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La CIA és la tercera cardiopatia congenita més comuna.
Supervivencia edat adulta de CC

e 98% lleus: CIA OS

e 90% moderades: CIA si vends, Canal AV parcial

La CIA en gent gran:
e Edaticomorbilitats:
benefici /risc del tractament: quirdrgic i percutani.
e FA/ Insuficiéncia tricuspidea massiva
e Valoracio de la Hipertensio pulmonar.
e Sdr. Eisenmenger. Tractament
e Altres causes de hipertensié pulmonar CLINIC



Es detecta en un 25-30% dels pacients en edat adulta®.

Estudis restrospectius 2 i de series 34 quirdrgiques en
pacients de > 60 anys, avalen una milloria dels simptomes i
suggereixen una milloria de la supervivencia

Lindsey JB, Hillis LD.Lancet. 2007;369:1244—-1246

Konstantinides S, et al. N Engl J Med. 1995;333:469-473..

Sutton MG et al. Circulation. 1981;64:402—409.
Nasrallah AT, et al. Long-term results. Circulation. 1976;53:329-331.
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402 CIRCULATION VoL 64, No 2, Aucust 1981

23. Oyer PE, Stinson EB, Griepp RB, Shumway NE Valve Hancock porcine and prosthetic dise valves for isolated mitral
replacement with the Starr-Edwards and Hancock prostheses: valve replacement. Circulation 54 (suppl I1T): T11-60, 1976
comparative analysis of late morbidity and mortality. Ann Surg 25, Cohn LH, Koster JK, Mee RBB, Collins 1J; Long-term follow-
186 301, 1977 up of the Hancock bioprosthesis heart valve: a B-year review.

24, Cohn LH, Sanders ITH, Collins JJ: Actuarial comparison of Circulation 60 (suppl I} [-87, 1979

Atrial Septal Defect in Patients Ages 60 Years
or Older: Operative Results and Long-term
Postoperative Follow-up

MarTiv G. ST. Jou~ SutTon, M.B., ABpuL J. Tank, M.D.,
anp DwicHT C. McGoon, M.D.

SUMMARY Between 1955 and 1977, 66 patients ages 60 years or older underwent operative closare of
secundum atrial septal defect. Of these, 56 (85%) were catheterized preoperatively. The 56 patients were
divided into three groups to assess the effects of pulmonary hypertension on operative mortality, symptoms and
longevity, The 17 group 1 patients had peak systolic palmonary artery pressures {PAPs) of less than 40 mm
Hg; the 21 group 2 patients had PAPs of 40-60 mm Hg; and the 18 group 3 patients had PAPs of more than
60 mm Hg. Among the three groups, there was no significant diference in Qp/Qs, right or left atrial pressares,
right or left vemtricular end-diastolic pressures and (s, although pulmomary vascular resistance was
significantly higher (p < 0.01) in group 3 than in group 1. Four patients died, yielding an operative mortality of
6%. All four patients had undergone additional operative procedures. Operative mortality was unrelated to pre-
operative symptom class, PAP or pulmonary vascular resistance. Forty-seven patients were followed up for
2-20 years (mean 6.6 years), and of these, 41 (87%) improved by at least one functional class. Symptomatic
benefit occurred in all groups, regardless of preoperative PAP, pulmonary vascular resistance or functional
class. Actuarial survival curves showed that longevity at 5 and 10 years postoperatively was significanily in-
creased (p < 0.01) for patients with atrial septal defect treated surgically compared with that predicted for
age-matched patients treated medically.
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Criteris d’inclusié

> 60 anys (major 83 anys)

CIA OS 64 i sivenos sinus 8.
RVP< 15 U/ m 2

Gener 1955 al Desembre 1977

] PAPs 40-60
B0 r"‘x,_r h““-._“ Ekpactad (n 56) (n 17) (n=21) (n 18)
PN L CF IlI-IV pre 38% 69% 76%
(A llis Qbm,d .. FApre 20%  67% 67%
¢ each Li:;"‘rf """""" o, EXitUs 2 4 6
30— unoperate o
*”"“‘l D s 75% 85% 83%

] |
0 2 4 6 8 10 12 14 16 18 20
Years after operation

6% mortilitat 30 dies. (4 exitus: 14 U/m? +bypass, 2 anuloplasties T, 1 PTS T)

Sutton MG et al. Circulation. 1981:64:402—-4009.
CLiNIC

|BARCELOHNA]
Hospital Universitari



_____ = —————————

Our data, which represent the first long-term
follow-up study of a large number of patients 60 years
of age or older who underwent operative closure of
atrial septal defect, indicate that (1) atrial septal
defect in the elderly is not rare and must be considered
in a patient with congestive heart failure and associ-
ated atrioventricular valve regurgitation; (2) most
patients (67%) have disabling symptoms (functional
classes III and IV); (3) the severity of symptoms
increases with increase in PAP and right ventricular
work; (4) most patients are symptomatically improved
on a Icmg term basis by operation; (5) surgical closure
can be performed, with a low risk of mortality; (6)
operative mortality is not increased by the presence of
congestive heart failure or pulmonary hypertension;
(7) operation significantly increases longevity and
restores the patients’ subsequent survival to normal,
and (¥) operative closure of atrial septal defect can be
recommended for all patients &0 vears old or older, ex-
cept for those with the most severe pulmonary

vascular obstructive disease and those with associated
debilitating medical illnesses that result in shortened

survival.

Sutton MG et al. Circulation. 1981:64:402—-409 CLiNIC
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Jowrmnal of the American College of Cardiology Vol 38, MNo. 7, 21
£ D] by the American Collepe of Cardiclogy ISSMN OF35-1097/01/820.00
Published by Elsevier Science Inc.

P11 S0735-1097(0101635-7

Adult Congenital Heart Disease

Surgical Treatment for Secundum

Artrial Septal Defects in Patients =40 Years Old
A Randomized Clinical Trial

Fause Attie, WD, FACC, MWMartin Rosas, WD, PnlD), Nuria Granados, WD, Carlos Zabal, MID,
Aldfonso Buendia, WD, Juan Calderdn, WD

Adsaicn L N caicn

JACC Vol. 38, No. 7, 2001 Attie ef al.
e ap— — December 2001:2035-42 Atrial Septal Defects in Adults
AMOR:SCENTIA-QVEINSERVIANT-CORDI
= = g ['521 setected patients |
\[pY > 4

473 patients randomised |

MEX]ICO E=olEE=

232 assigned to " 241 assigned to

%

surgical tretamant medical treatment
INSTITVTO-N-DE e me—— (8w
(AAR [)[ () L()(I [ A 19 lost to follow-up 13 lost to fullugw-u:
IGNACIO*CHAVEZ , v

187 at the end of study | | 156 at the Emc.l. Df.Bllldy

—

A

Attie et al. 3 Am Coll Cardiol 2001;38(7):2035-42. CLINIC
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Criteris d’inclusio

> 40 anys

CIA OS 88.2% o si
venos sinus 11.8%.

Qp/ Qs 21,7

PAPs < 70 mm Hg
Sense comorbilitats
CFI1ill

November 1985 and
August 1998

< 50 anys:

palpitacions, vertigen i/o
buf casual

> 50 anys:

dispnea, palpitacions,
FA o flutter A o sincope

Attie et al. J Am Coll Cardiol 2001;38(7):2035-42




Endpoint Medical Surgical

(n =241) (n=232)
>60 a (n=66) | >60 a (n=45)

Primari

Total events 50 (20,7%) 26 (11,1%) 0,0046
IC 9 (3,7%) 5 (2,1%) 0,3982
Embolia pulmonar 4 (1,6%) 5(2,1%) 0,8266
Embolia periferica 1(0,4%) 3 (1,3%) 0,4058
Ictus 4 (1,6%) 6 (2,6%) 0,3727
Neumonia recurrent 24 (10%) 6 (2,6%) 0,0012
Mort sobtada 7 (2,9%) 2 (0,9%) 0,0837

Secundari
Mortalitat total 14 (5,8%) 10 (4,3%) 0,1934

Seguiment mig 7,3 (2-13 anys)

Attie et al. J Am Coll Cardiol 2001;38(7):2035-42 CLINIC
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| Medical ______|Surgical
0%

Milloria CF * 57 %
Empitjorament CF* 6,2 % 0%

IT massiva 10 % 12 %

FA /Flutter A 8,7 % (7 anys) 7,4 % (2 anys)

Onset of AF or flutter was related to long-term mortality in the medical group,
but not in the surgical group

Temps sense event major CV: 13.7£0.2 anys (95% IC 12.9-14.9 anys).
Supervivencia sense events:

99% a 1 any, 89% a 5 anys, 79% a 10 anys i 58% a 15 anys

Attie et al. J Am Coll Cardiol 2001;38(7):2035-42
CLINIC
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2040  Attie ef al.
Atrial Septal Defects in Adults

Primary endpoint by treatment groups

>

1.07
z 48 a
%
o 6 b
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E 4 Treatment
0N
- a = Surgical F<.00%
=
e 2 b = wMedical
w
0
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o

Primary endpoint by age groups

Event-free probability
=

Surgical Treatment 3 *
1 = 40-50 yr

21 2=51-60yr 1ve2 & 3=P < 00§
3= >60yr Zvsd =p N3

K]

0 2 4 [ a 0 12 14 16

Follow-up (years)

Figure 2. Event-free probability for primary end point by type of treatment and age at entry.

Attie et al. J Am Coll Cardiol 2001;38(7):2035-42

D

Evant-free probahility

Event-free probability

JACC Vol. 38, No. 7, 2001
December 2001:2035-42

Primary endpoint by age groups

2
Total Group

3
1 = 40-50 yr *
2= 5160 yr 1vs283=P <005
3= =E0yr 2vsd =p=. 005

1.0

69

2 4 ] B 10 12 14 16

Follow-up (years)

Primary endpoint by age groups

Medical Treatment

1 = 40-50 yr

2 = 5160 yr 1vs 28 3=P <.005
Zwved = p <005

3= =60yr

2 4 & g W 12 14 16
Follow-up (years)
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Table 4. Forward Multivariate Cox Regtession Analysis for Secondary End Point (Death)

o5 Cl
Variables B S WaldsSutste 4 Sig R HR - Lower  Upper
Medical treatment L4088 05438 6.7122 I 0% 0137 4011 140 108768
Cl <35 I L9 04819 3508 I 007 N7 314 1207 783
Age st entry (yers) 102453 I 00089 01562
50-59 L% 0595 35118 I 00609 00768 30645 09499 G884
260 197 0619 102021 I 0004 01/ TMIE 1M48) M40
Provious AF or flutter 12263 04850 6.3782 I 006 01308 34087 13160 88290
mPAP (>3 mmHg) 16630 0497 113531 I 00008 011 527 2O 13918

*Mode! sipnificance: overall scote (baf = 49.13, ~ILLR {6 = J7.105, p < 0.0001.
AF = atrial fibrllation; B rtglt-isinn r.ch:ﬂi:il:nt',nﬂr &grmf[rmimn; I R-adjumlvﬂm; SE = standard ertor of B; other abbreviations 25 in Tables 1 and 2.

Attie et al. J Am Coll Cardiol 2001;38(7):2035-42

CLIiNIC

|BARCELOHNA]
Hospital Universitari




Conclusions. We conclude that surgic:a] treatment of

ASDs was superior to medical treatment in improving both
the composite of major cardiovascular events and overall
maortality in patients =40 years old. Superiority was related
to the cardiac index, mPAF and age at diagnosis. Because of
the higher risk of morbidity and mortality, we believe that
anatomic closure should always be performed as the initial
treatment for ASD in adults =40 years old, with a Qp/Qs
ratio =1.7 and pulmonary artery systolic pressure <70} mm

Hg. The operation must be performed as soon as possible,

even when the symptoms and hcmnd}'nﬂmlc impact seem to
be minimal.

Attie et al. J Am Coll Cardiol 2001;38(7):2035-42 )
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Table 1

Clinical features of patients with complete follow up

At presentation (n=89) At last follow up (n=86)
Group 1 Group II Group 1 Group I
(35-50 vears) (51-72vears) (35-30vears) (51-72 vears)
Number 51 38 51 35
NYHA class (%)
I 4(8) im 40 (78)* 15 (43)*
I 18 (33) 13(34) 4(8)y* 10 (28.5)*
II-1v 20(57) 22(36) T(14* 10 (28.5)%
Mean (range) PAP (mm Hg) 37.8(21-49) 403 (26-51) 21.3 (12-38)* 35.9 (23-40)
In AF (%) 12(23.5) 17 (44)* 4(8)* 12034
Taking diuretics (%a) 13 (25.5) ?{26.3) 11(21.5) 16 (46)
Taking warfarin (%3) 11(21.5) 17 (44)* 4(8)* 12(34.2)

*p<0.05 versus corresponding group at presentation.

AF, atrial fibrillation; NYHA, New York Heart Association; PAP. pulmonary artery pressure.

Gosh et al. Heart. 2002 Nov; 88(5): 485-487.

Septum

Endocardium

Transeptal
Sheath
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European Heart Journal (2011) 32, 553-560 CLINICAL RESEARCH

suROrEAN doi:10.109 % eurheartj'ehg352 Cﬂngenr'tu! heart disease

CARTHOLIOG =

Benefit of atrial septal defect closure in adults:
impact of age

Michael Humenberger 1!, Raphael Rosenhek 1T, Harald Gabriell, Florian Rader1,
Maria Heger!, Ursula Klaar!, Thomas Binder!, Peter Probst!, Georg Heinze?,
Gerald Maurer!, and Helmut Baumgartner :3*

'Department of Cardiology, Medical University of Vienna, Vienna, Austria; *Center for Medical Seatistics, Informatics and Inteligent Systems, Medical University of Vienna, Vienna,
Awstria; and *Adule Congenital and Valwular Heart Disease Center, Department of Cardiology and Angiology, University of Muenster, Albert Schweitzer Str. 33, 48149 Muenster,

Criteris d’inclusio

> 40 anys

CIA OS Anatomia favorable

RVP< 5 U/ m 2 després de test NO o tractament medic

Amplatzer: AAS 6 mesos
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Figure 1

Correlation between systolic pulmonary artery pressure and age (= 0.65, P < 0.0001).
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N=233

N=78 N=84 N=74
100 d
80
Bl NYHA I
;_g,: 60 B NYHAII
@ B NYHA |
[u)
B, =0 Nova FA:
11 FA 12 setm post
20

(4 RS, 4 CVE, 3 CVF)
4 FA entre 3-6 mesos

Pre Post Pre Post Pre Post
Age < 40 years Age 40-60 years Age > 60 years

13% a3% 49a11% 383a34%

FA 0% FAparox 9,5% FA parox 18,9%

FAper 2,4%  FAper 32,4% CLINIC

[BARCELONA]
Hospital Universitari



Right ventricular size (mm)
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- Age < 40 years

(9]
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= Age 40-60 years [~

\ - Age > 60 years
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%
|

/

no
(45}
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o

Systolic pulmonary arterial pressure (mmHg)
B
o

sPAP pre  sPAP di cickonims

ge to zoom

RV size pre RV size day 1 RV size week 1 RV size month 3

ek 1 sPAP month 3

De4l1+7,43+7,i45+ 6 mm De31x+7,37+10,153 17 mmHg
A32+5,34+5,i37+5mm a26+5,30 £ 6, 43 + 14 mmHg

IT moderada 9,7 % (78% > 60 anys) (de 23p pre a 17 p post)
IT severa 3% ( 7p pre a 2p post)
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Conclusions

Transcatheter ASD closure can be safely and successfully per-
formed in adults at any age. Regression of RV size and PAF as
well as symptomatic improvement can be expected across all
age groups. However, the best outcome is achieved in patients
with less functional impairment and less elevated PAP. Considering
the continuous increase in symptoms, RV remodelling, and PAP
with increasing age, ASD closure must be recommended
Irrespective of symptoms early after diagnosis even in adults of
advanced ape.
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e Frosio: 0.04-0.3% :bora superior petita, defectes grans
respecte la mide del septum, dispositius oversized device

e FA: anticoagulacio (Ictus), ablacio, casos seleccionats
tancament orelleta.

Plane of maximum diameter
distal to ostium

/| CardioSEAL

Transeptal
Sheath

Fixation barbs engage LAA wall

Conduction abnormality and arrhythmia after transcatheter closure of atrial
septal defect. Komar M, et al Circ J. 2014; 78(10):2415-21.

e Evolucio IT massiva + ICD : Tricuclip?

e Vasculopatia pulmonar severa: Augmenta mortalitat!!!CLiNIC

Hospital Universitari




CIA: 1,6 de cada 1000 nounats

CC: 97 % sobreviuen a I'edat adulta

CIA OS Diagnostic 25-30% a

I’edat adulta

Comunicacio
interauricular Definicio HTP Ne de % HTP
pacients

Clinica Mayo ! RVP > 7U/m?2 702 6%

EuroHeart Survey 2 | PAPs > 40 m Hg 896 23%

CONCOR registry 3 | PAPs > 40 mm Hg 437 8.2%
1.Circulation 1987;76:1037-42
2.Heart. 2007;93:682-7. )
3.Int J Cardiol. 2014;174:299-305. CLINIC
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Table 1. Risk of PVD in Differing Lesions Associated With CHD and Increased Pulmonary
Blood Flow.***" These data are adapted from reference 98.

CHD WITH INCREASED PULMONARY BLOOD FLOW AND/OR PRESSURE

DEFECT ‘ RISK OF PVD | AGE OF OCCURRENCE

Truncus Arteriosus ~100% <2 years

A-V Septal Defect ~100% ~2 years
Transportation of Great ~70%-100% 1-2 years
Arteries + VSD

Patent Ductus Arteriosus ~15%-20% >2 years
Ventricular Septal Defect ~15%-20% >2 years

Atrial Septal Defect ~20% >20 years

Defects in bold and italics represent high-flow/direct high-pressure lesions; defects in italics
represent high-flow/variable direct high-pressure lesions; ASD is a high-flow lesion without a
direct pressure stimulus from the systemic ventricle.

Advances in P DOI:10.21693/1933-088X-18.1.19
Pulmonary Hypertension Volume 18, Number 1; 2019
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Clasificacién actualizada de

farmacos y téxicos asociados con

p)
1. HAP HAP
1.1 HAP idiopatica (HAPI) Confirmado Posible
1.2 HAP hereditaria (HAPh) i .
. . Aminorex Cocaina
1.3 Inducida por farmacos y toxicos Fenfluramina Fenilpropanolamina
1.4 Asociada (HAPA): Dexflenfuramina L-Tript6fano*
1.4.1 Conectivopatia Benfluorex Hierba de San Juan
1.4.2 Infeccion por HIV lE)/Ieta?_fe_tl;a*mmas* ]Art]fitamlnas#
1.4.3 Hipertensioén portal (HPoP) asatini nterieron o y.B
_ . e Aceite de colza Agentes alquilantes
1.4.4 Cardiopatia congénita Inhibideres Bosutinib
1.4.5 Esquistosomiasis seleetives Antivirales directos

delarecaptacion hepatitis C&

1.5 Respondedores a largo plazo de los o TR

bloqueadores de los canales de calcio 1 Indirubin (hierba

1.6 Enfermedad pulmonar veno-oclusiva y/o china Qing-Dai)®
hemangiomatosis pulmonar capilar

1.7 HP persistente del recién nacido (PPHN)

2. HP por enfermedad del corazén izquierdo

3. HP por enfermedad pulmonar y/o hipoxia

4. HPTEC (Hipertensién Pulmonar Tromboembodlica
crénica) y otras obstrucciones de la arteria
pulmonar

5. HP poco clara y/o causada por mecanismos
multifactoriales

5.1 Alteraciones hematolégicas
5.2 Alteraciones sistémicas
5.3 Alteraciones metabdlicas
5.4 Otras

Galie N, et al. 2015 ESC/ERS Guidelines for the diagnosis and treatment of pulmonary hypertension. Eur Heart J. 2016;37(1):67-119C L i N | C

2Simonneau et al. Haemodynamic definitions and updated Clinical classification of pulmonary hypertension. Eur Respir J 2019;53(1)
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ABANS (Galié et al. EHJ 2015)t

ARA (propuesta NIZA 2018)2

PAPM 2 25 mmHg | Tot el = 0
HP g | Tots HP pre- | hg 1,3,4
. PAPmM = 25 mmHg capilar PEP < 15 mmHg ys

HP precapilar | oep o« 45 mmHg | ->4Y° RVP > 3 UW

HP PAPm = 25 mmHg Uiz PAPm > 20

poscapilar PEP > 15 mmHg H P POSt- | mmHg 2y5

P capilar | pgp > 15 mmHg

soscapilar  CPd< 7 mmHg aislada  |RVP <3 UW

nislada P S 2y5 P PAPM > 20

binad mmHg

HP combinata |pep 5 15 mmHg | 2y5

combinada GTPd=7 mmHg (prg y post RVP > 3 UW

(prey RVP > 3 UW capilar)

poscapilar)

1Galié N, et al. 2015 ESC/ERS Guidelines for the diagnosis and treatment of pulmonary
hypertension.
Eur Heart J. 2016;37(1):67-119
2Simonneau et al. Haemodynamic definitions and updated Clinical classification of pulmonary
hypertension. Eur Respir J 2019};53(1)
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ESTUDIS HEMODINAMICS:
Shunts. oximetries

..atrial septal defect

Salt oximetric > 7%

e En condicions normals el CCp =CCs, Qp/ Qs =1.
e Sihihaunshunt E-D (CIA): CC p = CC s + shunt.

e Sihi ha un shunt D-E ( Eisenmenger): CCs = CC p + shunt.

Qp/ Qs major de 1.5, s’ha de tancar.




ESTUDIS HEMODINAMICS:

Shunts. oximetries

e Hipertensié pulmonar # malaltia vascular pulmonar

s leid onm  PAPM=RVP*Qp+PAE

PAPm: Pressio arteria pulmonar mitja
PAE m: pressio auricula esquerra

Qp: flux pulmonar
Qp index: flux pulmonar indexat



ESTUDIS HEMODINAMICS:

Shunts. oximetries

PAPm: Pressio arteria pulmonar mitja

PAE m: pressio auricula esquerra

Qp: flux pulmonar
Qp index: flux pulmonar indexat




Sdr. Eisenmenger

Disfunci6 de I'endoteli vascular i lliberacié de substancies vasoactives
(endotelina 1 i tromboxa A2) i un deficit de NO i prostaciclines
Fins lesions plexiformes, que son irreversibles.

CLIiNIC
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Tractament de la CIA amb HTP

Table 1. Recommendations for Closure of Simple Shunt Defects in Adults With PAH

Recommendation for

Closure of ASD ESC/ERS 2 ACC 2018"
YES PVRi <4 WU m? Systolic PA pressure <one-half
systemic
PVR / SVR =0.3
INDIVIDUALIZE PVRi 4 to 8 WU m? Systolic PA pressure one-half to

two-thirds systemic
PVR / SVR 0.3 to 0.66

NO PVRiI =8 WU m? Systolic PAP =two-thirds systemic ,

PVR / SVR =0.66

and Qp/Qs <1.0 CLIN'C
Hospital Universitari




Tractament sdr. Eisenmenger

Recommendations Recommendations for Eisenmenger Syndrome

Bosentan is recommended in | ] "

WHO-FC Il patients with e R
Therapeutic

Eisenmenger syndrome

Bosentan is beneficial in symptomatic adults with Eisenmenger syndrome
with ASD or VSD.

In symptomatic adults with Eisenmenger syndrome, bosentan and PDE-5
inhibitors are reasonable in combination if symptomatic improvement does
not occur with either medication alone.

Other ERAs, PDE-5is and
prostancids should be considered
in patients with Eisenmenger

syndrome

Combination drug therapy may be
considered in patients with

Eisenmenger syndrome a American
&\ AMERICAN Heart
(’{B COLLEGE Y 2018 ACHD GUIDELINES Association:
(@ Esciers GUIDELINES @ - oy

CLIiNIC
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Tractament de la CIA amb HTP

1.
Small shunt
0.8
- Eisenmenger
s -
-
S 0.6
"
2
L; 0.4 Postoperative-PAH
E
=
o
0.2
Log rank p=0.04
0.0
T T T T T T
0 2 4 6 8 10 12
Time (years)
Small shunt 0 IS 12 7 4 3
Elsenmenger 163 12 L1 57 32 16
Postoperative 57 37 I8 11 6 I 1

Alonso et al. International Journal of Cardiology 184 (2015):717-723
CLINIC
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Tractament de la CIA amb HTP

A Data from BREATHE.S Data from BREATHESS™
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Tractament de la CIA amb HTP

 No hi ha guies basades en la evidéncia, pero si estudis de
seguiment de centres concrets que indueixen aquest maneig.
No tancar defectes en el Sdr. Eisenmenger

e No tancar defectes petits amb fisiopatologia de HTP
idiopatica
e En pacients amb edat avancada, descartar altres causes de

hipertensié pulmonar (Insuficiencia mitral, disfuncid
diastolica, patologia pulmonar, ...)

Int J Cardiol 2013; 168: 3897 a 3801



Tractament de la CIA amb HTP

Atrial Septal Defect—Associated Pulmonary Hypertension:
Outcomes of Closure With a Fenestrated Device

S e _ 42 pacients. Complets 25

Table 3. Change in Parameters Following FASD Implantation

Parameters Baseline ‘ Short-term follow-up ‘ Long-term follow-up

0, saturation at rest (%) 9314 (n=25) 96+3 (n=22) 9742 (n=12) 0.0066 (n=12)
0, saturation affer 88+7 (n=7) 8431 (n=9) 7541 [n=5) L
exercise (%)
BMWT distance m) 228183 (n1=14) 351179 (n=12) 457183 (n=5) 0.0081 (n=12)
NYHA functional class n=27 n=23 n=12

| 0(0%) 7(30.43%) 8 (66.7%)

3D Beats 1

I 8 (32.0%) 13 (56.5%) 3(25.0%)

I 17 (68.0%) 3(13.0%) 1(8.3%)

v 0(0%) 0(0%) 0(0%)
RA pressure (mm Hg) 1213 (n=24) 1043 (n=17* 8+4 (n=5) 0.0502 (n=17)
LA pressure (mm Hg) 134 (n=23) 1414 (n=16)* 111 (n=4) 0.9252 (n=16)
MPAP (mm Hg) 4619 (n=24) 4217 n=17)* 42422 (n=5) 0.0004 (n=17)

tDue to low n and high standard deviations for short- and long-term, only descriptive statistics are given. tRepresents cardiac catheterization
data from the immediate post-deployment period.
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Tractament de la CIA amb HTP

Evaluacion clinica

Pruebas de
esfuerzo

Marcadores

bioguimicos

Evaluacion
ecocardiografica

Evalaucion
hemodinamica

Galie N et al. Risk stratification and medical therapy of pulmonary arterial

Determinants of

Estimated 1-year mortality

prognosis Low risk < 5% Intermediate risk 5-10%
Clinical signs of right Absent Absent
heart failure
Progression of No Slow
symptoms
Syncope No Occasional syncope
FC L [}
6MWD >440m 165-440m
Peak VO, > 15 ml/min/kg Peak VO; 11 - 15 ml/min/kg
CPET (> 65% pred.) (35-65% pred.)
VE/VCO, slope < 36 VE/VCO, slope 36 -44.9

NT-proBNP
plasma levels

BNP < 50 ng/l
NT-proBNP < 300 ng/l

BNP 50-300 ng/l
NT-proBNP 300-1400 ng/l

Imaging
(echo, CMR)

RA area < 18 cm?
No pericardial effusion

RA area 18-26 cm?
No or minimal pericardial
effusion

Haemodynamics

RAP < 8 mmHg
ClI 2 2.5 I/min/m?
Sv0, > 65%

RAP 8-14 mmHg
Cl 2.0-2.4 I/min/m?
SvO0, 60-65%

High risk > 10%

Present

Rapid

Repeated syncope
\"
<165 m

Peak VO, < 11ml/min/kg
(< 35% pred.)

VE/VCO, slope 2 45

BNP > 300 ng/l
NT-proBNP > 1400 ng/l

RA area > 26 cm?
Pericardial effusion

RAP > 14 mmHg
Cl < 2.0 I/min/m?
SvO, < 60%

Objetivo terapéu’tico: bajo riesgo | Alt risc: epoprostenol sc o ev

Risc intermig: Afegir a ARE+PDEDSi el Selexipag vo
CIA reparada: inici combinacions: Macitentan+sildenafil/
bosentan+riociguat/ Selexipag+ AREi/o PDEDSI

hypertension. Eur Respir J. 2019;53(1)

I
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Tractament de la HTP

Recommendations 0.8 . S
It is recommended to evaluate the S se- 1“1_,_ Y
severity of PAH patients with a panel of % T
data derived from clinical assessment, u:) i
exercise tests, biochemical markers and
echocardiographic and haemodynamic 0.2 Log rank, p<0.001
evaluations (Tables 13 and 14) _
—1"Low risk”

i —ri"Intermediate risk”
It is recommended to perform regular 0.0~  *“High risk"
follow-up assessments every 3—6 0 1 2 3 4 5
months in stable patients (Table 14) Years

104
Achievement/maintenance of a low-risk l"-.LLL 1 =
profile (Table 13) is recommended as an N e
adequate treatment response for ar s
patients with PAH T
] ‘ T 06

Achievement/maintenance of an &
intermediate-risk profile (Table 13) g -
should be considered an inadequate o 04
treatment response for most patients

. K, p<0.001
with PAH L R

~r1Stable "Low risk”
~1improved to "Low risk" )
Galie N, et al. Eur Heart J 2016; 37:67-119. Stable "Intermediate risk" or "High risk"
0.0 _Worsened to “Intermediate risk* or "High risk"

Kylhammar D, EurHeart J 2018; 39:4175-418 1 I ! 1 1 I
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Altres causes d’"HTP i patologies associades:

« TEP

« MPOC

« Valvulopatia mitral

* Disfuncio diastolica...

e Estenosi aortica.

sssssssssssssssssss



Altres causes d'HTP: TEP + CIA
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PEIUHSIINE 17143 JPEG GH 201

TIs0.8 "mi

FE/OWSLOIE 1210 JPEG CH_28:1, CX7-2t/iAdultos
FA 11Hz

I 12cm
i)

x
TEMP. PCTE.:
TEMP. ETE: 39.2C

(BARCELONA]
al Unive |




Basal (")

QT (/min) 8,02 16,50

IC {1/ min/m2} 3,96 7,33

FC (lat./min) 79,00 125,00
PAP (5/D/M) (mmHg) 49,00/12/29 99,00/35/60
PADP (mmHg) 3,00 19,00
PAD {(mmHg) 02 10

TAS (S/D/M) (mmHg) [118,00/ 75,00/ 84,00 [144,00/ 101,00/ 106,00
RVP (Wood) 2,93 2,48
RVP (din-s-cm-5) 238,90 198,15
RVS (Wood) 10,22 5,82
RVS (din-s-cm-) 816,58 463,02
Pv02 (mmHg) 45 30

Sv02 (%} 82 52

P R u:
Ecocrd. adultos TIS0.6 MI 1.4
85-1
58Hz

16cm

20
g

2%

C50

pAEr:::'mGra\ ., g . Basal

: QT (1/min) 5,15

IC {l/min/m2) 2,23
FC (lat./min) 70,00
PAP (5/D/M) (mmHg) 33,00/16/22
PADP {mmHe) 8,00
PAD {mmHz) 05
TAS (S/D/M) (mmHe)  [116,00/ 69,00/ 79,00
RVP (Wood) 2,72
RVP (din-s-cm-5) 217,33
RVS (Wood) 14,37
RVS [din-s-cm-5) 1148,16
Pv02 (mmHg) 41
SviD2 (%) 70
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ETE
X7-2t
18Hz

11em

2D
64%
C 50
P Des
ArmonGral

FC

48%
6838Hz
FP 615Hz
4 4MHz

Altres causes d’'HTP: IM+ CIA

TIS0.5 MI0.7

M4 M4

_ e HTA
’-. » Disfunci6 diastolica

‘ -
£
V. 2/ N8
;Vzélifiih R '\\%
‘_‘.
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Patologies associades: EAo + CIA

140
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xPlane
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67%
50dB
]
Gral -
. 43
-
- .
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- —
‘\ :z =
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CONCLUSIONS

La CIA en el adult es detecta en un 25-30% dels pacients, i no és un fet
estrany en gent gran.

El tractament quirurgic de la CIA en majors de 60 anys amb CF IlI-IV
millora la simptomatologia i sembla millorar la supervivencia, i en
pacients en CF I- Il millora la morbi-mortalitat, sobre tot en els
pacients amb alteracions del IC, PAPm i major edat. El tancament s’ha
de fer precocment.

El tractament percutani de la CIA és segur i efectiu, millora la CF, la
mide del ventricle dret i la hipertensio pulmonar.

Falta evidencia sobre el tractament de la insuficiencia tricuspidea en
edat avancada, en cas de moderada-severa amb dilatacio de I'anell T
indicar cirurgia Mini invasiva versus tancament percutani +/- tricuclip

Tractament de la FA: Anticoagulacid. Ablacio FA. Tancament orelleta
en casos seleccionats
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CONCLUSIONS

La hipertensié pulmonar en les cardiopaties congenites es classifica al
grup 1.

L’evolucid a sdr. Eisenmenger contraindica el tancament dels shunts i
indica tractament farmacologic en pacients en CF II-111.

Les cardiopaties congenites reparades amb hipertensio pulmonar sén
les que tenen pitjor pronostic. L'Us de nous farmacs pot millorar les
hospitalitzacions i I’evolucié de la malaltia. Mantenir en baix risc ( verd).

En pacients d’edat avancada s’ha de valorar altres causes d’augment de
la PAP ( TEP, Valvulopatia mitral, disfuncié diastolica, MPQOC...).
Tromboendarterectomia, cirurgia valvular...

En cas d’estenosi aortica individualitzar.
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£n suport ols infonts | joves
ama cordicpatia congénite

Moltes gracies
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