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Retrecissement aortique calc:fle
c;hez le patient hemodlalysq
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En I|tterﬁture les patients HD +RAC ont un pluys
magwais pronostic que les patients RAC &@0‘2
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Le remplacement valvulaire aorthycé améliore le
pronostic compareé au traitement ‘médical
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Management of aor’g@ stenosis in patients with end stage renal disease
on hemodlaIyS|s \\°°

Mentias A, CII’({@%GI’dIOV(JSC Interv 2020
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8107 pgﬂents registre MEDPAR 2015-2017 {b&e\\"’&
413@750%) TAVI &
@2%62 (31,6%) RVA &
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Figure 1: Q)Q
Adpeaned Kaplas Meier curved off sirvival willy TAYR versas SAVE in EXED-HE paticas, Flpare I <
TAVR=Transathcler sortic valve replacement, SAVR=Suarngical aortic vahe replacement, Adosted Kaplan Meier curves of survival WS TAVR versus cansereative management in

FEERD-HD= End stage renal discass on hemodialysis. patients with ESRD-HI. Abbrevissions &Pipure 1.
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Mortalité précoce > chirurgie 4,6% TAVI 12,8% RVA
Mortalité a 1 an pas de différence 28,1% TAVI 31% RVA



. E’nd stage renal disease patients on hemodialysis (ESRD-HD) with aortic
/\0 stenosis (AS) have poor prognosis.

&% Transcatheter aortic valve replacement (TAVR) in ESRD-HD patients have

(%)
'06

é@* worse outcomes when compared to patients not on dialysis.
>
«oF  What the study adds
OQS’\“ «  Survival of ESRD-HD patients with AS is better with TAVR and surgical og;\\C‘\
AVR (SAVR) when compared to conservative management. QQ@b
<
*  Rates of heart failure admissions in ESRD-HD patients with AS declips¥f after
TAVR and SAVR. Q\Qe'
. Short-term monality is lower with TAVR compared to SAVR ;O&(ESRD-HD
patients, but long-term mortality is not different. &o\
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schémie mésentérique
* Infection / sepsis

e Défaillance multi-viscérale
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Freedom from All-Cause Death
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Valve-Related] Death
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CHOIX PROTHESE

&
&
PM et BP : risque accrugd endocardlte

'anticoagulation a \g@ est un facteur important dans la décision
6
Degenerescencqeﬁcceleree fréquente pour les BP, longue durabilité pour les PM

La prothese o‘ﬁtlmale reste controversée \Q@

Les recor@ﬁ'\andatlons ont évolué dans le temps ‘\Q}\e"?

Actueﬁ%ment il ny pas de recommandations spécifiques @Q,Qq’é

Bg_b\sur le court terme OK (< 5 ans) §00‘°®
-Q(L\(?Jlumeurs études montrent une survie a 5 ans similaires @Q@bo

Bénéfices des BP se portent sur les saignements, les thrombog@s et les AVC avec

moins de complications liées a la valve ‘&é"’% 101

Survie a 10 ans est de 18% &6@& Ll

CHOIX INDIVIDUALISE : age et état clinique Gf\O"% ' b1 T
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ESC/EACTS

&
Q;%
\\Q)
Recommendations for prosthetic valve sﬁ:ﬂnn

Recommendations
Mechanical prostheses ,QOQ
Amechanical prosthesds is rel:un‘m@ed

according to the desire of ﬂﬁmr&émed patient
a‘dlfmuearemtm@ummlwg—

term anticoagulation.” &0\\’
A mechanical pructlsigis recommended in
patients at risk u@:d&ﬁtmd svo?

Amed\anta.ltg'uaﬂ&ess should be considered in

patlmsb@ad}run anticoagulation because of a lla
med@ul prosthesis in another valve position.

(‘}hmeu:hmﬂl prosthesis should be considered in

@('QQ~ patients aged <60 years for prosthesesin the e
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anrtic position and aged <65 years for prosthe-
ses in the mitral position ¥ *54=

A mechanical prosthesis should be considered in
patients with a reasonable life expectancy for
wihom future redo valve surgery or TAVI (if
appropriate) would be at high risk”

A mechanizal prosthesiz may be considered in
patients already on long-term anticoagulation
due to the high risk for thromboembolism.”
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Biological prostheses

A bioprosthesis is recommended according to
the desire of the informed patient.

A bipprosthesiz is recommended when good-

quality anticoagulation is unlikely (adherence
problens, not readily available), contraindicated

- c

because of high bleeding risk (previous major P
bleed, comorbidities, unwillingness, adherenoe I8 »

. ) 4
patients whose life expectancy is lower than the 00%

presumed durability of the bioprosthesiz !

A bicprosthesis is recommended in case of

recperation for mechanical valve thrombosis c
despite good long-term anticoagulant control. (Q

A bicprosthesis should be considered in pati <

fu'wimﬂ'ﬂ'eualuwlimi\mdard.fc&uw Hla c
operative risk of future redo mn{@y
hmﬂmﬂﬂﬂwﬁhem@dnym il p
women contemplating pregmdy.

A bioprasthesiz should hQ?::nsidu'ediﬁ patients

aged 65 years for 2 is in the aortic na c

position oraged ?'ﬂyearsiﬁ a mnitral positicn.
A t.upmaﬂ-%é:w be considered in patients
already opfng-term MOACs due to the high
"*E bl 5463 1
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X Recommendations for Prosthetic Valve Type: Bioprosthetic Versus
be<\' Mechanical Valve (Continued)
Q
&
< ‘ Z. For patients of any age requiring valve
;Qoo replacement for whom anticoagulant therapy

is contraindicated, cannot be managed
appropriately, or & not desired, a bioprosthatic
valve is recommended.

O
11.1.2. Selection of F;ﬁeﬁleﬁc Valve Type:
Bioprosthetic VersugMechanical Valve

3. For patients <50 years of age who do not .~\@v‘
Recommendations for Frosthetic Valve Type: Bioprosthetic Versus have 2 contraindication to anticoagulation &
Mechanical Valve and require AVR, it & reasonable to chooss \(‘\\-
a mechanical aortic prosthesis over a X\
Referenced studics that support the recommendations are bioprosthetic valve,!® \*066

summarized in . 4. For patients 50 o 65 years of age who requi®

AVR and who do not have a cn:hntraindi:a@
1o anticoagulation, it is ressonable to &
individuslize the choice of either 2 anical
or bioprosthatic AVR, with consiggvation of
individual patient factors andigfer informed
shared decisim-making.“'&

1. For patients who require heart vale
replacement, the choice of prosthetic vale
should be based on a shared decision-making

process that accounts for the patients values

5. In patients =65 years Uge whao require AVE,

and preferences and indudes discussion of it is reasonabla to a hinprosthesis aver

the indications for and risks of anticoagulant a mechanical y¥

therapy and the potential need for and risks 6. For patien e years of age who have

associated with vale meintersention. an indicg@iBn for mitral valve replacement,
do ave a contraindication to

ar{ﬁmagulatbn, and are unable to undargo
\\ﬁ'rtral valve repair, it is reasonable to choose
b\oa mechanical mitral prosthesis over a
bioprosthatic valye, 7014

7. For patients =65 years of age who require
mitral valve replacement and are unable to
undergo mitral valve repair, it is reasonable

to choose a bioprosthesis over a mechanical

walyg "R

B. In patients <50 years of age who prefer a
bioprosthetic AR and have spproprizte anatomy,
replacement of the aortic valve by a pulmanic
autograft {the Ros procedure) may be considerad
at a Comprehercive Valve Center, 177




