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[Summary of MS-CT Aortic root complex and ascending aorta ]
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AORTIC VALVE
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dide for positioning the Valve

IMPLANTER'S VIEW
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SHASHI JAIN, 67 1635975 TAVI FORTIS ESCORL.. EPIQ7C 12/07/2018 06:25:33PM
Adult Echo
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Perforation / Acute Severe Aortic regurgitation????
TEE did not show any color flow-zero cardiac output
Confusion : HAS TO BE SEVERE AR but PROBLEM IS

VTX'F STORM
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Deploying Valve ECM
O Functionai
Valve deployment i
in a stand still Heart
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The THV was deployed, ECMO temporarily malfunctioned CPR
Screws and plates of spine surgery }Nas on, Recapture was done once
another problem for positioning
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o ! 4 " > THV DEPLOYED
g\ y I > VALVE FUNCTION STARTS
3 ‘ ' > NO Al OR PVL

> VT STOPS

» STABILITY OF BLOOD PRESSURE
» LV STUNNED
> POOR CARDIAC CONTRACTILITY
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Patient was shifted from cath lab to Recovery unit after TAVR




VA-ECMO support— Ferfusing the vital organs
Time for stunned Myocardium to recover
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POST TAVR -THE NEXT CHALLENGE WAS TO HELP THE VITAL ORGANS FROM HYPOPERFUSION
TILL THE STUNNED HEART RECOVERED
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Going back home happily after a Stormy TAVR

Date of Admission:09/07/2018  TAVR:12/07/2018 VA ECMO remcvad:14/07/2018 Date of
Discharge:26/07/2018



LESSONS

“TEAM WORK” AND PREPAREDNESS FOR WORST

Loading the valve is a must before you predilate the native valve
DO NOT PRERALATE DEGENERATED BIOPROSTHETIC VALVE

ACUTE SEVERE AR NOT JUST PRESENTS AS HAEMODYNAMIC COLLAPSE
BUT ALSO AS INCESSANT VT

PRIMED CPB and ECMO MUST FOR HIGH RISK CASES

IF A CTASTROPHE DOES OCCUR DURING TAVR....IMPLANT THE VALVE FIRST
AND THEN PROCEED FURTHER



Thariks and Kudos To The TAVR team
The Centre for Valve and
StructuralHeart therapies

Fortis Escorts Heart Institute
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