n (%), or median (nterguactie range). *Following VARC-2
wipsobind i nem ‘"::"‘ a:l eguignation, CASG - coronwy atery Uypass graft, CKD - dwonk
i regun oy Qran, b
Moderate-severe MR 100 (34.8) Mdrey disease, COPD ~ dworic clstructive pulmonary divease; oGFR - estmated
Stroke volume, ml 544 + 157 glomerular filtraton rate; I0R ~ weerguartle rnge; LVEF « left ventnodar epection
fraction, MR~ mitral reguegitation; NYMA — New Yok Heart Adsociationy
Stroke volume index, mi/m? 297 £ 8.3 PO~ percutanecus coronary ertervention; STS-PROM -« Society of Thoradc Surgeors
Pulmonary systolic artery pressure, mm Hg 466 + 146 Precicted Rk of Martalty,
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RESULTADOS

TAVI

30-day outcomes
All stroke
Disabling stroke
Nondisabling stroke
Myocardial infarction
Major vascular complications
Major or life-threatening bleeding
Need for 3 second valve
Need for hemodynamic support
Coronary obstruction
Annulus rupture
Cardiac tamponade
Conversion to open-heart surgery
Permanent pacemaker implantation
Death
Hospitalization length, days
Echocardiography post-procedure
LVEF, %
Mean aortic gradient, mm Hg
Peak aortic gradient, mm Hg
Aortic valve area, cm”
Moderate-severe AR
Moderate-severe MR
Stroke volume, ml
Stroke volume index, ml/m’
Pulmonary systolic artery pressure, mm Hg

TASLE 3 30-Day Clinical and Echocardiographic Outcomes (N - 287)

6 (2.1)
30.0)
3(1.0)
4(1.4)
13 (4.5)
19 (6.6)
10 (3.5)
17 (5.9)
1(0.3)
1(0.3)
1(0.3)
3(10)
12(4.2)
1 (3.8)
6 (3-8)

355+ 118
88 =38
164 72
1.71 £ 0.56
23 (8.2)
89 (31.9)
60.9 £ 19.1
329 = 101
440 + 131

2 !

Frwwe Trom Comulitive Dsath and
Rehongotalieation 100 Meart Fadiure (W)

Froe from Cumulative Death (%)

Froe from Cumulative Cardine Duath (%)
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Transcatheter Aortic Valve Replacement )
in Patients With Low-Flow,

Low-Gradient Aortic Stenosis

The TOPAS-TAVI Registry

100

£
=
E 850 - "%
® .
E 650 4 64.7%
-
=
g A0 4
v
E
g )
¥ Log Rank:p = 0.704
-
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100
— . E8.7%
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1
! Leg Rank; p » 0995
n
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RESULTADOS TAVI

TABLE 5 Predictors of Clinical Outcomes After TAVR (Univariable and Multivariable Analyses)
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Univariable Multivariable
Model P Model »
HR (95% C1) Value HR (95% C1) Value

Cumulative mortality (n = 112)

COPD 1.50 (1.00-2.25) 0.048 1.67 (1.08-2.58) 0.022

Previous CAD 1.62 (0.94-2.78) 0.082 - -

NYHA functional class I1I-1V 2.91 (1.22-6.91) 0.016 - -

eGFR <60 ml/min/m? 1.53 (0.99-2.33) 0.053 - —

Hemoglobin levels® 1.25 (1.08-1.43) 0.001 1.27 (1.11-1.45) <0.001

Moderate-severe MR baseline 1.70 (1.05-2.73) 0.030 - —
Cumulative cardiac mortality (n = 54)

Previous PCI 2.26 (1.24-4.11) 0.008 — -

NYHA functional class IlI-1V 3.80 (1.14-12.7) 0.030 — —

Hemoglobin levels® 1.23 (1.02-1.49) 0.033 1.23 (1.02-1.52) 0.037

Moderate-severe MR baseline 1.86 (0.89-3.88) 0.098 - -
Cumulative mortality and/or

rehospitalization for
heart failure (n = 143)

NYHA functional class I1I-1V 1.69 (0.91-3.14) 0.096 - -

eGFR <60 ml/min/m? 1.38 (0.95-2.01) 0.088 - -

Hemoglobin levels® 1.15 (1.03-1.30) 0.011 1.23 (1.06-1.43) 0.004

LVEF baseline, % 1.02 (1.00-1.04) 0.055 - -

Moderate/severe AR post-TAVR 1.95 (1.06-3.48) 0.031 2.15(1.14-4.05) 0.018

Transcatheter Aortic Valve Replacement g
in Patients With Low-Flow,

Low-Gradient Aortic Stenosis

The TOPAS-TAVI| Registry

Henrigue Rarbosa Ribesro, MDD, Ml Samatios Lesakls, MU, Martine Gilazd, MD, Mb, Jodo L Cavalcante, M1,
Tty Makdar, MDD Howard C Sermmanm, ML Stephan Windecker, MD," Maurics Enrigques-Sarano, MD.

Asiem N, Clwwsms, MU, Luix Numbeln-Franco, MD, P, gnsco Ammst-Saston, MD, Pub,

Antomio ). Moufios-Garcis, MEL, IS0, Bruso Garcls del Manco, MD." Alan Zajscias, MO, Jahin C, Liska, MD,

Salim Peayek, MO Viesia Intaafiarons, MO, Flotert Le Vem, MU, Thomaes G Gleason, MDD, Tarun Chakravarty, M),
Wilson ¥, Sewto, ML Marie - Anmick Clavel, DVM, Pal), " Allserto de Agustin, MD, Pl)' Viceng Serra, MDD,

bodwn T, Schindler, MDD Abdellueie Dabou, MO, PsD,” Rishi Purt, MRERS, D, Exsifio Pellotior Seamont, MS,

Mudanbe Chtd, MS<," Mhilippe Fbwrot, DVM, D, Tusep Rodis Cabas, MDY

a0
o *p <0,001
e

£ 344

-

-

> 32

5 RN
10
78 -
6 T Y T

Basuline Mscharge  1-Year Follow Up

LVEF (%)
N\

T y
Baseline Discharge  1-Year Follow-Up
~e= With Cantractie Hoseryo (n = 34)

- W !uu Contractile Resarve {n « Q)
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Clinical Outcomes in High-Gradient, Classical

Low-Flow, Low-Gradient, and Paradoxical
R E S U LTA D O S TAV I Low-Flow, Low-Gradient Aortic Stenosis
After Transcatheter Aortic Valve Implantation:

A Report From the SwissTAVI Registry

Max Wagener . MD; Olver Reuthabiuch @, MO, Ok Heg ©, PHO: Devea TOler, MD; Enrico Feran @ MO
Jurg Geinandelder @, MO: Chrstoph Huber @, MD:; igal Moarof, MO: Otvier Muller, MD, PO
Fatsan Nietlapach, MO, PO Stephane Noble @, MD; Marco Roffi @, MD; Maurado Taramasso, MO,

Table 3. Secondary Outcomes at 30 Days and 1 Year T D, 1 e Winawdgan 1ACS Tapnas WindBohee S 0

At 30d
" Death rate 121 2.4) |54 @09 72 (2.9) [ 1.36 0.98-1.89) 0.068 | 1.23 0.92-1.649) o168 Wooo(oe:s 1.30) To.sea
Cardiovascular death 10 2.2) 48 (3.6) 60 (2.4) 1.33 (0.94-1,88) 0109 113 (0.82-1.64) 0.462 0.86 (0.58-1,25) 0,402
Myocardial infarction 32 (0.6) 6 (0.4) 9 {0.4) 0.70 (0.29-1.71) 0.434 0.58 (0.28-1.21) 0146 0.82 (0.29-2.36) 0.720
Periprocedural 25 (0.5) 410.3) 710.3) 0.62 (0.21-1.82) 0.383 0.57 (0.26-1.32) 0163 0.93 (0.26-3.23) 0.903
miyocardial infarction
Spontaneous 7 (0.9) 210.2) 2 (0.1) 0.96 (0.19-4.84) 0.963 0.50 (0.12-2.86) 0.617 0.62 (0.08-4.57) 0.637
myocardial infarction
Corobrovancular accident | 172 (3.4) 40 (3.0) 86 (3.5) 0.86 (0.60-1,21) 0.361 1,02 (0.79-1.32) 0.891 1.20 (0.82-1.76) 0.963
Disabling stroke 104 2.1) 18 (1.3) 44 (1.8) 0.61 (0.36-1.01) 0.063 0.86 (0.61-1.23) 0.413 1.43 (0.62-2.40) 0.213
Nondisablng stroke 57 (1.1) 15 (1.1) 32 (1.3) 1.01 (0.56-1,80) 0.984 1.14 (0.74-1.76) 0.562 1.13 {0.60-2.13) 0.695
Bleoding 8O0 (17.5) 226 (16.7) 418 (17.0) 0.96 (0.82-1.11) 0.577 0.95 (0.85-1.07) 0.421 0.99 (0.84-1.17) 0.952
Life-threatening bleading | 268 (5.3) 70 (5.2) 11 4.5 0.96 (0.73-1.26) 0.760 0.84 (0.67-1.04) 0114 0.87 (0.64-1.19) 0.283
Mn)o:blooqu | 287 7.6 53"('6.6)" 191 (7.8) 0.92 (0.73-116) 0.403 1.00 (0.84-1.19) 0.980 | 1.08 0.84-1.40) 0.537
Minor bleeding 263 (6.0) 67 (5.0) 122 (5. o 1.02 (0.77-1.36) 0.879 1,00 (0.80-1.24) 0.969 ' o 97 (0.72-1.32) 0.860
Acute kidney injury 146 2.9) 72 (5.4) 87 (3.6) 1.49 (1.11-1.99) 0.007 1.23 0.94- mm 0134 0.82 (0.60-113) 0.236
Stage 1 70 (1.4) 26(1.9) 44 (1.8) 1.18 (0.74-1.87) 0,479 1.30 (0.89-1.90) 0170 1.10 {0.67-1.81) | 0.690
Stage 2 32 (0.6) 16 (1.1) 10 0.8 1.66 (0.82-2.92) 0174 1.20 {0.68-2.11) 0.633 0.77 (0.39-1.56) 0.468
Stage 3 44 0.9) 31 2.3) 24 (1.0) 1,88 (1.17-3.01) 0.009 1.10 (0.67-1.81) 0.709 0.6 (0.34-1.00) 0,062
Vanculor accoss se/access- | BO3 (16.8) 193 (14.9) 387 (16.7) 0.93 (0.79-1.10) 0.406 0.98 (0.86-1.10) 0.686 1.04 (0.87-1,25) 0.632
mlated compications
* Major vascular 501 (9.8) 126 (9.2) 236 (©9.5) 0.98 (0.80-1.20) 0.876 0.94 (0,81-1,10) 0.466 0.96 (0.77-1,20) 0.714
complcations
Minor vascular 306 (6.0) 68 (5.0) 149 (6.1) 0.86 (0.66-1.11) 0.231 1.00 (0.82-1.21) 0.978 1.18 (0.88-1.58) 0.280
complncauona
Pacemaker implantation | 836 (16.6) 238 (17.7) 377 (16.4) 0.97 (0.84-1.12) 0.680 | 0.93 (0,85-1.06) 0.273 To9e ©.82-114) 0,656
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RESULTADOS TAVI
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Francesco Cardatoli', MD; Luca Nat Fovino', MD, D, Tommaso Fabe', MD; Giuhia Masiers', MD;
Federico Arturt', MD; Andreea Panza’, MD; Andrea Berrolint', MI); Giulio Rodindg’, MD;
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(I S S
R E S U LTA D 0 S TAVI ::):ng;:;m survival after TAVI in low-flow, low-gradient aortic valve

Francesco Cardatoli', MD; L uca Nat Favino', MD, PhD; Tommaso Fabris', MDY Glahia Masiers', MD;
Federico Arturi', MDD Andreea Panza’, MD: Andrea Berrolini', MI); Giulio Rodindg’, MD;
Table 1. Baseline characteristics and procedural data, Saverio Continisin', MD; Massimo Napodana', MD, PhD; Giulia Locenmoni®, PD; Dario Geegorit, PhD:
LFLG-AS LFLG-AS Chiara Fraccaro', MD, PhD; Giuseppe Tarantind'*, MD, PhD
Variable oy pvalue* putae p-value”
(n=64) (n=91)
Clinical characteristics
Age, years 81.0045,91 77.00+11.06 <0.001 81.00:4 .80 0.359
Male sex 196 (46.8) 40 (62.5) 0.022 35(38.5) 0.167
BMI, kg/m? 2582 (14.874503] 2450(19.10-44.92] 0048  2604(17.97-3886] 0973 Type of anassthesia 0.699 0839
L « F 4 ] 7 4 P
Hyperteasion 381 (90.9) 55 (85.9) 0.254 82 (90.1) 0.690 Doep oedstion 721859 M R.7) 62 08
> General anaosthesin 141 (33.9) 25 (40,3) 29319
Diabetes mellitus 117 (27.9) 23 (35.9) 0.187 29(31.9) 0.445
o ) . Accoss sito 0,064 0.981
Dyéllpldaemta' 257 (61.3) 44 (68.8) 0.271 54 (59.3) 0.638 Pnsdainprat 288 (68.7) 37 (57.8) 67 (73.6)
Atrial fibrillation 126 (30,1) 26 (40.6) 0.111 34(37.4) 0218 e 310) 1(1:6) LY
Pravious TIA/stroke 48(11.5) 9(14.8) 0.524 14 (15.4) 0.492 Transapical 124 (29.6) 23(359) 23(25.3)
COPD 100 (23.9) 19(29.7) 0.350 24 (26.4) 0.688 Transacrtic 4010 347 0 (0)
CXD (eGFR <60 mi/min/1,73 m*%) 239 (57.0) 39 (60.9) 0.589 48 (52.7) 0.357 THY madel 0.13%6 0.289
Permanent PM 28 (6.7) 11(17.2) 0.011 7(72.7) 0.823 CoreValve/Evolut RIPRO* 654 (15,2 124194} 1azn
CAD 232 (55.4) 44 (68.8) 0.049 48 (52.7) 0.565 SAPIEN/SAPIEN XT3 287 (6B 4) A5 (70.%) J1(78,0)
Previous PCI 72(17.2) 13(20.3) 0.597 22(24.2) 0.136 Jnavahe Trilogy Db 232 141.1)
e’ A7(11.2 # a4
Previous CABG 46 (11.0) 11(17.2) 0.150 11¢12.1) 0.860 ROTIOS Sl 7L S bekow
Previous AMI 64 (15.3) 17 (26.6) 0.003 19(20.9) 0216 it i e b i
e : 2 ; . i Earty saloty (st 30 doys) 344 (82.3) 52 (81.4) 0471 76 (82.4) 0.486
EuroSCORE 11, % 3.87[0.91-32.67) 5.92 10.99-50.07] <0.001 4.4]111.13-24.45] 0,232 Davice success (at 30 days) 404 (96.5) 61 195.8) 0.204 88(96.7) 0.332
STS-PROM, % 4.62(0.70-47.10) 542(1.0357.20]  0.321 4.78(1.23-37.00] 0.191 Nead for PM 54 (13.1) 9 (13.:6) 0.231 12 (13.4) 0.763
Echocardiographic characteristics
LVEF, % 59.00 [22.72-78.00) 3450 (19.00-49.00] <0.001 60.00 [50.00-76.00) 0.002

Max transaortic gradient, mmHg 71.00[57.00-132.00] 50.00[32.00-75.00]1 <0.001] 48.00 [33.00-75.00] <0.001
Mean transaortic gradient, mmHg 49.00 (42,00-109.00]  28.00 [6.00-39.00] <0.001 34,00 [21,00-39.00) <0.001

AVA, o 0.74 [0.27-1.80] 0.82 [0.49-1.56] 0.003 0,84 [0.48-1.60] <0.001
AVA;, emiim?® 0.43[0.11-0.90]) 0.48 [0.26-1.03) 0.008 0.48 |0.23-0.87] <0.001
LVEDVi, ml/nv? 59.0 [22.8-135.0) 68.0(34.2-158.9] 0.002 61.3[21.5-102.4) 0.189
Moderate or severe MR 10(2.5) 3(4.6) 0.213 5(5.4) 0.092
Moderate or severe TR 13(3.1) 243.1) 0.742 3(3.2) 0.453

71 389XIll CONGRESO INTERNACIONAL DE CARDIOLOGIA

Pa? S2AR A w7 74 CARDIOLOGIA INTERVENCIONISTA - Lil ORNADA ACCI-SOLACI "4 CARDIOLOGIA
v ~DOI: {4 244/ERDR- 200 DE LA PREVENCION A LA INTERVENCION Area Sanitaria de Vigo




1-Year Survival After TAVR of Patients n

RESU LTADOS TAVI With Low-Flow, Low-Gradient and

High-Gradient Aortic Valve Stenosis in
Matched Study Populations

Ulnch Fischer-Rasokat, MD, P<D,™" Matthias Renker, MD," " Christoph Lisbetrau, MD, P,

Amand van Linden, MDD, * Mani Arsalan, MD, * Maren Weferling, MD," Andreas Rolf, MD, PuD,
Patients undergoing TAVR between January 2011 and September 2017 Ry e e S e e U
n=2282
=3 72 patients with indication other than native valve aortic stenosis
12 patients with access route other than TF or TA o
3 109 patients without 30-day follow-up information ; ot
® RISt W - Ha-AS censored
Included only when indexed AVA/BSA < 0.6 cm?/m? 2 N . —+— LFLG-AS censored
= 0.8 Ty, - » - * pLFLG-AS consored
= S S s U8
MPG 2 40 mmHg MPG < 40 mmHg e R =
) 2 e
o
Included only when indexed SV/BSA < 35 mi/m? E i
I3
== 40 patients with ejection fraction 41-49% a _ _ _
F-" 171 patients with inconclusive data g 0.4 P-atlentS with LFLG'AS still had a 2-f0|d
s higher 1-year mortality rate than did
410 'g patients with HG-AS, although they
3 had a comparable baseline risk.
LVEF <40 % LVEF 2 50 % O 0.2
1 1 p<0.001
1052 166 244

_ 2 0.0+
pLFLG-AS ) T T 1 T
; 0 100 200 300 400

Days Post-Procedure
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RESULTADOS TAVI

Methods

Predictors 2-Year Mortality in C-LFLG AS

VELEDLIE

HR

95% CI

Age

0.97-1.07

Female Sex

0.31-1.59

Black Race

0.40-6.99

0.99-1.13

Bicuspid Native Aortic Valve

0.20-5.67

CAD

0.24-1.79

Prior Mi

0.74-4.21

Prior Stroke

0.06-1.02

Carotid Disease

0.41-2.02

Diabetes Mellitus

0.71-3.26

Current or Recent Smoking

0.19-3.23

ESRD

1.53-22.57

Chronic Lung Disease

0.36-1.78

History of AF or Aflutter

1.39-9.06

Prior Pacemaker

0.33-2.12

Prior ICD

0.26-2.62

Predilation

0.35-2.39

Postdilation

0.43-1.90

Non-Transfemoral Access

2.02-15.74

Self-Expanding Valve

3.33-35.74

Moderate or More MR Pre-TAVR

0.29-1.27

Moderate or More TR Pre-TAVR

1.28-5.51

Hemoglobin Pre-TAVR

0.57-0.87

LVEF Pre-TAVR

0.90-0.99

SVI Pre-TAVR

0.99-1.12

AV Mean gradient Pre-TAVR

0.92-1.02
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RESULTADOS TAVI

High gradient Low gradient Low gradient

Preserved LVEF Impaired LVEF

n=17,952 n =1,615 n=1,116

P Value

Age, years 81.616.6 81.715.9 79.217.2
Female 10356 (57.7%) 869 (53.8%) 355 (31.8%)

Peripheral vascular disease 2407 (13.6%) 235 (15.1%) 225 (20.5%)
History of myocardial infarction 2026 (11.5%) 220 (8.7%) 278 (26.1%)
Dyslipidemia 10474 (58.7%) 8.3% (63.7%) 717 (64.5%)
STS-Score 4.8 (3.1-8.2) 4.3 (2.8-6.6) 6.6 (3.1-8.1)

Echocardiographic parameters

Mean Gradient, mmHg 55.2+13.7

LVEF. % 58.7+11.6

2 .~ ) o < RESO INTERNACIONAL DE CARDIOLOGIA
)'i(o' Klmkb)?%yHem@ Y \/\[ = \INTERVENCIONISTA - LIl JORNADA ACCH-SOLACI
WV W TCT REVENCION A LA INTERVENCION

<0.001
<0.001

<0.001

<0.001

<0.001

<0.001
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DIAGNOSTICO DIFERENCIAL: PSEUDO SEVERA

Ecocardiography
at rest

AORTIC STENOSIS SEVERITY GRADE

AVA <1 cm? and AVA < 1 cmq and
MPG 240 mmHg MPG < 40 mmHg and
SVi £ 35 mL/m?
CLASSICAL LOW FLOW-LOW GRADIENT
SEVERE AS AORTIC STENOSIS
LVEF<50% LVEF>50%

If FLR> 200 ml,
high probability Of == ===« PARADOXICAL
severe LFLG AS AORTIC STENOSIS

Dobutamine stress
echocardiography

A | )
‘%ﬁ%ﬁﬂ %ﬁﬁ@% & s&ozgf%eg?mwsm INTERVENCIONISTA - LIl JORNADA ACCI-SOLACI
A N e ‘ DE LA PREVENCION A LA INTERVENCION

LFLG-AS
with impaired LVEF
ASV>20% ASV<20%
Presence of functional [ Lack of functional
reserve 1 reserve
AVA<1 cmq | - Projected aortic valve
MPG>40 mmHg I SEVERE LFLG-AS I 1 area (AVAProj) <1 cm?2
- CCT aortic valve calcium

1 score [>2000 in men,
AVA>1 cmq PSEUDO-SEVERE ' >1200 in women]
MPG<40 mmHg | AORTIC STENOSIS I

l SEVERE LFLG-AS I
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DIAGNOSTICO DIFERENCIAL: PSEUDO SEVERA

FIGURE 2 Proposed Algorithm for Evaluation of NFLG Severe AS

Symptomatic with echocardiographic parameters showing NFLG severe AS
(EF 250%, AVA =1.0 cm? or AVAI =0.6 cm?/m?, SVi 235 mL/m?, MG <40 mm Hg)

* Yes Lower blood
Systolic blood pressure >140 mm Hg? ———®  pressure and repeat
* No echocardiography

Check echocardiography measurements:
* LVOT diameter R
« LVOT or AV velocity-time integral - Reclassify AS
« Multi-window interrogation for AV mean gradient '
« Evaluate flow rate (SV/ejection time)

Accurate

Multi-modal evaluation with MDCT, AV calcium score,
CMR, and/or cardiac catheterization

AVA =1.0 cm” or AVAI =0.6 cm?/m?, and | AVA >1.0 cm? or AVAI >0.6 cm?/m?2, and
AV calcium =1,300 (women) or 2,000 (men) Data remain discordant AV calcium <1,300 (women) or 2,000 (men)
Severe AS Moderate AS
* Shared decision *

AVR - making - Surveillance
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DIAGNOSTICO DIFERENCIAL: PSEUDO SEVERA

MG < 40 mmHg MG 2 40 mmHg
AVA <1cm? AVA < 1 cm?

AVA-gradient discordance

AVA < 1 cm?
SV, A MG 2 40 mmHg
SR e s

Low Flow

Verify common echocardiographic

sources of error
AVA <1 cm?
LVEF LVEF MG < 40 mmHg - Avoid LVOTD underestimation: i) Compare measured
SV, >35ml/m? LVOTD to predicted LVOTD. ii) Corroborate LVOT area by other
<50% 2 50% LVEF > 50% imaging methods (3D, MDCT).
— - Confirm low-flow state by: Teichholz method, Biplane

Simpson , or 3D volumetric.

- ldentify causes of low-flow state: LV concentric
remodeling, impaired longitudinal function, atrial fibrillation,
amyloidosis, mitral regurgitation/stenosis, tricuspid
regurgitation, right ventricle dysfunction.

- Confirm low-gradient: multi-window interrogation
(apical, right parasternal and suprasternal).

2 2 3 ) . XICONGRESO INTERNACIONAL DE CARDIOLOGIA ’
@'ggwa ’@ﬁﬁ& @ Ig:p zﬁiv%b z;grg%ﬁ FERVENCIONISTA - Ll JORNADA ACCI-SOLACI P & CARDIOLOGIA

EVENCION A LA INTERVENCION

Area Sanitaria de Vigo




H I
DIAGNOSTICO DIFERENCIAL: PSEUDO SEVERA

AVA <1 cm?
MG < 40 mmHg
SV, >35mi/m?
LVEF > S50%

AVA < 1 cm?
MG < 40 mmHg
SV, =< 35 mi/m?*

AVA < 1 cm? 1
MG < 40 mmHg

SV, = 35S mi/m?
LVEF = SO0%6

2
AVA = 1 cm? AVA < 1 cm? Mg":‘:oln:mH < 2,000 AU & = 2,000 AU &
MG < 40 mmHg MG = 40 mmHg o € < 1,200 AU @ =1,200AU <9

ASV < 20%%

Pseudo-Severe Indeterminate Non severe
AS severity AS
1
1 iIf ASV 10-20%
Calculate AVA __ _;

AN

Apros Aproi
< :l.<:|'~n2 2 1cm2

(R B O ob§ées > MO 1 o
Niesihe Aogr "¢ 2 0% [E]? EVENCION A LA INTERVENCION
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'DIAGNOSTICO DIFERENCIAL: PSEUDO SEVERA |

low flow Carefully exclude: > AVR/TAVI should
“naradoxical” low ﬁfﬂdl:létr — measurement errors be considered
preserve . (in particular underestimation
LF LG AS Exclude reasons for AVA - PG discordance of LVOT area and flow rate)
PGmean <40 mmHg  (seeabove) — small BSA
LVEF 550% small LV cavity, LVH . — consider inconsistency of
reduced LV longitudinal function cut-offs for AVA and PG
myocardial fibrosis ? -
art. hypertension, older age, female ;
worse prognosis (compared to NF HG AS) 8§E%a(n>e%3§ ?0 be validated)
Pinen o41 mg and A <12 AVRITAV should
mean >40 mmHg and AVA <1.2 cm u
; low flow flowreserve | — | AVAproj <1.0-1.2 e >|"be considered
classical LF LG AS  ow gradient / 19V 20% CT-Ca >1 650
PGmean <40 mmHg  reduced EF \
impaired myocardial contractili DSE under peak dobutamine infusion:
paired myoc ty
worst prognosis \ PGW{I BSg-dozmmxéAanq AVi\ mlzz em? > medical therapy
true severe AS AVR/TAVI may
CT-Ca >1,650 | be considered
7. .2 o ) XIICONGRESD INTERNACIONAL DE CARDIOLOGIA )
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'DEFINICION ESTENOSIS AGRTICA BG |

» La estenosis adrtica de bajo gradiente (EA-BG) se caracteriza por:

e Area valvular <1 cm? (indexada <0.6cm2/m2)*
(<0.5cm2/m2 Sl IMC > 30 kg/m?2)

e Gradiente medio <40 mmHg* *Tras excluir errores medicion

v’ Registro gradientes transvalvulares subdptimo
* Valoracion desde varias ventanas: apical,

° VT' TSV' / VT' Vao <0’25 supraesternal y paraesternal derecho

v’ Confirmar situacién de bajo flujo

v' Infraestimacion didmetro tracto salida V.lzq
* Comprobar métodos 3D, ETE, TAC
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RESULTADOS TAVI

Table1 LFLG AS with reduced LVEF (EF < 50% )—comparison between AVR and OMT

Population of interest (LFLG AS with reduced Type of AVR AVR vs OMT HR for death at long-term follow-up

LVEF)

Satoetal. [17]* 86 TAVI and SAVR HR 0.32 [6. 6] p<0.001

Tribouilloy et al. [18] 81 SAVR HR 0.16 to 5.21 varying with time
[0.12-3.16 10 0.21-8.50]. p <0.00026°

Monin et al. [19] 136 pt SAVR HR 0.3 (p 0.001)

Herrmann et al. [20] 42 pt (considering only inoperable true severe TAVI HR 0.43: 95% CI [0.19-0.98] P=0.04

LFLG AS with low EF, cohort B)
Clavel et al. [21] 101 pt TAVI and SAVR HR 0.57 [ 0.40 t0 0.82] P=0.02
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RESULTADOS TAVI: Reserva contractil no predictor

FIGURE 1 Clinical Events at 2-Year Follow-Up

A 100

g
— 80 =
N
a
@ 60 - 67.7%
B
E
5 40 -
(W]
5
e 20 A1
@
@
s

D -

I I I
0 6 12 18 2
Follow-Up Months
Patients at risk: 287 219 194 147 12

Transcatheter Aortic Valve Replacement
in Patients With Low-Flow,
Low-Gradient Aortic Stenosis

The TOPAS-TAVI Registry

A 100 =
p= T
5 80 —at 71.3%
(=) = - —-——f
.§ 60 64.7%
N
=
E 40+
(W]
g
= 20+
3 Log Rank: p = 0.704
s
O T T 1
0 6 12 18 24
Follow-Up Months
Patients at risk:
With contractile reserve 86 65 63 49 45
Without contractile reserve 107 87 72 55 46

» Mortality rates were 3.8%, 20.1%, and 32.3% at 30 days, 1 year, and 2 years, respectively.

» The absence of contractile reserve at baseline DSE was not associated with any negative effect on clinical outcomes or LVEF

changes at follow-up.
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'RESULTADOS TAVI |

Composite endpoint: conservative management vs TAVR

High-Gradient Low-Gradient
MPG240mmHg 20mmHg<MPG<40mmHg

8 h &4 . § 1
g - S N - — - E \‘.‘V
\ —— 3 s |
&1 S —— o ~—
g} e ot | E ] \XL\K [ S o .‘LL
\
S d ~ 8 l
g s -5 | g —
3 25 2
g q _}
gs =) <0000 _E‘i §4 pS § 'i b2 Seushet |
3 f § 8 |
u.g S by o g § 1 24 T T - - “ g S r T T T T T
0 6 12 18 24 30 0 8 12 18 24 30 0 6 12 18 24 30
o Folliow-up Time (Months) Follow-up Time (Months) e Follow-up Time (Months)
TAVR "a‘z 1':’1 y‘&) :. ;1 "5 c«-:v:: 8 0 2 15 7 4 c«-m 48 20 13 7 4 3
TAVR 246 176 127 52 n 1] 82 58 30 7 3 1
Conservative TAVR | [ ~ TavR | ~—— Conservative TAVA |
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RESULTADOS TAVI: Caracteristicas Diferenciales

Very Low Gradient Low Gradient High Gradient  p-value Very Low Low Gradicnt High Gradient p-value
(n=130) _____(n=339) (n=193) 279 Gradient (n=130) (n=139) (n=193)
Age, yrs 20[75.0,89.0)1 81.0[740,860)§  790(720,840]  0.001 LV ejection fraction, % 45.0(33.0,60.8]*F 57.0[40.5,650)§  60.0[500,65.0] <0.001
Female 52 (40.0) 130 (38.3) 81 (32.0) 0712 -
Body mass index, kg/m2 B[2[218,292)°F  275[241.313]  27.4[240,313]  0.001 LV cjection fraction <58% M (56.9)°% 120 35.4)% 45(23.3) <2001
“Prior CABG 25(192) 55(162) 24(12.4) 0241 Indexed aortic valve area, 042[0.38,048]* 037[032,041)§  030[0.25,0.34] <0.001
“Prior PCI 69 (53.1)*% 122(36.0) 62(321) <0001 _em2/m2
“Prior myocardial infarction 37 (28.5)] 74Q218) 28(145) 0009 Peak aortic jet velocity, m/s  2.76[2.50,2.90]*% 3.50[329,380]§  430[4.10,4.60] <0.001
Prior cerebrovascular 27(208) 71 (209) 27(14.0) 0.119 Peak gradient, mmHg 300(250,340]*% S00[43.0,580]§ 7400(67.0,850] <0.001
mccident S S -
Peripheral artery disease 18 (11.5) 45(133) 23(11.9) 0.859 Mean gradient, mmHg 16.0[13.0, 18.0]*f  29.0 [25.0,34.0]§ 46.0 (420, 52.0) <0.001
Chronic kidney disease 62 (48.1) 140 (41.49) 66 (34.4) 0.046 Stroke volume index, m/m2  24.6[20.0,292]* 28.7(25.4,319)§  30.4[269,33.0] <0.001
Al Beiition AW BIGeSH 699 el LV end-diastolic diameter,  47.0[42.0,54.0]] 46.0 [39.0,51 8] 44.0 (400, 50.5] 0.027
STS-PROM > §% 27 (20.8) *3 #“#013) 20 (10.4) 0.024 e
Brain natriuretic peptide, 393 [136, 996]1 269 [111, 768] 242[122,661]  0.035 LV end-systolic diameter, UO0[273,448]°F 310[260,370] 30.0 (260, 35.0] 0.001
. ‘mm o , , N ,
ffffff : LV mass, g 192.5 [151.0, 184.5[151.0,2343] 195.5[1465,236.5] 0912
Beta-blockers 83 (63.8) 203 (59.9) 108 (56.0) 036 2373)
ACE inhibitor/ARB $5(423) 161 (47.5) 82 (425) 0422 LV mass index, g/m2 102.5 [86.8, 131.3] 96.5(79.9, 123.0] 103.6 [83.8,125.1] 0257
MRA 13(10.0) 2 24(7.1)§ 1 (0_5) 0.001
. > Modera g i . !
SGLT-2 inhibitor 15(115)° 16(47) IXER)) 0.023 § !u;:"“ L aed 13167 N8
gty RGN eob et [ELD bl > Moderate mitral B 54T 54(159) 27 (14.1) 0.021
Implantable cardioverter 16(123)*2 13(3.8) 2(1.0) <0.001 _regurgitation
defibrillator o . -+
- — T T i o > Moderate tricuspid 32 (24.6)*2 48(142) 18(9.3) 0.001
_therapy _regurgitation
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from the German Aortic Valve Registry (GARY)

fable 1. Baseline characteristics. Alexander Luuten', MDY, Huns R. Figulla’, MD; Helge Molman?, MD; David Holzhey’, MD
:I'NII‘HIK'"‘IQ' MSe Andress Beckmmann', ML, Chinstof Veit', MDD, Jochen Cremer®, M1
LEF-LGAS  LEF-LGAS PLF-LGAS ¢ PLF-LGAS HBAS Karl-Heinz Kuck®, MD; Riidiger Lunge?, MD; Ralf Zaha®, MD, Stefim Suck™, MD; Gerhird Schuler’, MD
(n=359) | vs. PLF-LGAS | (n=640) vs. HGAS | (n=1,864) TR e N T R SA A LMD Dot Wk b
Age, yearssSD 79.116.1 0.001 80,545.6 <0.001 814261 | <0.001 Cheistion W. Hamm', MDY. on behalf of the GARY Exceutive Bourd
Female, n (%) | 121337 | <0001 | 370(57.8) | 0207 |1.132(60.7) | <0.001 |
Body mass index (kg/m”) | 265:44 | <0001 | 27.7:49 | 0001 | 27.0:49 | <0.001 | ——
Logistic EuraSCORE (%) | 3672209 | <0001 | 2262157 | 0071 | 243:174 | <0.001 | L__A8__JDAE LN OGRS I R TS Cates
German AV score (%) | 1102107 | <0001 | 74375 | 0031 | 82:89 | <0.001 | [ 3,077 patients with complete datasets
~iociuded only when ndesed AVATBSA <06 co/’
Ch:omc obslruct:wputmwydr':ease n (%) | 77’9(?2:0) | | 138 (21.6) | | 362_(19 4) | 03?8- MPG >40 mmHg MPE <40 mmHg
Peripheral vascular disease, n (%) | 105(292) | 0005 | 136(213) | 0116 | 343(184) | <0.001 | | 214 st F 0.5
Pulmonary hypertension, n (%) | 163 (45.4) | 0.009 | 235 (36.7) | 0.599 | 662 (35.5) | 0.002 | 999
Sys_lohc pulmonary pressure (mmHg) { 48.6215.6 | <0.001 | 43.12145 | 0.010 | 455+153 | <0.001 | LVEF 50% ' 1 LVEF <40%
Coronary artery disease (CAD), n (%) | 255(71.0) | <0001 | 346(54.1) | 0.199 | 952(5L.1) | <0.001 | | = =1
1-CAD 60 (16.7) 99 (15.5) 358(19.2) | 0083 1864 540 359
2.CAD | 67087 | 0087 | 92(144) | 0381 | 242(130) | 0020 | | ) — 1
3.CAD | 128(35.7) | <0001 | 155(24.2) | 0004 | 352(189) | <0.001 | m PLF-LGAS m
Previous PCI | 154 (429) | <0001 | 188(29.4) | 0122 | 488(26.2) | <0.001 |
Previous myocardial infarction, n (%) | 711933.1) | <0001 | 114(17.8) | 0.133 | 285(15.3) | <0.001 |
Myocardial infarction <91 days, n (%) | 32(89%) | 0123 | 39(61) | 0552 | 102(55 | 0050 |
Previous cardiac surgery, n (%) | 110(306) | <0001 | 131(205 | 0026 | 307(165) | <0.001 |
Diabetes mellitus, n (%) | 143(398) | 0588 | 243(380) | 0009 | 601(322) | 0.002 |
Mitral regurgitation =I, n (%) | 145(a0.4) | <0001 | 157(245 | 0032 | 540(29.0) | <0.001 |
Chronic renal failure, n (%) * | 228(635) | 0343 | 386(60.3) | 0003 | 998(53.5) | <0.001 |
Dialysis [‘acute I nen | [ 1man | | 309 | o288 |
[ cheonic | 16@s | | 2569 | | ss@n | 0314 |
Stroke or TIA, intracranial haemorrhage 36 (10.0) 63 (9.8) 152 (8.2) 0.266 |
Permanent pacemaker/detibnlator | 91253 | <0001 | 960500 | <0001 | 180097 | <0.001 |
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from the German Aortic Valve Registry (GARY)

Table 3. Primary endpoins: mortality and MACCE - in-hosptal and at 12-manth fllow-up. A A MU A o Do 3
LEFAGAS | ¢/ LEFLGAS | PLFAGAS pHGASWS.  HGAS | LEFLGAS e M e et
(n=358) |vs.PLF-LGAS | (n=640) = PLF-AGAS = (n=1864) | vs. HGAS G B Ve ol A A O I M2
In-hospital mortality | 28(78) | 0133 | 34(53) | 0674 | 9149 | 0029 | 0.084
Combined endpoints (-hosptel) j&ﬁi 2011: patients undergoing TAVI in 78 centres
MACCE (death, MI, stroke) 50011.1%) | 0266 | 57(89%) | 0404 | 147(79% | 0048 | 0.121 T m——
g;"e“f’i':;‘:yj“‘::‘gfﬁgg 140(390%) | 1000 (250(39.1%) 0351 | 768(412%) 0447 | 0538 [iocuded ony when ndesed ATBSA <06 co/v
, MPG >40 mmHg MP§ <40 mmig
12-month mortality 116(32.3) 0001 |143(223) | 0192 | 370(198) | <0001 |<0.001 IR
Patient alive 1235(655) | 0001 |483(755) | 0229 |1451(77.8) | <0.001 |<0.001 9%
Survival status unknown | 822 | 1000 | 1422 | 1000 | 432 | 1000 | 1.000 | L 250% [ wer o
Cause of death| Cardiovasculr | 43(120) | 0032 | 50(7.8) | 0057 | 105(56) | <0.001 |<0.001 | [1g6h e | =N
Noncardiovascular | 22(6.1) | 0165 | 26(41) | 0821 | 81(43) | 0169 | 0273 | m m m
Unknown | 51(142) 0083 | 67(105) | 0648 | 184(99) | 0019 | 0.050 |
Combined endpoints (12-month)
No MACCE 193 (53.8) 0038 |388(60.6) | 0096 |1,199(643) | <0001 | 0.001
MACCE (death, MI, stroke) 124 (34.5) 0021 |176(275) | 0063 | 443(238) | <0.001 |<0.001
Patient alive but MACCE unknown | 42 (11.7) 1000 | 76(119) | 1000 | 222(119) | 1000 | 0994
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R E S U LT A D 0 S T AV I TAVI for low-flow, low-gradient severe aortic stenosis with
preserved or reduced ejection fraction: a subgroup analysis

from the German Aortic Valve Registry (GARY)

LEFAGAS | #LEF-AGAS PLF-GAS  pZHGASws HGAS 7 LEF-LBAS et Kl 1 ik e Becaaies? MDY CoInS Ve, G b Crmto by
(s=1359) vs. PLF-LBAS (n=540) PLF-1GAS (n=1.864) vs. HBAS Karl-Hetnz Kuck™, MD: Rildiger Limge®, MD: Ralf Zaha®, MDD, Stefin Sock™, MD; Gerhurd Schuder’, MD;
Themas Wilther'', MD: Friedhelm Beyersdor, M1, Michae! Bohm''. MD; Gerd Hewsch'', MDD
Duration of treatment on ICU 43:53 4053 38:5.2 0.321 Thomruas Mesnertz'", MDY, Till Neurnann', MD; Armin Wel2'', MDY, Friedrich W. Mohe', MI)
Chetstian W Homm', M1 on behall of the GARY Executive Hoard
Low cardiac output 35(9.7) 0003 | 3148 | 0107 | 12567 | 0045 | 0013
Medical treatment 18 (5.0) 0013 | 13200 | 0320 54(29) | 0049 | 0034
Intra-aortic balicon pum 5(1.4) 0.006 0000) | 0027 14(08) | 0215 | 0.009
" Other type of circulatory support 1233 18(28) 57 3.1) : 0883
Myocardial infarction | 308 | - | 102 | - | 8w©a | - | 0240
Stroke 1263 | - | 2488 | - | e33e | - | osss
Minor stroke (Rankin score <2) 1 709 - | 1Ben = 28(1.5) = 0536
Major stroke (Rankin score >2) 5(1.4) - 1.7 - 35(1.9) - 0891
Acute x]cney injury (modif, RIFLE ':.as.s:f»cami'\‘;_ A _ _ _ _ _
Stage | (creatinine increase 150-199%) |19130(146)] -  43252(17.1) 11295862 (15.0) 0.697
Stage 2 (creatinine increase 200-299%) = 7/130(5.4) | | 12252488 | 4285249 | | 0.962
Stage 3 (creatinine increase >300%) | 8130(62) | - | 7/252(28) | - | 21862(24) | - | 0062
Vascular complications laaan | - [T msmn ! - | zsazn| - | o7ee
Bgng complications S - | - 1 ] I
Life- threatening or disabling (>4 RBC units) | 44 (12.3) | | 70009 | | 208012 | | 0791
Major biseding (2 or 3 RBC units) 59(16.4) | | 11207.5) 368(19.7) | | 0217
Mincr bleeding (1 RBC unit) 1263 | - | 3148 - | w064 | - | oz
Number unknown bt 21 I 8za | - | su3x | - | 2042 | - | oz
Cardhopulmonary resuscitation | 28(78) | 0006 | 23(36) | 0225 | 9048 | 0028 | 0016
Permanent pacemaker/defibriliator (new) | 64239 | - | 10900 | | 3770228 | | 0383
Postoperative day of mobiiisation 7 : ' ‘ 7 — —
Day1 155 (432) : 286 (44.7) - 870 (46.7) : 0.392
Day 2 98 (27.3) < 148(23.1) = 445 (23.9) - 0303
2Day 3 60 (16.7) = 128 (20.0) = 358 (19.2) - 0.434
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RESULTADOS TAVI

[ dPmean > 40 mmNgT

\
SVi < 35 mi/m? ‘ Table 1 Puatient characteristics

Key VARC.3 composite endpoints
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and long-term outcomes

Sven Peterss’ - Jorg Hausleiter' - Steffen Massberg'? - Simon Deseive'

TAVI in patients with low-flow low-gradient aortic stenosis-short-term

Julius Steffen' 7 . Nikolas ReiBig' - David Andreae’ - Markus Beckmann' - Magda Haum' - Jullus Fischer' -
Hans Theiss' - Daniel Braun' - Martin Orban’ - Konstantinos Rizas'~ - Sebastian Sadoni” - Michael Nabauer' -

£F 2 50% &
HG (N=956) cLFLG (N=447) pLFLG (N=373) Total (N=1776) p value

Male sex 440 (46.0%) I (69.6%) 166 (44.5%) 917 (51.6%) <0.01

Age (years) 1.2 [77.3-85.4) 82,0 [77.4-86.3] 82.2 [78.3-85.6] 817 |77.5-85.7| 0.19

OR[95% Cf] Body mass index (kg/m?) 25.8 123.4-29.4) 25.5122.7-28.8) 26,0 [23.8-28.7) 25.8 (23.4-29.1) 0.19

CLFLG vs. HG Body surface area (m?) 18 11.7-20] 1.911.7-2.0] 1811.7-2.0] 1811.7-2.0] 0.02
::tg z :GFLG STS-score 3.0 [2.0-5.0] $.0(3.0-7.3] 1912.2-6.0) 18 (2.1-6.0] <0.01
ALFLG vs. HG Diabetes mellitus type 2 249 (28.3%) 148 (35.3%) 118 (33.8%) S15(31.2%) 0,02
pLFLG vs. HG Hypertension 785 (88.7%) 392 (92.9%) 3124 (92.8%) 1501 (90.6%) 0.01
pLFLG vs. cLFLG Smoker (active or past) 174 (19.7%) 103 (24.5%) S415.4%) 131 (20.0%) <001
ot : X Hy percholesterolemis 351 (40.3%) 170 (41.3%) 161 (46.4%) 682 (41.8%) 0.14

morta Positive family history B6 (9.0%) 35 (7.8%) 46 (12.3%) 167 (9.4%) 0.07
Chronic kidney discase 367 (38.4%) 279 (62.4%) 178 (47.7%) K24 (46.4%) < 0,01

g2y oty Atrial fibrillution 193 (202%) 163 (36.5%) IS5 (41.6%) S11 (288%) <001

[95% confidence interval] Coronary artery discase 500 (56.2%) 114 (73.5%) 222 (63.4%) 1036 (62.2%) <001

- Prior M1 107 (11.2%) 119 26.6%) 50 (13.4%) 276 (15.5%) <0.01

Prior PCI 258 (29.3%) 195 (46.2%) 113 (32.3%) 566 (34.2%) <0.01
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Papel de la SVAo Vs Tto. Médico

SCIENTIFIC REPg}RTS Risk Ratio Risk Ratio

Study or Subgroup  log[Risk Ratio] SE  Weight IV, Random, 95% C1 IV, Random, 95% CI
Viet Effects of Aortic Valve Replacement 1.1.2LFLG
on Severe Aortic Stenosis and Clavel 2012 -1.3041 0.2745 21.2% 0.27 [0.16, 0.46} e
Preserved Systolic Function: Melis 2013 1115 06235 41% 0.33(0.10,1.11)
P Systematic Review and Network Mohty 2013 -1.4697 0.4787 7.0% 0.23[0.09, 0.59) —
U Meta-analysis Romero 2014 10617 01562 655% 0.35 [0.25, 0.47] -
oy, Ao K B, o U b o B Ve - voiag Tribouilloy 2015 -0.2877 0.8564 2.2% 0.7510.14, 4.02)
WS PPNty b Mot Subtotal (95% CI) 100.0%  0.32[0.25, 0.42] E-3
Heterogeneity: Tau®= 0.00, Chi*= 2.06,dl=4 (P=0.72), F= 0%
Test for overall effect Z= 891 (P < 0.00001)
s neiam nedervieidr | || it o aamad 1.1.3NFLG
g e e e ‘ Melis 2013 -21278 1.0515 34.9% 0.12[0.02, 0.94] =
H . 1 - Tribouilloy 2015 -05978 063 651% 0.55(0.16, 1.89] ——
® l | Subtotal (95% CI) 100.0%  0.32[0.08, 1.35] e - -
= ‘ e e dusdisto romoved I Heterogeneity: Tau*= 0.42; Chi*=1.56, df=1 (P = 0.21), F= 36%
o bl Test for overall effect Z= 155 (P=0.12)
g ..m].:...., T 1.1.4 LFHG
ine g sk’ | Melis 2013 1195 06354 100.0% 0.4 [0.04,0.49) i
o Subtotal (95% C1) 100.0%  0.14[0.04,0.49]
= Heterogeneity. Not applicable
H o for sy e Test for overall effect: Z= 3.07 (P = 0.002)
ﬂ === 1.1.5 NFHG
Bioeninyicserbrd Clavel 2012 -2.3245 03473 62.5% 0.10[0.05,0.19]) ——
netyy | Melis 2013 -19108 04486 375% 0.15 [0.06, 0.36} ——
Subtotal (95% CI) 100.0%  0.11[0.07,0.20] <
g F——— Heterogeneity, Tau®*= 0,00, Chi*= 053, df=1 (P=047) F= 0%
= S e Test for overall effect: Z= 7,90 (P < 0,00001)
e 15
0.01 01 10 100

Favours [AVR] Favours [Medical management]

Test for subaroup differences: Chi*=12.95, df= 3 (P=0.00%), F= 76.8%
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Clinical Outcomes in High-Gradient, Classical

Low-Flow, Low-Gradient, and Paradoxical
R E S U LTA D O S TAV I Low-Flow, Low-Gradient Aortic Stenosis

After Transcatheter Aortic Valve Implantation:
A Report From the SwissTAVI Registry

Max Wagener 9, MD; Olver Reuthabuch @, MO, Ok Heg ©, PHo: Devea TOlar, MD; Envico Feran @ MO
JUrg Geinantelder @, MOD: Chostoph Huber @, MD:; igal Moarof, MO: Otvier Muller, MD, PO

Falian Nietiopach, MO, PrO. Stepnans Noble @, MD; Marco Roffi @, MD; Mauriio Taramasso, MO,
Chvistion Termgin @, MD, Pro: Stefan Toggweler ©, MD. Pater Wenaweser. MD. Stephan Windecke: @, MD,
Statan Stortecky @, MD, MPH; Raban Jeger @, MD

Aty
Mortality 438 (8.8) 261 (19.8) 276 (11.5) 1.93 (1.64-2.26) <0.001 1.35 (1,16-1.56) <0.001 0.70 (0,59-0.83) <0001
Cardiovascular death 286 (5.8) 188 (14.6) 180 (7.6) 211 (1.74-2.55) <0001 1.34 (1.12-1.62) 0.002 0.64 (0.52-0.79) <0,001
Myocardial infarction 57 (1.2) 11 (0.9) 24 (1) 0.69 (0.36-1.34) 0.275 0.88 (0.55-1.42) 0.613 1.28 (0.62-2.64) 0.512
Spontaneous 32 (0.7) 7(0.6) 17 (0.8) 0.75 (0.33-1,74) 0.507 1.14 (0.63-2.05) 0.669 1.61 (0.61-3.71) 0.371
myocardial infarction
Cerebrovascular accident | 226 (4.6) 62 (4.9) 140 (8.0) 1.02 (0.76-1.35) 0.917 1.28 (1.04-1,58) 0.021 1.26 (0.93-1.72) 0.136
Disabling stroke 135 (2.7) 29 (2.3) 66 (2.8) 0.78 (0.62-1.18) 0.237 1.01 {0.75-1.35) 0.962 1.29 (0.83-2.02) 0.263
Nondisabling stroke 73 (1.5) 22(1.7) 56 (2.4) 1,14 (0.70-1.86) 0.597 1.69 (1.12-2.25) 0.009 1.39 (0.84-2.31) 0.200
Bleeding 975 (19.9) 264 (20.0) 487 (20.1) 1.02 (0.89-1.17) 0.800 1.02 (0.91-1.14) 0.719 1.00 (0.86-1.17) 0.980
Life-threatening bleeding | 313 (6.2) Q2 (7.1) 149 (6.2) 1.09 (0.86-1.38) 0.482 0.97 (0.80-1.18) 0.766 0.89 (0.68-1.16) 0.397
Major bleeding 429 (8.5) 106 (7.9) 212 (8.7) 0.94 (0.76-1.17) 0.603 1.00 (0.85-1.18) 0.968 1.06 (0.84-1.35) 0.616
Minor bleeding 281 (5.6) 80 (6.1) 145 (6.0) 1.07 (0.82-1.38) 0.627 1.07 (0.88-1.31) 0.480 1.01 (0.76-1.34) 0.951
Pacemaker implantation BOO (17.8) 264 (20.0) 422 (17.4) 1.03 (0.89-1.18) 0.727 0.98 (0.88-1.10) 0.783 0.96 (0.82-1.12) 0.608

Adjusted for age, sex, and STS-PROM number of first event (%). Administrative censoring was performed at 30days and 1 year of follow-up. ad). adjusted; HG indicates high gradient; C-LFLG, classical low-flow, low-
gradient; P-LFLG, paradoxical low-flow, low-gradient; and STS-PROM, Society of Thoracic Surgeons Predicted Risk of Mortality,
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RESULTADOS segun Gradiente
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'RESULTADOS TAVI }

Patient flow Baseline characteristics
Entire 10-<20 20-<25

[ Transcatheter Valve Therapy (TVT) Registry Subcohort: Meanor% cohort mmHg mmHg
TAVI procedures using Evolut valves (80429) (2394) (4163)
k- (June 2015-December 2022)
Age (years) 80.7 82.1 81.7
(h-:xudod patients with Excluded patients if confirmed with
* Valves other than Evolut R, PRO, PRO+, FX e Age <18 years or >10S5 years
* Primary procedure indication not AS e LVEF <10% or >90%
- Bicuspid AV * AVA <0.3 cm’ or >1.0cm? J Female 53.9% 49.0% 48.5%
* Previous BAV, TAVI, or SAVR e AV peak velocity <2 0 m/sec or >7.0 m/sec
* Procedures not eligible for 1 year follow-up ® AV MG <10 mmHg or >120 mmHg
v No implanted TAV! (only procedure attempted) * AV MG at baseline missing STS-PROM
| Score (%) 5.1 6.9 6.2
Entire cohort ] NYHA
i 0 0, o
[ N=80429 Class iy~ 67-1%  76.5%  74.1%
r _ : B
Baseline Mean Gradient LVEF (%) 57.2 46 .0 50.5
L 10-<20 ] [ 20-<25 ] [ 25-<30 ] [ 30-<35 ] [ 35-<40 ] [ 240 J AVA (sz) 070 077 076
mmHg mmHg mmHg mmHg mmHg mmHg
N=2394 N=4163 N=6270 N=8949 N=11936 N=46717
\_ 7 e 423 163 222

(mmHg)

F( Czamy, M TAVI outcomes for severe aortic stenosis according to basel restmg qrad er\t 7 EuroPCR 2025 1
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RESULTADOS TAVI

0% - . VARC-3 KCCQ ordinal outcome (1 Year)
All-cause mortality (1 Year) e e
Log-rank trend P-value:
% 20% - <0.001 20.9% (95% C1: 19.2, 22.7)
z 15.6% (95% C1: 14.5, 16.8)
® 13.7% (95% C1: 12.8, 14.7)
E 12.0% (95% C1: 11.3, 128}
» 10.7% (95% C1: 10.2, 11.4) ,
e 0% 9.3% (95% C1: 9.1, 9.6) 9 0% 1
> o 0%
-
0% T T T 1 T T T 1 E m d
0 1 2 3 4 5 6 7 8 9 10 1 12 -
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RESULTADOS TAVI

Does Flow Matter??

=
e P-value (log-rank) = 0.01
S 40% -
-
]
= 30%
Y
= 20%

10% -

0% 4~

O 1 2 3 4 5 6 7 8 9 10 1M 12

Months Post-Procedure

SVi <30 mL/m~*
SVi 30-35 mL/m?
— SVi>35mL/m*
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'RESULTADOS TAVI ]

1YearOutcomes  |Growp  |AdjustedHR [95%CI  [pvalue
Primary Outcomes
ooy |CELSWRG] 769 [ io62m | oom |

Secondary Outcomes

SeonnOeones
*

NFLGVSHG | 069 | 008589 | 0737

Blocd
T

Adjusted for age, sex, and STS Risk Score.

HG AoS (1044) / cLFLG AoS (230) / NFLG AoS (132)

Panel A 1.Year Overall Survival

Cum Survival

‘ :
Months Pest-TAVR

Log-Rank p-Value <0.007

i?nnel 8 1-Year Hazard of Heart Faillure Readmission

Cum Hazard

Months-Post-TAVR

Log-Rank p-Value <0.001
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{ALGORITMO MANEJO EAO BF-BG \

Reserva contractil ‘ TAVI
EAo BF-BG clasica TRAS CONFIRMAR >20%
FEVI<50% + VSi <35 ml/m? SEVERIDAD REAL /
| == | "EARTTEAV
EAo BF-BG paraddjica TRAS CONFIRMAR — HEART TEAM puente a TAVI
FEVI>50% + V/Si <35 ml/m? SEVERIDAD REAL TAVI /BAV

puente a TAVI

EAo flujo N-BG paraddijica SEGUIMIENTO CERCANO

FEVI>50% + VSi >35 ml/m? g Mismo manejo que en EAO
moderada
<7 )+ XICONGRESO INTERNACIONAL DE CARDIOLOGIA ,
\@roi e AP O 4&p Jpp| CARNDEBGRGERVENCIONISTA - LLIORNADA ACCI-SOLACI Q CARDIOLOGIA
e DE LA PREVENCION A LA INTERVENCION ¢ Area Sanitaria de Vigo




B N .
INDICACIONES DE TRATAMIENTO

EAo BF-BG clasica
FEVI<50% + VSi <35 ml/m?

Intervention is recommended in symptomatic patients with low-flow (SVi <35 mL/m?), low-gradient (<40 mmHg) AS with reduced LVEF

. B
(<50%fafter careful confirmation that AS is severef ****%6:346:475
EAo BF-BG paraddjica
FEVI>50% + VSi <35 ml/m?
Intervention should be considered in symptomatic patients with low-flow (SVi <35 mL/m?), low-gradient (<40 mmHg) AS with normal lla B
LVEF (>50%) after careful confirmation that AS is severe ® *73398.349476-481
EAo flujo N-BG paradodjica
FEVI>50% + VSi >35 ml/m?
»  Prognosis of these patients is similar to that of moderate AS
»  Surveillance is recommended
A
‘F.(""‘SC@ ESC ) European Heart journal (2025) 00, 1-102 ESC GUIDELINES Q CARDIOLOGiA
b g;»ccg:zas g;:'elv https://doiorg/ 10,1093 eurheartj/ehal 194 g Area Sanitaria de Vigo



