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~How would | treat ?
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ANNULUS SOV DIAMETER
AnnulisiBimensions @ 27450 mm
Minsi:51' 8528 mim ..
MEDS (B2 27022 Al

AV.QED< 2257 min
Penmeregdensed O: 22.8 mm
PerimetrerZic8 mm
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ASCENDING@DRTA
Ascending Aorta RDiameter Phase: 35.0%
Min® @: 32.6 mm
Max: O: 32.9 mm

Ava. O: 32.7 mm




AORTIC VALVE

SINUS HEIGHT vs\‘\

Lcc RCC Q,b NCC




AORTIC ROOT

IMPLANTER'S VIEW




Femorgl Access - Right




Fegnoral Access - Left
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Summary

= 88 yrs Qi'd severe symptomatic AS, normal LV &
funcj:@ion with mod MR, moderate PAH, no o
slghlflcant CAD &
a‘blntermedlate risk S
& &Qﬁ
& ®Heart team decided for TAVI o
’ = TAVI is the clear cut choice &
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Inteﬁ\ﬁﬁ?etation of CT
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" |eft coroaary height —7.2 >
= Sinus dfameters appear just adequate
- Annﬁlus 18.2 x 27.2 R

. JzVOT 16.5 x 25.4

& < HeaV|Iy calcified AV @@Q

= Aortic arch, LV — AO angle appears to be ok
= Calcified liliacs
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Chaﬁénges
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" Low Iet@cooronary height
. SmusS ‘diameters appear just adequate

. Heawly calcified AV
& ‘s Calcified liliacs
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I\/Igsca‘@éro)proach & strategy

\30

» Gen anaesthesia anff TEE

= Cerebral protecﬂon with Sentinel &
" Left transfemoral access, Preclosure with 2 proglides, @Q@‘@Q
=16 F she®a°ch then use inline sheath oé\oo@“@o

" BAV Wlth 16 mm balloon @@Q@b

. I\/It%:asure leaflet length, aortography during BAV &
" Perimeter -71.8, perimeter based diameter- ;\2.8

= 26 mm Evolut Pro

oo(\q
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Should left coron&aﬁ} be protected ?

)
Oé

" Even though corgm:ary heights are low, sinuses are not too smaII
" Based on theeanglography during BAV — if the leaflets are pugﬁed

towards cgfonary QQ
" Other ass;’pects Leaflet length, left coronary ostial dlaméter
O&OO @Q&O
Cb@v\ y&
S &
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If left corgﬁnﬁry has to be protected

S
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. Gwdlng&catheter / guideliner upto the sinuses &
. ChQ@se atleast 18 mm length of stent.
. JfLCA occludes stent proximally covering the TJ;W struts.

a’o

&8 “u If LM is short, stent into LAD &
S
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b = If it does not occlude, stent can be remg&?ed
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Ensure adequate hardware availability
@Q&O&)
o

Sentinel Qewce &

PredLlﬁtatlon balloons | Q&;@Q

Gmde catheter, guideliner, stents @@f
& Cove red stents @“”Q@&
v ’ys\
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. Deploy@e26 mm slowly with target depth of 3-5 &
mm@@” <

\\&

Walt for atleast 10 min, consider post dllatatlon«f
O <“if more than moderate PVL( very unlikely as 600
< Evolut PRO is expected to have low PVL dug“”to

s the cuff)
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