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Workshops - from routine to
complex
Valvular heart disease
Jim Newton
12th June 2018

Clinical issues

Echo

Quick fire quandaries

Risk assessment in aortic
stenosis

Imaging the mitral valve

Valve disease in pregnancy

Complex aortic stenosis case

Echo in endocarditis

Severe AS and non-cardiac
surgery

Controversies in endocarditis

TTE or TOE?

Mechanical valve undergoing PCI

Right sided endocarditis

More on functional MR

Essential questions in every case

What happens if you get it
wrong

Unusual mitral
regurgitation

Choice of prosthesis

Image 2

Image 3

Image 1

A new threat

Can you draw a mitral valve?

Imaging the mitral valve

How to draw a mitral valve

How to draw a mitral valve
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Relate anatomy to imaging planes

Zero degree plane

Zero degree plane

60 degree plane

P1

A2
A3

P2

60 degree plane

140 degree plane

A1
P1
A2
A3
P3
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140 degree plane

How would you describe this lesion?
1. A2 prolapse
2. P2 prolapse
3. P2 and P3 prolapse

A2

4. P1 prolapse

P2

5. A2 and P2 prolapse

How would you describe this lesion?
1. A2 prolapse
2. P2 prolapse
3. P2 and P3 prolapse
4. P1 prolapse
5. A2 and P2 prolapse

What type of TOE?

Recognise the pitfalls

Don’t get distracted….
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2D or 3D TOE is not perfect

TOE is not perfect

3D pitfalls and challenges

3D pitfalls and challenges

3D pitfalls and challenges

Be fast but thorough
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Utilise the strengths of TOE
TOE -

Have a routine

TOE +

MR classification

Spectrum of degenerative MR

Degenerative

Functional

(primary)

(secondary)

Fibroelastic deficiency

• Fibroelastic deficiency
• Thin transparent leaflets
• Ruptured thin chord
• Discrete prolapse zone

Cardiomyopathy
Barlow’s type
Endocarditis
Ischaemic
Rheumatic

Spectrum of degenerative MR

Spectrum of degenerative MR

• Secondary myxomatous changes in prolapsed
segment
• Thickened and expansion of prolapse zone

• Excess tissue and myxomatous changes
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Spectrum of degenerative MR

Changes can be subtle

• Barlow’s valve
• Large valve size, thickened and elongated chordae
• Diffuse myxomatous changes, excess leaflet tissue

Changes can be subtle

Changes can be subtle

Changes can be subtle

Use 3D to show others the problem
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Surgical planning

Surgical planning

3D in complex anatomy

3D in complex anatomy

3D in complex anatomy

Prosthetic valve evaluation
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Prosthetic valves

Quantification of anatomy?

True planar assessment of orifice area

Back

Curing aortic stenosis

Curing aortic stenosis
10:17

11:05
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Recovery post TAVI
24 hours post procedure

Why do we need TAVI?
A solution for a rapidly growing
problem

Discharge on day 3
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65 year olds with moderate or severe VHD

Why we need TAVI?
A solution for a rapidly growing
problem

Surgical aortic valve replacement
Poor outcomes with medical therapy
30 day mortality after AVR in the UK
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UK TAVI procedure numbers

Surgeons remain busy

TAVI decision making

Decision making in aortic stenosis
72 year old male

• Severe aortic stenosis
• Breathless walking uphill
• Single vessel CAD
• Good LV function
• Normal renal function
• Rx for prostate cancer
• Osteoarthritis of left hip
SURGICAL AORTIC VALVE REPLACEMENT

Decision making in aortic stenosis

Who should not have TAVI?
• Non-severe aortic stenosis

72 year old male

84 year old male

• Severe aortic stenosis
• Breathless walking uphill
• Single vessel CAD
• Good LV function
• Normal renal function
• Rx for prostate cancer
• Osteoarthritis of left hip

• Severe aortic stenosis
• Breathless walking >50 yds.
• CABG 12 yrs. before – patent
• Moderate LV impairment
• CKD stage III – creat 160
• Inhaler therapy
• Prior TIA – in AF

SURGICAL AORTIC VALVE REPLACEMENT

Transcatheter Aortic Valve Implantation

• Poor mobility – wheelchair dependent / nursing home
• Cognitive issues – early dementia
• Life expectancy < 2 years
• Severe pulmonary disease – on O2
• Severe pulmonary hypertension – if RVSP > AV PPG….stop & think
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Risk assessment

Risk groups
Risk group

STS score

Frailty

Low risk

<4%

-

Comorbidity
-

Intermediate risk

4 – 8%

mild

1 major

High risk

> 8%

Moderate - severe

2 major

Prohibitive risk

>50% risk

Severe

3 major

Assessment of risk

Back

Learning objectives
• Examples of endocarditis
• Clinical significance of echo findings

Endocarditis

• Pitfalls
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Infective endocarditis

Imaging in Infective Endocarditis
Diagnosis

• Endocarditis is bad news
• What is the overall mortality from infective endocarditis at one year?

Prognosis
Complications
Pre-operative evaluation
Follow up after treatment

Appropriate use of echo

Appropriate use of echo

“70 year old male with fever, breathless and positive cultures. Please rule out
endocarditis.”

• Is this an appropriate request?
• Do you suspect endocarditis?
• What would you do next?

Appropriate use of echo
Indication

BSE guidance

#

TTE / TOE

52

TTE

Initial evaluation of suspected infective endocarditis with positive blood cultures or a
new murmur

Appropriate?
Yes

53

TTE

Transient fever without evidence of bacteraemia or a new murmur

No

54

TTE

Transient bacteraemia with a pathogen not typically associated with infective
endocarditis and/or a documented non-endovascular source of infection

No

55

TTE

Re-evaluation of infective endocarditis at high risk for progression or complication or
with a change in clinical status or cardiac exam

Yes

56

TTE

Routine surveillance of uncomplicated infective endocarditis when no change in
management is contemplated

No

106

TOE

Evaluation of valvular structure and function to assess suitability for, and assist in
planning of an intervention

Yes

107

TOE

To diagnose infective endocarditis with a low pretest probability (e.g., transient fever,
known alternative source of infection, or negative blood cultures/atypical pathogen for
endocarditis)

No

108

TOE

To diagnose infective endocarditis with a moderate or high pretest probability (e.g.
staph bacteraemia, fungaemia, prosthetic heart valve, or intracardiac device)

Yes
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BSE guidance

Appropriate use of echo
• Might be endocarditis
• But....
• What is the organism?
• Is there heart failure?
• Is there a murmur?

Appropriate use of echo
“70 year old male with fever, breathless and positive cultures. Please rule out
endocarditis.”

• Is this an appropriate request?

Echo features of endocarditis
Vegetation

Aortic valve vegetation

• Oscillating intracardiac mass
• Attached to valve
• Typically low pressure side
• Destructive effects

• Do you suspect endocarditis?
• What would you do next?

Echo features of endocarditis

Echo features of endocarditis

Vegetation

Abscess

Aortic valve vegetation

Aortic valve abscess

• Perivalvular cavity
• Not communicating with lumen
• Thickened area
• Non-homogenous
• Echolucent or echodense
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Echo features of endocarditis

Echo features of endocarditis

Abscess

Pseudoaneurysm

Aortic valve abscess

Aortic valve pseudoaneurysm

• Perivalvular cavity
• Communication with lumen
• Pulsatile echo free space
• Colour flow evident

Echo features of endocarditis

Echo features of endocarditis

Pseudoaneurysm

Perforation

Aortic valve pseudoaneurysm

Mitral valve perforation

• Interruption of
endocardial continuity
• Traversed by colour flow
• Often a ‘windsock’
appearance

Echo features of endocarditis

Echo features of endocarditis

Perforations

Fistula

Aortic & mitral valve perforation

Mitral valve perforation

• Communication between two
cavities
• Occurs via a perforation
• Colour flow evident
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Echo features of endocarditis

Echo features of endocarditis

Fistula

Dehiscence

Mitral valve perforation

Aortic valve dehiscence

• Abnormal movement of
prosthesis
• Rocking motion
• Paravalvular
regurgitation

Echo features of endocarditis
Dehiscence

Aortic valve dehiscence

Native valve vegetations
Sensitivity of transthoracic echo

Sensitivity of transoesophageal echo

False negative rate

Native valve vegetations

Abscess

Sensitivity of transthoracic echo

75%

Sensitivity of transthoracic echo

Sensitivity of transoesophageal echo

85 – 90%

Sensitivity of transoesophageal echo

False negative rate

15%

False negative rate
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Abscess

Echo – indications for surgery

Sensitivity of transthoracic echo

50%

Sensitivity of transoesophageal echo

90%

False negative rate

5%

Heart failure

Severe aortic regurgitation

• Clinical syndrome
• Severe regurgitation
• Fistula
• Poor haemodynamic tolerance

Echo – indications for surgery

Echo – indications for surgery

Uncontrolled infection

Risk of embolism

Expanding vegetations

• Clinical syndrome
• Progression of vegetations
• New lesions
• Fistula formation

Large (!) vegetation

• Aortic or mitral vegetations >
10mm
• One or more embolic events
• Isolated very large vegetation

Echo – indications for surgery
Risk of embolism

Large (!) vegetation

Back

16

13/06/2018

TTE or TOE?

Endocarditis – TTE or TOE?

Admission to resus

Admission to resus

• 29 year old female at home address

• Initial survey:

• Ambulance called by friend
• Patient unresponsive on arrival of paramedics

•
•
•
•
•

GCS 12/15
(E3,V3,M6)
Pupils 4mm and equal
Pulse 120
BP 120/80
RR 10

• Poor peripheral perfusion and difficult venous access

Initial management

Two hours later

• Suspected opiate overdose

• GCS 10/15 (E3,V2,M5)
• Agitation when examined
• Pulse 130
• BP 110/70
• Temp 39.4
• Marked neck rigidity
• No rash

• Naloxone bolus and infusion
• Intravenous fluids
• Observation in A+E
• Paracetamol and Salicylate levels

• No focal neurology
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Initial results

Next steps

• Hb 12.0
• WCC 16.3
• Platelets 30

• CT head and medical review requested

• CRP >160
• Na 139
• Creat 80

• Peripheral blood cultures

Brother now present

Medical assessment

• Known IV drug user (Heroin)

• GCS 8/15
(E2,V2,M4)
• Pupils 2mm / 3mm
• Pulse 110
• BP 120/76
• RR 40
• Numerous injection sites including groins
• Erythema over right thigh
• Bilateral upgoing plantars

• Previous Benzodiazepine overdose
• Uncertain when last injected

CT head

• Meningitis suspected

• IV Ceftriaxone administered

Impression
• Posterior fossa infarction
• Hydrocephalus
• Thrombocytopenia
• CRP >160
• For neurosurgical review
• CT with contrast arranged
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Neurosurgery

Ongoing management

• Meningitis / Encephalitis

• Mannitol 20% infusion

• Contrast CT not suggestive of abscess but infarction

• Phenytoin 1g IV

• Obstructive hydrocephalus

• Platelet transfusion until >100

• Significant contra-indications to surgery

• Fluid resuscitation

Ongoing management

Emergent issues

• Respiratory decompensation

• Sepsis dominating – vasodilation

• Rapid sequence induction

• Noradrenaline commenced

• Intubated and ventilated
• Transferred to neurosurgical ITU

• Persistently febrile
• Cardiology review requested

• Neurosurgery and invasive pressure monitor planned

Bedside echo

Bedside echo

19

13/06/2018

Impression

Further investigations

• Limited trans-thoracic echo ‘normal’

• ID / Micro review

• Blood cultures awaited
• ID / Micro review requested

• Right leg thrombophlebitis
• ? Septic embolism
• Vancomycin + Gentamicin

Next step?

TOE

TOE

Further management
• CT reviewed – mycotic embolism?
• Massive vegetation with high embolic risk
• Cardiothoracic review

• Critical cerebral infarction with hydrocephalus
• Posterior fossa decompression?
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Developments

24 - 48 hours later

• Cultures confirm MSSA

• Ongoing sepsis and inotrope requirements

• Changed to high dose Flucloxacillin

• GCS 3 - 5/15

• Sedation held

• Persistent thrombocytopenia
• Persistently elevated inflammatory markers

Ongoing issues

7 days later

• Posterior fossa craniotomy still too high risk

• Sepsis under control

• Re-sedated and paralysed

• Noradrenaline off

• Antibiotic cover broadened and anti-fungals added

• Remains paralysed and sedated
• Update neuro-imaging
• Tracheostomy and Hickman line

MRI

Day 16
• Ongoing fever
• CRP remains > 160
• WCC 9
• Platelets 200
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Day 20

Update imaging

• Starting to obey commands
• Improving neurology
• Stable intra-cranial pressure
• Update cardiac imaging

Update imaging

Update imaging

Now what?

Case conference
Surgery

Medical

• Mitral valve surgery planned for 2 weeks anticipating:
•
•
•
•

Improved neurological status
Reduced risk of haemorrhagic transformation
Resolved thrombocytopenia
Infection improved

• Transferred to neurosurgery ward
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3 days later

CTPE

• Further decompensation
• Tachypnoea
• Tachycardia
• Hypotension

Clinical status

Surgical findings

• Mitral regurgitation now severe

• Huge vegetation eroding A1 removed

• Pulmonary oedema and deteriorating respiratory status

• Anterior leaflet defect patched with pericardium

• Urgent mitral valve surgery

• Routine closure

Recovery

6 weeks later

• Complicated by seizures
• No evidence of intra-cranial haemorrhage
• Discharged at 4 weeks
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6 months later
• Died from opiate overdose

Back

Presentation

Complex aortic stenosis case

Presentation
• 72 year old male
• Seen 2 years ago with moderate
aortic stenosis
• Progressive dyspnoea over 2
hours
• No chest pain
• Mild Troponin elevation
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Summary of angio
• Left Bundle Branch Block
• Acute pulmonary oedema
• Severe LV systolic dysfunction
• Aortic valve area 0.85cm2, Vmax 2.9m/s
• Moderate mid LAD, occluded diagonal
• Severe OM1 stenosis
• Moderate distal circumflex

What next?

Stress-reinjection Thallium

Interpretation

What next?

Viable

Septum

Scar
Inferior

Septal apex

Inferolateral

Basal anterior

Basal inferior septum

Ischaemia

? Mid anterior

? Mid anterolateral
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Dobutamine stress echo

Aortic valve intervention

Rest

10mcg

20mcg

Aortic Vmax

2.9m/s

3.3m/s

3.8m/s

LVOT VTI

16cm

18cm

20cm

EF

22%

25%

25%

AVA

0.85cm2

0.9cm2

0.8cm2

Post TAVI

Conclusion

Back

Controversies in endocarditis
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Prophylaxis

Does he need antibiotic prophylaxis?

• 35 year old male

1. Yes

• First echo performed for
murmur

2. No

• Asks if he needs antibiotics
before dental work

3. Unsure

Guidelines

Staphylococcus Aureus Bacteraemia

A valid echo request?

• 42 year old patient
• Fever
• Positive cultures for MSSA
• No other clinical signs

1. Yes
2. No
3. Might consider discussion with clinical team

• Transthoracic echo requested..
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Staphylococcus Aureus Bacteraemia

Staphylococcus Aureus Bacteraemia

• 25% have endocarditis

• 42 year old patient
• Fever
• Positive cultures for MSSA
• Central line in situ

• Clinical features of IE in only 7%

• Transthoracic echo requested..

A valid echo request?

Line related bacteraemia

1. Yes

• Very low risk of infective endocarditis if:

2. No
3. Might consider discussion with clinical team

Timing of surgery

• No clinical features of IE
• No other source of infection
• Same organism on catheter tip

Timing of surgery

• 23 year old male
• Home haemodialysis for 2 years
• Acute septicaemia
• Positive blood cultures for staphylococcus
• Loud murmur
• Vasculitic rash
• Responds to antimicrobial therapy
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Timing of surgery

Refer for surgery now?
1. Yes
2. No
3. Unsure

Progress

Refer for surgery now?

• Initial improvement with antibiotics

1. Yes

• Difficult ongoing dialysis with pulmonary oedema

2. No

• Recurrent fever on day 7

3. Unsure

• No new findings on CT

Indications for surgery in IE

Outcome
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Outcome

Timing of surgery
• 51 year old female
• Neurology investigations for 6 months
• Recurrent headaches
• No fever
• Normal inflammatory markers
• Negative blood cultures
• Admitted from clinic with ongoing headache

Timing of surgery

Timing of surgery

Refer for surgery now?

Progress

1. Yes

• Cultured repeatedly

2. No

• Broad spectrum antibiotics commenced

3. Unsure

• Presumed culture negative endocarditis
• 6 days later....

30

13/06/2018

Progress

Refer for surgery now?
1. Yes
2. No
3. Unsure

Outcome

Timing of surgery

• Surgery completed uneventfully

• Trend towards early surgery

• Unable to wean from ventilator

• Myth that early surgery is more difficult

Back

Unusual mitral regurgitation
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Mitral valve repair

Clinical history
• 72 year old male
• Mitral valve repair 12 years earlier
• Progressive heart failure symptoms
• Now NYHA class III on therapy
• Loud pan systolic murmur
• Referred Back to outpatients

Transthoracic PLAX

Apical 4 chamber

Apical 3 chamber

Apical 3 chamber
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What would you do now?

TOE LAX view – severe MR

1. Increase medical therapy and monitor
2. Refer for redo surgery
3. Investigate further
4. Palliate

3D TOE of mitral valve

Understand anatomy

Understand anatomy

Define defect

33

13/06/2018

Guide wire passage

2D TOE

Sheath through defect

Fluoroscopy view

Device delivery – LV aspect

Final device position
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Colour flow with device deployed

Final appearance

Before and after

Outcome
• Now NYHA class I
• Off all diuretics therapy
• Feeling better than after initial surgery

Back

More on functional MR
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Mitral valve complex

Degenerate mitral regurgitation

Surgical repair

Functional mitral regurgitation

Functional mitral regurgitation

Mitraclip
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Effect of Mitraclip

Effect of Mitraclip

Mitraclip vs. medical

Mitraclip vs. medical

• 66 year old male
• Moderate to severe mitral regurgitation
• Moderate LV impairment
• SOB and fatigue at 200 yards
• Significant nocturnal orthopnoea
• Difficult to control paroxysmal AF

• CABG 1976, 1977, 1984, 1992
• CRT-D for heart failure
• Creatinine 300
• Diabetes
• Pulmonary hypertension – 50mmHg
• On high dose diuretic and beta blocker
• Limited ACE due to hypotension

Mitraclip vs. medical

Mitraclip vs. medical

37

13/06/2018

Mitraclip vs. medical

Mitraclip vs. medical

• Mitraclip performed March 2010
• Modest improvement in orthopnoea
• Effort tolerance remains 200yds
• Update angio – no disease progression

Coronary sinus devices

Mitral valve implants

Mitral valve implants

Back
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Right sided infective endocarditis

Right sided endocarditis

IVDU related right sided IE

Higher rate of:

Lower rate of:

• Fever
• Active IVDU
• Cardiac devices
• Pulmonary emboli
• Pulmonary abscess
• Congenital defects

• Heart failure
• Stroke
• Peripheral emboli
• Pathological murmur

Know your right heart anatomy

• Typically tricuspid valve
• Staph Aureus
• Surgery rarely needed
• Mortality 15%
• Pathophysiology unclear
• can occur on normal valves

Know your right heart anatomy
1

Ascending aorta

2

Main pulmonary artery

3

Right atrial appendage

4

Crista Terminalis

5

Pectinate muscles

6

Right ventricle

7

Tricuspid valve

8

Thebesian valve

9

Eustachian valve

10

Inferior vena cava

11

Oval fossa

12

Limbus of oval fossa

13

Secundum septum

14

Pulmonary veins

15

Left atrium

16

Right pulmonary artery

17

Superior vena cava

Eustachian valve
• Between CS and RA
• Thin thread like structure
with regular motion
• Can have vegetations on
the EV though
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Eustachian valve
Eustachian valve

Eustachian valve
Eustachian valve

Chiari network

Eustachian valve vegetation

Right atrial structures

• Thin lace like network from IVC
to posterior septum
• Prominent in 2%

Chiari – RV inflow view

Right atrial structures
Chiari – RV inflow view

Eustachian valve

Chiari – RV inflow view

Crista Terminalis
Chiari – 3D TOE

• Crest separating RA from
appendage
• Can be thick and prominent
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Right atrial structures
Crista Terminalis

Tricuspid endocarditis
Crista Terminalis

Tricuspid valve endocarditis
TV endocarditis

Tricuspid valve vegetation

Tricuspid valve vegetation

Substrate

Tricuspid valve vegetation

• TTE often sufficient
• Vegetations usually on anterior
leaflet

Does size matter?

TTE or TOE or both?

• Outcome worse if vegetation > 20mm

• TTE as good as TOE for diagnosis

• 11% mortality if <20mm
• 33% mortality if >20mm

• TOE – precise characterisation of vegetations
• Can have left sided IE as a consequence
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TTE or TOE or both?

TTE or TOE or both?

Device related IE

Pacemaker implant rates

• Severe disease
• High mortality
• Increasing rate of infection

ICD implant rates

Device related IE
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Device complexity

Device related IE
• Can be anywhere on lead
• Often in SVC or upper right atrium
• TOE mandatory

Lead infection?

Lead infection?

TOE drawbacks

TOE or ICE

• May be negative
• Vegetations not seen due to artefacts or location
• Consider using ICE
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TOE or ICE

AICD infection

AICD infection

Device related infection
• 72 year old male
• 5 year old dual chamber pacing system following CABG
• Upgraded to CRT system 12 months ago
• Chronic illness
• Positive cultures for Streptococcus
• TOE performed

Device related infection

Device related infection
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Device extraction needed?

Device related infection

1. Yes – percutaneous removal
2. Yes – sternotomy and surgical explant
3. No
4. Unsure

Device related infection

Device related infection

Device related infection

Outcome
• Device and vegetations removed
• Completed antibiotic therapy
• New device implanted
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Pitfalls of echo in device related IE

Unusual endocarditis

False positives

Large vegetation (TOE)

Ghost lead

Large vegetation on VSD

• 12% have a mass on the lead
• Residual masses after device
extraction

Unusual endocarditis
Vegetation in LVOT

Vegetation in SAM zone

Back

Case

Valve disease in pregnancy

• 30 year old female
• First pregnancy
• No past history
• Now 30 weeks
• Increasing breathless symptoms
• GP hears a murmur
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Echo

Echo

Echo

Echo

What do you do?

AS and pregnancy

• 30 weeks pregnant
• Very severe aortic stenosis
• Symptoms

• Mild or moderate AS well tolerated
• Vaginal delivery preferred
• Asymptomatic severe AS – exercise test to ensure able
• Avoid vaginal delivery
• Increase in eclampsia and premature labour
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Severe AS with symptoms in pregnancy

Case

• Valvuloplasty can be considered and is probably safe

• 30 year old female
• First pregnancy
• No past history
• Now 30 weeks
• Increasing breathless symptoms
• GP hears a murmur

• Early delivery and AVR preferred approach
• Cardiac surgery preferable between 13th and 28th week
• Casarean feasible if >26 weeks (80% survival, 20% of those have
impairment)

Outcome
• Delivered by cesarean at 32 weeks
• Mother had AVR 5 days later
• Both healthy and well

Back

Case

Severe AS and non-cardiac surgery

• 72 year old female
• Limited by severe hip arthritis
• Walks short distances only
• Known aortic stenosis – PPG 60mmHg 12 months ago
• Needs hip replacement
• Anaesthetic team are worried
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Echo

Echo

Echo

What do you do?

Complete the echo

True gradient
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Guideline

Guideline

Unknown

Case

Outcome

• 72 year old female
• Limited by severe hip arthritis
• Walks short distances only
• Known aortic stenosis – PPG 60mmHg 12 months ago
• Needs hip replacement
• Anaesthetic team are worried

• Elective (urgent) AVR
• Hip surgery 2 months later

Back

Mechanical valve undergoing PCI
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Clinical case

Clinical case

• 75 year old male
• Mechanical mitral valve 20 years ago – no grafts
• On Warfarin
• Hypertension – BP 170/90mmHg
• Presents with typical pain
• Troponin rise to 18
• NSTEMI based on ECG
• Taken to cath lab

What do you do?

Guideline

• Give aspirin and clopidogrel before PCI?

• Warfarin, Aspirin and Clopidogrel for 1 month

• Give all three?

• Continue triple therapy for 6 months if high risk coronary anatomy

• For how long?

• Stop one anti-platelet after 1 month if concern about bleeding risk
• If very high bleeding risk give only Clopidogrel and Warfarin

Guideline

Clinical case
• 75 year old male
• Mechanical mitral valve 20 years ago – no grafts
• On Warfarin
• Hypertension – BP 170/90mmHg
• Presents with typical pain
• Troponin rise to 18
• NSTEMI based on ECG
• Taken to cath lab
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Outcome
• HAS-BLED score = 3
• PCI with drug eluting stent to LAD
• Warfarin + Clopidogrel + Aspirin for 1 month

Back

• Then Warfarin + Clopidogrel for life

Essential questions for managing valve disease

Essential questions in every case

• How severe is the valve disease?
• What is the aetiology?
• Does the patient have symptoms?
• Are those symptoms likely related to the valve disease?
• What is the patients life expectancy and likely quality of life?

Essential questions for managing valve disease

Essential questions for managing valve disease

• Are any signs present in an asymptomatic patient that indicate a
worse outcome?
• Do the expected benefits of intervention outweigh the risks?
• What is the optimal treatment modality?
• Are local resources and expertise available?

• Are any signs present in an asymptomatic patient that indicate a
worse outcome?
• Do the expected benefits of intervention outweigh the risks?
• What is the optimal treatment modality?
• Are local resources and expertise available?
• What are the patient’s wishes?
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What happens if you get it wrong

Case

Echo

• 50 year old male
• Follow up for aortic stenosis for 6 years
• Annual review and echo
• Overweight and unfit
• Denies change in symptoms

Echo

Echo
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Echo

7 weeks later

• Reported as normal systolic function
• Patient described as well
• Annual review planned…

7 weeks later

7 weeks later

Case progression
• Emergency high risk AVR
• 6 weeks on critical care
• GI complications and stroke
• Recovered to discharge
• Unlikely to return to independent life

Back
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Bioprosthesis preferable if…

Choice of prosthesis

• Life expectancy < duration of valve
• Increased bleeding risk
• Women wishing to become pregnant
• Prior mechanical valve thrombosis
• Patients >65 years for aortic and 70 years for mitral

Mechanical valve preferable if…

Patients at high risk of bleeding with warfarin

• High risk of rapid valve deterioration
• Patients already anticoagulated
• Mechanical valve in another position
• Patients aged <60 for aortic and <65 for mitral
• High risk redo surgery likely

• > 75 years
• Uncontrolled hypertension (>180/100)
• Alcohol excess
• Liver disease
• Poor drug compliance
• Bleeding lesions
• Thrombocytopenia
• NSAID use
• Labile INR
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Image 1
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Back

Image 2

Back
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Image 3
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Case

A new threat

• 44 year old male
• Elective mitral valve repair
• Swift recovery
• Seen at 12 months
• Now not doing so well
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Case

What next?

• Nothing on examination
• Anaemia
• CRP 30
• Blood cultures negative
• Transthoracic echo normal

Mycobacterium Chimaera

Echo 6 weeks later

TOE

Mycobacterium Chimaera
• Anyone who has had open heart surgery since 2013 is at risk
• 1:5000 risk
• Symptoms can take years to develop
•
•
•
•
•
•
•

Fever
Weight loss
Cough
SOB
Joint pain
Muscle pain
tiredness
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Mycobacterium Chimaera

Mycobacterium Chimaera

Mycobacterium chimaera
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