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Ochorenia descendentne]
hrudnej aorty

Akutne aortalne syndromy

e Aortalna disekcia

* Intramurdlny hematom (IMH)

* Penetrujuci ateroskleroticky ulkus (PAU)
* Rychlo expandujuca Ao aneuryzma

* Traumaticka aortdlna transekcia (decelera¢né zranenia)

Aortalne aneuryzmy

Genetické ochorenia postihujuce aortu

* Koarktacia aorty

Aterosklerotické lézie aorty

Aortitidy (velkobunkova arteritida, Takayasu arteritida)

Ao tumory




Patogeneéza Ao disekcie

e Primarne narusenie intimy
nasledované disekciou — vniknutim krvi
do médie s propagaciou vacsinou
antegradne — prenos aortalneho tlaku do
narusenej medie, separacia vrstiev
aortalnej steny, progresie disekcie

e Primarne ruptuira vasa vasorum s

hemoragiou do aortalnej médie
sekundarne narusenie intimy a
komunikacia s Ao lumenom;

bez narusenia intimy — intramuralny
hematom;




Epidemiologia Ao disekcie

Incidencia: 10-30/mil. obyvatelov/rok (2/3 typ A, 1/3 typ B)
Mortalita: 1-2% za kazdu hodinu pocas prvych 24 hod
In-hospitalizacna mortalita: 27%

Sanca na prezitie pri adekvatnom manaZmente 74-92%

*Hirst AE Jr, et al. Medicine 1958
*Hagan PG, et al. JAMA 2000

» Diagnostika a liecba su emergentné




Klasifikacia

Podla dizky trvania

Typ Casovy interval od zadiatku priznakov
Akutna < 2 tyzdne

Subakutna 15-90 dni (2-6 tyzdniov)
Chronicka > 90 dni (>6 tyzdnov)

DeBakey Type | Type Il

Podla rozsahu Ao postihnutia ‘ ) ‘

DeBakey | Stanford Vyskyt
Typ | Typ A 70%
Typ Il

Typ Il Typ B 30%




Aortalna disekcia typ B

do aneuryzmatickej degeneracie aorty s
naslednym rizikom ruptury (hoci moze
zabezpecovat nevyhnutnu perfuziu)

* Separdacia aorty na dva priestory krvného toku f
— pravy a faloSny lumen oddelené arterialnom \/
flapom ))r

* prietok vo FL m6Ze komprimovat PL a tym
kompromitovat perfuziu organov
* komunikacia PL a FL (re-entry) moze rezultovat

* Cca. 30-45% pacientov s akutnou disekciou
typu B je komplikovanych periférnou
vaskularnou ischémiou alebo
hemodynamickou instabilitou — potreba
intervencie




Aortalna disekcia typ B -
mozny Klinicky priebeh

/ ¥ |
™ ‘ . N e dilatacia aorty
s * kompresia pravého lUmenu

* okluzia visceralnych artérii s end-organovou

ischémiou

* okluzia pelvickych artérii s periférnou
ischémiou

* progresie disekcie do aortalneho obluku

e perzistujuca bolest — aortalna ruptura




Klinicke znaky pri diagnostike AAS

Rizikové stavy

Rizikové charakteristiky
bolesti

Rizikové nalezy pri
vysetreni

Marfanov sy. (alebo iné
ochorenia spojivového
tkaniva

Rodinna anamnéza Ao
ochorenia

Zname ochorenie Ao chlopne

Znama aneuryzma hrudnej
aorty

Predchadzajuca manipulacia v
oblasti aorty

Bolest na hrudniku, v chrbte
alebo abdominalna
popisovana ako:

- s nahlym zaciatkom

- intenzivna

- rezava alebo trhava, prudka

Znamky perfuzneho deficitu

- pulzovy deficit

- rozdiel v sTK

- fokalny neurologicky
deficit (v spojeni s
bolestou)

Ao diastolicky Selest (novo
vzniknuty s bolestou)

Hypotenzia alebo Sok

Recommendations

Class?

Level®

Historyand clinical assessment

In all patients with suspected

AAS, pre-test probability
assessment is recommended, I
according to the patient’s
condition, symptoms, and
clinical features.

ESC Guidelines on the diagnosis and treatment
of aortic diseases. 2014

Rogers AM et al. Circulation 2011

Rizikové skére 0-3 (bod na stlpec)




Diagnosticky postup pri AAS

Recommendations Class® Level”

History and clinical assessment

Evaluation of the patient’s condition, symptoms, and clinical features is | | B

recommended |to determine pretest probability

Laboratory testing

In case of suspicion of AAS, the interpretation of biomarkers should lla C
always be considered along with the pretest clinical probability.
In case offlow clinical probability|of AAS, the determination o{D-dimer) | lla A

levels should be considered to rule-out the diagnosis when negative.

In case of|intermediate clinical probability jof AAS with a positive (point- | lla B

of-care) D-dimer test, further imaging tests should be considered.

In patients with[high probability|(risk score 2 or 3) of aortic dissection, C

testing of D-dimers is not recommended.

ESC Guidelines on the diagnosis and treatment of aortic diseases. 2014




Diagnosticky postup pri AAS

Recommendations | Class® ‘ Level® Recommendations Class® | Level®
Imaging =~ 7 " ' | In stable patients|with a

TTE is recommended as an I suspicion of AAS, the

initial imaging investigation. following imaging modalities

| In unstable? patients|with a
suspicion of AAS, the following
imaging modalities are
recommended according to

are recommended (or should
be considered) according to
local availability and expertise:

local availability and expertise: e CT I
e TOE | e MRI |
o CT | e TOE lla
| In case of initially negative |
imaging with persistence of
suspicion of AAS, repetitive I
imaging (CT or MRI) is
recommended.
Chest X-ray may be
considered in cases of low Ilb

clinical probability of AAS.
In case of uncomplicated
Type B AD treated medicallyj
repeated imaging (CT or |
MRI)€ during the first days is
recommended.

ESC Guidelines on the diagnosis and treatment of aortic diseases. 2014



Lab.testy u pacientov s AAS

Red blood cell count Blood loss, bleeding, anaemia

White blood cell count | Infection, inflammation (SIRS)

C-reactive protein Inflammatory response

ProCalcitonin Differential diagnosis between SIRS and
sepsis

Creatine kinase Reperfusion injury, rhabdomyolysis

TroponinlorT O Myocardial ischaemia, myocardial infarction

D-dimer @ Aortic dissection, pulmonary embolism,
thrombosis

Creatinine O Renal failure (existing or developing)

Aspartate transaminaseiol Liver ischaemia, liver disease
alanine aminotransferase

Lactate O Bowel ischaemia, metabolic disorder
Glucose Diabetes mellitus
Blood gases Metabolic disorder, oxygenation

ESC Guidelines on the diagnosis and treatment of aortic diseases. 2014



Zakladne principy
medikamentoznej lieCby

Hlavny ciel — redukcia “shear” stresu (strihového napatia na aortu)
— redukcia krvného tlaku a kardialnej kontraktility (dP/dt)

* Akutna Ao disekcia: sTK 100-120mmHg (i.v. BB, dalSie
antihypertenziva)

* Chronicka Ao disekcia: sTK < 140/90 mmHg

* Pacienti s Marfanovym sy. — profylaktické uzivanie BB, ACElI,
sartanov s cielom prevencie progresie Ao dilatacie a komplikacii

* Statiny mozu inhibovat expanziu aneuryziem

ESC Guidelines on the diagnosis and treatment of aortic diseases. 2014



Koncept TEVAR

* Prekrytie proximalneho entry

Uvol'nenie tlaku vo faloShom
lumene (FL)

Indukcia trombodzy FL

Presmerovanie toku do pravého
lumenu + jeho expanzia

Indukcia aortového remodelingu




Aortalna disekcia - TEVAR
indikacia

Recommendations

Class?

Level®

It is recommended that the indication for
TEVAR or EVAR be decided on an individual
basis, according to anatomy, pathology,

comorbidity and anticipated durability, of any
repair, using a multidisciplinary approach.

Indikacia na individualnej baze

anatomia

klinicky stav pacienta
komorbidity

individualna stratifikacia
rizika

multidisciplinarny pristup
— aortalne centrum

A sufficient proximal and distal landing zone
of at least 2 cm is recommended for the safe
deployment and durable fixation of TEVAR.

In case of aortic aneurysm, it is recommended
to select a stent-graft with a diameter
exceeding the diameter of the landing zones
by at least 10—15% of the reference aorta.

During stent graft placement, invasive blood
pressure monitoring and control (either
pharmacologically or by rapid pacing) is
recommended.

Preventive cerebrospinal fluid (CSF) drainage
should be considered in high-risk patients.

lla

ESC Guidelines on the diagnosis and treatment of aortic diseases. 2014
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Dg. algoritmus pred TEVAR

CTA — metdda volby v diagnostike

TTE — na vylucenie chlopnovych a strukturalnych chyb
srdca

DUS supraaortalnych artérii

koronarografia — u pacientov s podozrenim na KCHS

EACTS, ESC, EAPCI TEVAR Position Statement EHJ 2012




Akutna Ao disekcia typ B - vysledKky liecby

* Medikamentodzna liecba (1.480 pts)
e skora mortalita: 6.4%
* CMP:4.2%
* miechova ischémia: 5.3%
* dlhodobé prezZivanie: 70-89%/5 rokov

* TEVAR (2.359 pts)
* skora mortalita: 10.2%
* CMP:4.9%
* miechova ischémia: 4.2%
* dlhodobé prezivanie: 56-87%/5 rokov

* Otvorena chirurgia (1.529 pts)
* skora mortalita: 17.5%
* CMP:5.9%
* miechova ischémia: 3.3%
* dlhodobé prezivanie: 44-65%/5 rokov

Medical therapy vs. TEVAR for acute type B
dissections: early mortality

Test for overall effect: Z= 211 (P=0.03)

medical therapy TEVAR Odds Ratio Odds Ratio

Study or Subgroup Events Total Events Total Weight M-H, Fixed, 95% CI M-H, Fixed, 95% CI
Chemelli-Steingruber 2010 3 50 5 38 220% 042[0.09,1.89 ——r—
Fattori, IRAD 2008 34 390 5 43 339% 073(0.27,1.97) !

7 84 9 46 44.0% 0.37(0.13,1.08 ——

524 127 100.0%  0.50[0.27,0.95] .
44 19

Heterogeneity: Chi*= 0.87, df= 2 (P = 0.65), F= 0% 0 m 0:1 1?0 100’

Favors medical Favors TEVAR

Open surgery vs. TEVAR for acute type B dissections:

early mortality

Testfor overall effect: Z= 2.88 (P = 0.004)

open surgery TEVAR Odds Ratio Odds Ratio
Study or Subgroup Events Total Events Total Weight M-H, Random, 95% CI M-H, Random, 95% CI
Brunt, elective NIS 2011 16 282 9 282 262% 1.82(0.79,4.20) g
Brunt, emergent NIS 2011 173 991 107 991 41.7% 1.75[1.35, 2.26) L
20 59 5 43 205% 3.90(1.33,11.44) e
8 20 2 45 116% 14.33 (2,68, 76.63) P
1352 1361 100.0% 2.66 [1.37,5.17) B3 !
17 123 |
Heterogeneity. Tau*= 0.26; Chi*= 7.71, df= 3 (P = 0.05), = 61% 2001 0?1 1=0 1001 |

Favors open surgery Favors TEVAR

Fattori R et al. JACC 2013




LieCba Ao disekcie typ B

Recommendations Class® | Level®
In all patients with AD,
medical therapy including
pain relief and blood
pressure control is
recommended.

In uncomplicated Type B
AD, medical therapy should I
always be recommended.
In uncomplicated Type B

AD, TEVAR should be lla -
considered.
In complicated Type B AD, I
TEVAR is recommended.
In complicated Type B AD,
: Ilb
surgery may be considered.

ESC Guidelines on the diagnosis and treatment of aortic diseases. 2014



JACC 2013 Interdisciplinary Expert
Consensus Document on Management of
Type B Ao Dissection

1. Akutna Ao disekcia typ B komplikovana:

* hemodynamicka instabilita (refraktérna hypertenzia napriek
max.med.th., zavazna hypotenzia (<90mmHg), Sok

* malperfuzia
* renalna — refraktérna hypertenzia + sKreat
* spindlna — paraparézia, paraplégia
* iliacka — koncatinova ischémia
* visceralna — abdominalna bolest, nauzea, diarhea (+ Bil, amylaza,
hepatalne enzymy)

* CT progresia periaortalneho hematému, hemoragicky vypotok —
hroziaca ruptura

Fattori R et al. JACC 2013




Refraktérna hypertenzia +
perzistencia bolesti

Importance of Refractory Pain and Hypertension in Acute Type B Aortic Dissection:
Insights From the Inter national Registry of Acute Aortic Dissection (IRAD)

Santi Trimarchi, Kim A. Eagle, Christoph A. Nienaber, Reed E. Pyeritz, Frederik H.W. Jonker,
Toru Suzuki, Patrick T. O'Gara, Stuart J. Hutchinson, Vincenzo Rampoldi, Viviana Grassi,
Eduardo Bossone, Bart E. Muhs, Arturo Evangelista, Thomas T. Tsai, Jim B. Froehlich, Jeanna
V. Cooper, Dan Montgomery, Gabriel Meinhardt, Truls Myrmel, Gilbert R. Upchurch, Thoralf
M. Sundt, Eric M. Isselbacher and on behalf of the International Registry of Acute Aortic
Dissection (IRAD) Investigators

Circulation. 2010;122:1283-1289; originally published online September 13, 2010;

40 -
35.6%
30 v V4 . .
Zvysena mortalita u pacientov s
= akutnou Ao disekciou typ B
8 20 | I. v 7 h d-k 7
& ieCenych medikamentdzne s
Q—( 7
pritomnou
10 - rekurentnou/refraktérnou
1.5% p=00003)| bolestou alebo refraktérnou
0 | —— art.hypertenziou
OLow risk group

B Intermediate risk group

Trimarchi S et al. Circulation. 2010;122:1283-1289




JACC 2013 Interdisciplinary Expert
Consensus Document on Management of
Type B Ao Dissection

2. Nekomplikovana akutna, (subaktna a chronicka) Ao
disekcia typ B = medikamentdzna liecba

s doslednym sledovanim:
* hemodynamicka instabilita
* organova malperfuzia
* periaortalny hematom
* hemoragicky pleuralny vypotok

= komplikovana Ao disekcia s potrebou urgentného
riesenia

Fattori R et al. JACC 2013

Recommendations Class®* | Level®

In case of uncomplicated
Type B AD treated medically,
repeated imaging (CT or |
MRI)€ during the first days is
recommended.

ESC Guidelines on the diagnosis and treatment of aortic diseases. 2014



Subakutna Ao disekcia typ B

TEVAR

* 30d mortalita 2.8%
* CMP 1.4%
* Spinalna ischémia 2.9%

*Nienaber CA et al. INSTEAD trial Circulation 2009
*Nienaber CA et al. INSTEAD trial J Thorac Cardiovasc Surg 2010

Znamky nestability s potrebou intervencnej liecby:

zmena Ao morfoldgie (narast diametra Ao >4mm, celkovy diam>55mm)
novy periaortalny hematom

novy pleuralny hemoragicky vypotok

refraktérna hypertenzia

rekurencia hrudnej bolesti

rekurencia priznakov malperfuzie

Fattori R et al. JACC 2013




Intramuralny hematom

Recommendations

Class?

Level®

In all patients with IMH, medical therapy
including pain relief and blood pressure
control is recommended.

In cases of Type A IMH, urgent surgery is
indicated.

In cases of Type B IMH, initial medical
therapy under careful surveillance is
recommended.

In uncomplicated® Type B IMH | repetitive

imaging (MRI or CT) is indicated.

In complicated® Type B IMH, TEVAR

should be considered.

Ila

Prediktory komplikacii IMH

In complicated® Type B IMH, surgery may
be considered.

1]

Persistent and recurrent pain despite aggressive medical treatment**!

Difficult blood pessure control*®

Ascending aortic involvement?2 27.242

Maximum aortic diameter 250 mm'782%

Progressive maximum aortic wall thickness (>I1 mm)**

Enlarging aortic diameter?®

Recurrent pleural effusion®"

Penetrating ulcer or ulcer-like projection secondary to localized
dissections in the involved segment?!!-244-24

Detection of organ ischaemia (brain, myocardium, bowels, kidneys, etc)

ESC Guidelines on the diagnosis and treatment of aortic diseases. 2014 -



Penetrujuci ateroskleroticky ulkus

Recommendations Class? Level®

In all patients with PAU, medical therapy
including pain relief and blood pressure I
control is recommended.

In the case of Type A PAU, surgery should

be considered. i
In the case of Type B PAU, initial medical
therapy under careful surveillance is |
recommended.

[ In uncomplicated Type B PAUJ repetitive I
imaging (MRI or CT) is indicated.

[ In complicated Type B PAU, TEVAR| la

should be considered.
In complicated Type B PAU, surgery may b
be considered.

Traumatické poranenie aorty

Recommendations Class® | Level®

In case of suspicion of TAI, CT is
recommended.

If CT is not available, TOE should be
considered

Ila

In cases of TAI with suitable anatomy
requiring intervention,| TEVAR [should be lla
preferred to surgery.

ESC Guidelines on the diagnosis and treatment of aortic diseases. 2014



Chronicka Ao disekcia typ B

Medikamentodzna liecba: 5-rocné prezivanie 60-80%

Prediktory rizika pocas sledovania:

* rekurencia symptomov

* aneuryzmaticka dilatacia >55mm (riziko ruptury 30% rocne!)
* rocny narast Ao diametra >4mm

= chronicka komplikovana Ao disekcia — potreba intervencie

TEVAR (1.098 pts): skora mortalita 6.6%, CMP 1.9%,
miechova ischémia 1.5%

Otvorena chirurgia (177 pts): skora mortalita 8%, CMP
5.7%, miechova ischémia 5.5%

Fattori R et al. JACC 2013




Chronicka disekcia typ B

Napriek stabilizacii
» pri konzervativnej liecbe az 80%

pacientov zostava s inkompletnou
trombotizaciou falosSného lumenu (po

TEVAR 12%) — pretrvavanie rizika
expanzie

»30% expanzia faloSného lUmenu pri
konzervativnej liecbe (4% po TEVAR)

= riziko destabilizacie chronickej disekcie




Priechodnost falosného
lumenu vs prezivanie

100

90
Occluded false

80 lumen (n=131)
%

70 Patent false

lumen (nN=58)

60%

60

50
10 30 50 70 90 110

Mesiace

Fattouch K et al. ATS 2009



Chronicka disekcia typ B -
TEVAR vs OMT - INSTEAD trial

* Dlhodobé vysledky TEVAR u pacientov s
nekomplikovanou subakitnou a chronickou
Ao disekciou typ B

e 140 pacientov (72 TEVAR vs 68 OMT)

 klinicka stabilita, bez znamok spontanne;j
trombdzy FL 14dni—1 rok po vzniku disekcie

* Bez rozdielu v mortalite v 2 rocnom
sledovani

e prezivanie 96% OMT vs 89% TEVAR

* vyznamny prestup pacientov do TEVAR
skupiny: 14%/rok, 20%/2 roky

* VysSi stupen Ao remodelingu po TEVAR 91%
vs OMT 19% (p<0.001)

* ocCakavania redukcie rizika dilatacie a
ruptury Ao v dalSom sledovani

Nienaber CA, et al. INSTEAD trial. Circulation 2009

Cumulative survival (percent)

100

804

604

404

ey — OMT
TEVAR
Pat. at risk: omMT TEVAR
3 mo: 65 67
6 mo: 65 66
12 mo: 63 64
24 mo: 62 63 p-value (log-rank):

T ¥ T T T ¥ =
8 12 16 20 24
Time from randomization (months)




INSTEAD-XR (TEVAR pre
chron.disekciu 5-rocné vysledky)

5-rocny FU: 32 vs 32 pts
* bezrozdielu v mortalite: HR 0.52 (0.22-1.24, p=0.14)
* dlhodoba KVS mortalita: HR 0.35 (0.13-0.98, p=0.045)

* riziko progresie morfologie Ao patoldgie: 50% med.th. vs.
25% po TEVAR

TEVAR predstavuje benefit k med.th. v zmysle KVS mortality a
prevencie progresie Ao patoldgie u pacientov s perspektivou
prezivania >5 rokov

* Vyznam izolacie faloSného limenu a Ao remodelingu s naslednou
dlhodobou stabilitou a redukciou neskorych komplikacii

Nienaber CA et al.Circulation CV Inv 2013

Cumulative probability of death

Cumulative probability of death

Cumulative probability of death

o
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Maximum Diameter of Descending Aorta (cm)

Dlhodobé vysledky IRAD - IRAD-LT

TEVAR vs. medical management of type B dissection

[ Medical Management

. Endovascular Management

p=0.582

p=0.416

In-Hospital

1-Year Follow-up

100
80- Endovascular
=
‘_;’ Medical

- = 60+
S
(7]
)
=

® 40
=]
£
S
o

A 20- Log Rank Chi-Square
0 .
0 1 2 3 4 5
5-Year Follow-up Time from Discharge (years)
No. at Risk
Endovascular 146 129 107 78 53 25
Medical 434 384 284 218 177 78

Fattori R et al. JACC 2013




Dlhodobé vysledky IRAD - IRAD-LT

Survival

Kaplan-Meier Survival Curve
Dissection Type: B

1 I I
1.00 - e ! ! Log Rank Chi-Sq p<0.001
l “_‘_l. : between management types
0.95- L i
1 . — - |
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Aortalna aneuryzma

Recommendations Class® |Level®
When an aortic aneurysm is identified at any
location,|assessment of the entire aortaland I

aortic valve is recommended at baseline and
during follow-up.

In cases of aneurysm of the abdominal aorta,
duplex ultrasound for screening of peripheral | |3
artery disease and peripheral aneurysms
should be considered.

Patients with aortic aneurysm are at
increased risk of cardiovascular disease:
general principles of cardiovascular
prevention should be considered.

Ila

ESC Guidelines on the diagnosis and treatment of aortic diseases. 2014



Aneuryzma descendentnej

aorty

Recommendations

Class?

Level®

Interventions on aortic arch aneurysms

Surgery should be considered in patients
who have isolated aortic arch aneurysm
with maximal diameter 255 mm.

1 F}

Aortic arch repair may be considered in
patients with aortic arch aneurysm who
already have an indication for surgery of
an adjacent aneurysm located in the
ascending or descending aorta.

IIb

Interventions on descending aortic an

eurysms

TEVAR should be considered, rather than
surgery, when anatomy is suitable.

lla

TEVAR should be considered in patients

who have descending aortic aneurysm
with maximal diametem

la

When TEVAR is not technically possible,
surgery should be considered in patients
who have descending aortic aneurysm
with maximal diamete 260 mm

la

When intervention is indicated, in cases
of Marfan syndrome or other
elastopathies, surgery should be indicated

rather than TEVAR.

lla

ESC Guidelines on the diagnosis and treatment of aortic diseases. 2014

Thoracic aortic
aneurysm
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* Asymptomaticka TAA >55mm

* pri anatémii TAA rizikovej z ruptury (sakularna aneuryzma)
moznost indikacie aj pri mensom diametri

* Pri vysokom riziku vykonu (komorbidity, vek) moznost indikacie
pri vacsom diametri

* Rychla expanzia TAA >5mm/6 mesiacov

EACTS, ESC, EAPCI TEVAR Position Statement EHJ 2012



Hybridne vykony

Extenzivne postihnutie aortového obluku +
descendentnej aorty

1. ,Frozen elephant trunk” technika -
chirurgicka rekonstrukcia Ao obluku
+ otvorena antegradna implantacia
SG do descendentnej aorty pocas
cirkulacného arestu

1. Transpozicia supraaortovych vetievy,
alebo bypass s naslednou
implantaciou SG do Ao obluku a
desc.Ao

EACTS, ESC, EAPCI TEVAR Position Statement EHJ 2012



Potreba prekrytia
a.subclavia pri TEVAR

VVVVV

nevyhnutné

* zvySené riziko TIA/CMP/miechovej
ischémie

* potreba preventivnej bypassovej .
operacie v pripadoch:

* dominantna lava AV, alebo absencia pravej
AV

* extenzivny vykon na hrudnej Ao

* predchadzajuci vykon na abdominalnej
aorte
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Sledovanie po TEVAR

Recommendations | Class? | Leve

Follow-up after endovascular treatment for aortic
diseases

After TEVAR or EVAR, surveillance is
recommended after | month, 6
months, 12 months, and then yearly. I
Shorter intervals can be proposed in
the event of abnormal findings
requiring closer surveillance.

CT is recommended as the first-
choice imaging technique for follow-
up after TEVAR or EVAR.

For patients with TAA <45 mm,
annual imaging is recommended; while
in patients with TAA 245 mm and
<55 mm, imaging every 6 months is
recommended, unless the stability of
the lesions is confirmed by serial
imaging

For follow-up after (T)EVAR in young
patients, MRI should be preferred to
CT for magnetic resonance- Ila
compatible stent grafts, to reduce
radiation exposure.

ESC Guidelines on the diagnosis and treatment of aortic diseases. 2014



Geneticke testovanie

Recommendations Class®* | Level®
It is recommended to investigate
first-degree relatives (siblings and parents)
of a subject with TAAD to identify a I
familial form in which relatives all have a
50% chance of carrying the family

mutation/disease.
Once a familial form of TAAD is highly

suspected, it is recommended to refer the |
patient to a geneticist for family
investigation and molecular testing.
Variability of age of onset warrants
screening every 5 years of ‘healthy’ at-risk |
relatives until diagnosis (clinical or
molecular) is established or ruled out.
In familial non-syndromic TAAD,
screening for aneurysm should be
considered, not only in the thoracic
aorta, but also throughout the arterial
tree (including cerebral arteries).

Ila

ESC Guidelines on the diagnosis and treatment of aortic diseases. 2014



Ochorenie spojivoveho
tkaniva

* TEVAR nie je odporucany

* Len ako premostujuci vykon k definitivnemu OP rieSeniu,
resp. po predchadzajucej rekonstrukcii aorty, kedy
landing zény SG su protézy graftu (napr. po OP pacienta s
Marfanovym sy.)

EACTS, ESC, EAPCI TEVAR Position Statement EHJ 2012



Komplikacie TEVAR

1. Retrogradna disekcia typ A: 0.7-2.5%

2. CMP: 2.1-3.5%

3. Miechova ischémia (paraparéza/paraplégia): 0.8-1.9%

4. Krvacanie z pristupového miesta — vaskularne komplikacie

5. Erdzia pazerdka alebo I'avého bronchu (aorto-ezofagealna, aorto-
bronchialna fistula)

EACTS, ESC, EAPCI TEVAR Position Statement EHJ 2012
ESC Guidelines on the diagnosis and treatment of aortic diseases. 2014




Aortalne ateroskleroticke platy

Recommendations Class® | Level®
In the presence of aortic atherosclerosis,
general preventive measures to control
risk factors are indicated.

In the case of aortic plaque detected
during the diagnostic work-up after
stroke or peripheral embolism,
anticoagulation or antiplatelet therapy lla
should be considered. The choice
between the two strategies depends on
comorbidities and other indications for
these treatments.

Prophylactic surgery to remove high-risk
aortic plaque is not recommended.

ESC Guidelines on the diagnosis and treatment of aortic diseases. 2014




Koarktacia aorty -
odp.intervencnéeho postupu

Recommendations Class? | Level®

In all patients with ajnon-invasive pressure
difference >20 mm Hg|between upper and
lower limbs, regardless of symptoms but with
upper limb hypertension (>140/90 mm Hg in
adults), abnormal blood pressure response
during exercise, or significant left ventricular
hypertrophy, an intervention is indicated.

Independent of the pressure gradient,/hyper-
tensive patients with >50% aortic narrowing
relative to the aortic diameter at the diaphragm
level (on MRI, CT, or invasive angiography)
should be considered for intervention.
Independent of the pressure gradient and pres-
ence of hypertension, patients with >50% aortic
narrowing relative to the aortic diameter at the b
diaphragm level (on MRI, CT, or invasive angi-
ography) may be considered for intervention.

lla

ESC Guidelines on the diagnosis and treatment of aortic diseases. 2014



Zaver

Akutna komplikovana distalna disekcia = TEVAR

Akutna nekomplikovana vysoko rizikova distalna disekcia = odlozeny
TEVAR

Akutna extenzivna disekcia (DeBakey typ I) = chirurgia + TEVAR

Chronicka distalna disekcia s aneuryzmatickou degeneraciou =
TEVAR

Nekomplikovana nizko rizikova disekcia = med.liecba, sledovanie

Dlhodobé vysledky studii INSTEAD-XL and IRAD-LT podporuju snahu o
indukciu Ao remodelingu pomocou TEVAR u kazdej Ao disekcie typu B




Kluc k uspesnej liecbe
ochoreni hrudnej aorty

* Rychla diagnoéza

* Rychla urgentna starostlivost + transport v pripade potreby
* Skusené multidisciplinarne aortové centrum

* Intervencia so zohladnenim rizikovosti

* Moznost hybridnej operacie

* Adekvatne dlhodobé specializované sledovanie
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