€
2
S
L &
S5 S
T 5
c S
W g
L m
R =
S

<@
>




— CALAM
- SANG

> Nam, 29 tudi, TS khoé manh

> Sau choi thé thao cuwong dd cao dot ngodt tirc

nang nguc trai, kho thé tang dan
—> vao vién

> Kham: thai lién tuc % lién suwdn 3 -4 trai



Xeét nghiém

SINH HOA

A

™

\vaiiem 7.7
RBC XK
S(&m 125

Ure 5,7

Creatinin 93,1

Glucose

\,(Jl
&)

* Xquang: Bong tim to.

GOT 33,8

GPT 35,6 S0 36,8
B 230
B -

nvnzgmn/sFllterH e
35
1032
0.09

............... [

0 i
1250K 05-08 03-06  Dept. Exam:BV DK THANH HOA




Siéu am tim

SA tim lan 1: SA tim lan 2:
« H3 van dmc (+++) * H& van dmc (++)
« Dd 54 EF 66% *Dd 52 EF 55%
- Tang ALDMP « TLT phan mang. shunt trai
phai Gmax 63mmHg
 Tang ALDMP.

Do |am sang cd tiéng thai lién tuc canh ¢ trai vi tri

KLS 3-4 nén dé nghi siéu am tim lai lan hai?




Siéu am tim [an 3
* Vo phinh xoang Valsalva 14 khong vanh vao NP

e TD van PMC 2 la van, t0 chirc tang am ranh gitra cua
vanh phai va khong vanh. Ho van DMC (+++)

« Dd 53 EF 75% Nhi trai 41 Nhi phai 57 That phai 23




Tudng trinh PT

« Van DMC: 3 /4 van dinh la vanh phai va |a khong vanh, la
vanh phai thiéu san, voi hoa vira 1a vanh phai va vanh trai,
hd nang.

 Phinh xoang Valsalva la khéng vanh v3 vao NP.

* Thay van DMC co hoc + va xoang valsalva.

» Van DMC hai la van

> Bién chirng: v& phinh
xoang Valslalva , HoC




a & w0 D

. Gidi thiéu chung: lich st, gidi phau, dich té hoc

Phan loai
Tién trién tv nhién, bién ching
Chan doan hinh anh

Theo doi va diéu tri



= |eonard Da Vinci: ngudi dau tién phat hién va mo
ta van BMC cé 3 1a van (TK 15).

= William Osler: phat hién PMC 2 1a van (BAV) la bat
thwong TBS thuong gap



Gial phau van PDMC 2 |a van
PIEN HiNH

» 2 |4 van kich thuéc khong can doi
e L3 van I&n: tao ra bdi sy dinh lién
cua 2 la van nguyén thuy
* GO, ranh (raphe): dwong dinh cua 2
|a van
» Hay gap nhat: dinh 1a vanh phai va 13
vanh trai (L-R)




Hinh thai da dang cua PMC 2 14

VVAan

Anatomical Spectrum of BAV

Ehprrimnc
Partial-fusion BAV Fused BAV Fused BAV Fused BAV Fused BAV 2-Sinus BAV 2-Sinus BAV
(Forme Fruste) Very asymmetric Asymmetric Symmetric Symmetric no raphe Antero-posterior Latero-lateral

BAV Aortopathy
Dilatation phenotypes

Root phenotype

Extended phenotype (20%)

(Variable %)

Michelena Hl et al. Eur J Cardiothorac Surg. 2021;60(3):448-476. doi:10.1093/ejcts/ezab038



Dich té hoc

> BAV: TBS thuong gap nhat (1 - 2% dan so).

» Nam/n(r = 3/1.

> Phan 16n |a két qua ctia dot bién 1é té nhung di truyén
duoc bao cao 6 9% BN.

» 20- 40% co6 kem gian DMC nguc.

»Lam sang da dang: khéng triéu chirng -> bién chirng

BAV khdng chi la bénh ly cia van PMC ma con kém theo roi
loan vé gen va suw phat trién cia PMC va/hodc cau tric tim

European Heart Journal (2014) 35, 2873—-2926
doi:10.1093/eurheartj/ehu281



PHAN LOAI

Pong thuan qudc té vé danh phap va phan loai bénh van
déng mach chq hai l4 bam sinh cho cac muc dich lam sang,
phau thuat, can thiép va nghién ctru

European Journal of Cardio-Thoracic Surgery 60 (2021) 448-476 REPORT

doi:10.1093/ejcts/ezab038  Advance Access publication 22 July 2021

Cite this article as: Michelena HI, Della Corte A, Evangelista A, Maleszewski |}, Edwards WD, Roman M) et al. International consensus statement on nomenclature and
classification of the congenital bicuspid aortic valve and its aortopathy, for clinical, surgical, interventional and research purposes. Eur ) Cardiothorac Surg
2021;60:448-76.

International consensus statement on nomenclature and classification
of the congenital bicuspid aortic valve and its aortopathy, for
clinical, surgical, interventional and research purposes

Hector I. Michelena (® #*, Alessandro Della Corte b, Arturo Evangelista®, Joseph ). Maleszewski d,

William D. Edwards®, Mary J. Roman®, Richard B. Devereux®, Borja Fernandez’, Federico M. Asché,
Alex ). Barker ® ", Lilia M. Sierra-Galan ® , Laurent De Kerchove ®/, Susan M. Fernandes*,
Paul W.M. Fedak (® ™Evaldas Girdauskas", Victoria Delgado (® °, Suhny Abbara ® P,
Emmanuel Lansac ® 9, Siddharth K. Prakash ® ", Malenka M. Bissell ® *, Bogdan A. Popescu ® °,
Michael D. Hope", Marta Sitges (® ¥, Vinod H. Thourani®, Phillippe Pibarot @ *,
Krishnaswamy Chandrasekaran?, Patrizio Lancellotti ® ¥# Michael A. Borger®,

John K. Forrest®®, John Webb™, Dianna M. Milewicz', Raj Makkar ¢, Martin B. Leon®,

Stephen P. Sanders®*?€, Michael Marki®", Victor A. Ferrari®, William C. Roberts¥, Jae-Kwan Song?,
Philipp Blanke®, Charles S. White®™, Samuel Siu (® ", Lars G. Svensson?, Alan C. Braverman ®
Joseph Bavaria®, Thoralf M. Sundt®, Gebrine El Khoury!, Ruggero De Paulis © *,

Maurice Enriquez-Sarano ® 2, Jeroen ). Bax (® °, Catherine M. Otto™ and Hans-Joachim Schifers ®
Endorsed by the Heart Valve Society (HVS), European Association of Cardiovascular Imaging (EACVI), Society of
Thoracic Surgeons (STS), American Association for Thoracic Surgery (AATS), Society for Cardiovascular Magnetic
Resonance (SCMR), Society of Cardiovascular Computed Tomography (SCCT), North American Society for
Cardiovascular Imaging (NASCI) and the International Bicuspid Aortic Valve Consortium (BAVCon)

INTENDED AUDIENCE AND PURPOSE

This international evidence-based nomenclature and classifica-
tion consensus on the congenital bicuspid aortic valve (BAV) is
intended to be universally used by clinicians (both paediatric and
adult), echocardiography sonographers and physicians, cardio-
vascular advanced-imaging specialists, interventional cardiolo-
gists, cardiovascular surgeons, pathologists, geneticists and
researchers encompassing these clinical and basic research areas.
In addition, if and when new landmark research is available, this
international consensus may be subject to change in accordance
with evidence-based data.

H.l. Michelena et al.. European Journal of Cardio-Thoracic Surgery 60 (2021) 448-476



Phan loai BAV

Dua vao:

1) Bénh cénh lam sang: £ién hinh/phuc tap/im lang

2) Giai phau van PMC: 3 sinus voi 2 13 dinh nhau/2 I
van voi 2 sinus (true)/dinh 1 phan

3) Bénh ly quai DMC: gidn géc/gidn BMC lén

H.l. Michelena et al.. European Journal of Cardio-Thoracic Surgery 60 (2021) 448-476



1. PHAN LOAI THEO BENH CANH LAM SANG

Bicuspid Aortic Valve
Nosology

Typical
Valvulo-aortopathy
(Most common BAV presentation)

Undiagnosed or Uncomplicated
(retrospective definition)

Complex
Valvulo-aortopathy
(Uncommeon BAV presentation)

 Lifelong silent condition
* Mild or non-progressive

« Associated genetic syndromes, * Progressive valvulopathy

and/or ortop I
* Associated congenital heart lesions, and/ora S . ;Z'::ror:;:z:::i:rcal

and/or « Common in young adult/adult manifestations
* Severe aortic coarctation, * Requires surveillance Elaskdael by Skiodi

and/or * Usually requires subsequent icidaintal
* Early/accelerated valve dysfunction, treatment ncidentally

and/or * Requires surveillance if diagnosed

incidentally

Early/accelerated aortopathy « Life-expectancy usually preserved

Common in pediatric/young adult
* Requires surveillance
* Frequently requires early treatment

 Atincreased risk of:

Life-expectancy may be diminished

H.l. Michelena et al.. European Journal of Cardio-Thoracic Surgery 60 (2021) 448-476



2. PHAN LOAI THEO GIAI PHAU VAN PMC

» Fused BAYV (3 sinus) — Non fused BAV (2 sinus) - Partial fusion BAV (3 sinus)
« Symmetric/Asymmetric non fused cup

H.I. Michelena et al. / European Journal of Cardio-Thoracic Surgery

Anatomic Coordinates
A Base of the Heart Short-Axis view A
Tricuspid Aortic Valve and Clock-face

H.l. Michelena et al.. European Journal of Cardio-Thoracic Surgery 60 (2021) 448-476



H.l. Michelena et al. / European Journal of Cardio-Thoracic Surgery 457

Fused BAV
(90-95% of BAV)
3 Phenotypes

Right — Left Cusp Fusion Right — Non Cusp Fusion Left — Non Cusp Fusion
(70-80%) (20-30%) (3-6%)



H.l. Michelena et al. / European Journal of Cardio-Thoracic Surgery

2-Sinus BAV
(5-7% of BAV)

2 Phenotypes 2.A 28

Diastole

Latero-lateral Anteroposterior P Ir—

Diastole

>

(most common) (least common)



Partial-Fusion BAV

(Forme Fruste)
Short fusion of 1 commissure




~ BAV Aortopathy
3. PH AN LOAl TH EO Dilatation phenptypes

THUONG TON QUAI PMC

Ascending phenotype
(70%)

« Gian: bBK bMC
>40mm hoac Z
>27 .5mm/m? | v

. Gian DMC Ién: 70% |

« Gian goc DMC: hay
kém HoC nhiéu va
nguy co loc tach cao

=
.

Root phenotype

Extended phenotype (20%)

(Variable %)

Kiéu gidn goc co lién quan dén ty 1& boc tach DMC cap tinh cao hon khi
theo d6i hau phau @ BN BAV da thay van DMC so véi kieu gian BDMC Ién.



' CHAN DOAN HINH ANH .

L____________________

Chan doan BAV
Echo, CCT, CMR

Kiéu hinh van PMC

* Fused BAV:
Right-left fusion
Right-non fusion
Left-non fusion
Indeterminate

* 2-sinus BAV:
Latero-lateral
Antero-posterior

* Partial-fusion BAV
or forme fruste

* Panh gia toan dién chirc nang

van: hep/ho

l

G& dinh va tinh can déi
cua la van

* Raphe:
Visible / not visible
Calcified / not calcified

* Cusp size/shape:
Different / roughly equal

* Symmetry:

Non-fused cusp angle:
Symmetric
Asymmetric
Very asymmetric

l

Quai BMC

* Dilatation present:
Ascending phenotype
Root phenotype
Extended phenotype

* Dilatation absent
* Aortic coarctation:

Present= severity
Absent



Otto et al 2020 ACC/AHA Guideline for the Management of Valvular Heart Disease

Bicuspid Aortic Valve

' l

Figure 5. Intervals for imaging the aorta in

Aortic diameter ith ori ) patients with a BAV.
{sinuses or ascendin g BAV with prior aortic Colors correspond to Table 2. BAV indicates
valve replacement bicuspid aortic valve; CTA, computed tomographic

aorta) z4.0 cm angiography; CMR, cardiac magnetic resonance,;

TTE, transthoracic echocardiography.

Periodic imaging by TTE, CMR, or
CTA, with interval determined by: Continued lifelong

= Degree and rate of progression of periodic imaging if
aortic dilation aortic diameter is

« Family history of aortic dissection 24.0 cm (2a)

(2a)




Hinh anh dién hinh BAV kém gian PMC lén

(A) SATQ, type L-R
(B) SATQ 3D fish mouth
(C)Van bMC mé& dang vom

(D)MRI: gidgn DMC Ién




Hinh anh BAV cé hep van BMC va gian BMC |én

Hinh &nh si@u am tim va CT & mét ngwdi dan dng 53 tudi véi van ddng mach
chu hai la (BAV) dong thoi gian quai ddng mach chu
Masri A, et al. Heart 2017;103:1323-1330. doi:10.1136/heartjnl-2016-309916



SA thanh nguc

R-L, raphe, 3 sinus

R-N, raphe, 3 sinus

L-N, raphe, 3 sinus




100/60

Fused type R-L, 3 sinus, no visible raphe




Non fuse, no raphe, 2 sinus



Partial fusion BAV




Panh gia tinh doi xirng ctia 2 1a van




Panh gia tinh déi xirng cua van

Symmetry of Fused BAV
Commissural Angle of the Non-fused Cusp

Symmetrical Asymmetrical Very Asymmetrical

160-180° 140-159° 120-139° W

 Néu dbi xirng: phau thuat hwéng téi tai tao 'hai la van'.

« Néu BAV rat khéng dbi xirng: x ly theo kiéu 3 14 van



fusion BAV

Sw khac biét vé hwéng dong chay:

« Type L-R: dong chay tac déng vao thanh PMC goc va doan
gan DMC Ién

« Type R-N: dong chay hwéng sa sau doan gan PMC 1én va
doan xa PDMC Ién

by Andrea Guala, PhD, Vall d’Hebron Hospital, Alberta, Canada



MSCT trudc TAVR bénh nhan hep chi
PMC 2 LA VAN

No Raphe Non-calcified Raphe Calcified Raphe

Mild Cusp calcification

Excess Cusp calcification

Yoon SH. J Am Coll Cardiol 2020;76:1018-30.
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X
T; = Observed survival
> 70 4
- - = Expected survival
g
m 60 . P=0.72 [ ]
o
50 T T T 1
Years 0 5 10 15 20
No. atrisk 212 206 155 95 42

N = 212 BN BiAV
khong triéu chirng
duwoc chan doan
Chtrc nang van BT
hodc ton thuong
nhe

Tudi: 32 £ 20

Thoi gian theo doi
20 nam

Ty 1é séng 90 + 3% sau 20 nam

twong duwong quan thé dan sé binh thwong

Michelena et al CirculaGon. 2008;117:2776-2784.



Tién trién tu nhién

Late Outcomes in Adults With BAV Disease

Patients With BAV Patients With BAV
and No Significant With a Spectrum of
Aortic Valve Dysfunction Valve Function
(n = 212)* (n = 642)7
Mean follow-up, yrs (range) 15 + 6 (0.4-25) 9 £ 5(2-26)
Mean age at baseline, yrs 32+ 20 35+ 16
Outcomes
Overall survival 90 = 3% at 20 yrs 96 + 1% at 10 yrs
Cardiac deaths 3+1%
Aortic valve or ascending aorta surgery 27 + 4%% 22+ 2%
Cardiovascular medical events 33 £ 5% NA
Aortic dissection 0 2+1%
Hospital admission for heart failure 7+2% 2+1%
Endocarditis 2% 2%
Predictors of outcomes

Predictors of cardiac events
(medical and surgical)

Michelena et al CirculaGon. 2008;117:2776-2784.



Tién trién tu nhién

Ty 1& bién cé theo sw c6 mat cla tén thwong van tai thei diém chan doan

A Aortic Valve Surgery B Medical Events
100 Early Valve Degeneration i Early Valve Degeneration
- Present - Present
80 4 v Absent 75210% J - Absent 71£12%
X 60 4
.'{.; P<0.001 P<0.001
c
) 40 A
>
m .‘..:..
- o
20 ‘"J‘,.... j"_,..:’ 28+5%
et AT24% e
0 - 1 L) T T 1
Years 0 5 10 15 20 0 5 10 15 20
No. {— 28 23 9 2 2 28 23 1 3 2
atrisk |- -184 176 130 79 31 184 175 124 72 28

Sau 12 nam, ty 1&é PT van PMC I3 75 * 10% & nhém c6 ton thwong van
tai thoi diém chan dodn so véi 8 £ 2% & nhém khdng ton thwong van

Michelena et al CirculaGon. 2008;117:2776-2784.




Tién trién tu nhién

Medical events Surqical events
30 - Total surgical events
40 - - = Aortic valve surgery 2724%
= = « Ascending Aorta surgery (aneurysm) ™
= Total medical events 33+5% = Aoriic cometalion surgery - 2424%
30 4 — = Newcardiac symptoms z,:' "' =
= & o
a o
S 20 4 —
= e
.2 10 4 8
k- 5+2%
E --------- ;—- -o-r-o-_-—-o-—- ------------ 411.‘
0
Years 0 5 10 15 20 '
Years 0 20
No. atrisk 212 198 135 74 29
No. atrisk 212 194 133 78 31

Tudi can phau thuat thay van PMC & nhém BAV tré hon
49 + 20 (BAV) so v&i 67 £ 16 (DMC 3 14 van)

Michelena et al Circulation. 2008;117:2776-2784.




Tién trién tu nhién

e Tudi=50

> Yéu t6 dw dodan bién c6 TM hoic can phiu thuat van PMC:

« Thodi hod VPMC & thei diém phét hién
> Yéu t6 dw doan phau thuat do phinh PMC:
* PMC tai thoi diém phat hién = 40mm

Table 2. Independent Predictors of Outcome After Diagnosis

Independent Multivariate Predictors

End Points Predictor HR 95% Cl P
Medical CV events Cardiac death, CHF, new CV symptoms, stroke, endocarditis Age =50y 4.7 2.2-96 <0.01
Valve degeneration 26 1.2-5.3 0.016
Surgical CV events Aortic valve surgery, thoracic aorta surgery Age =50y 29 1.3-6.2 0.01
Valve degeneration 45 2.1-9.3 <0.01
Aortic valve surgery Valvotomy or valve replacement Age =50y 4.8 2.0-11.6 =<0.01
Valve degeneration 6.9 3.0-155 <0.01
Aortic aneurysm surgery Baseline aorta =40 mm 10.8 1.8-77.3 =<0.01
Total events Medical or surgical events Age =50y 3.0 1.5-5.7 <0.01
Valve degeneration 24 1.2-45 0.016

HR indicates hazard ratio; CV, cardiovascular.

Michelena et al CirculaGon. 2008;117:2776-2784.




Tién trién tv nhién

Table 3. Cardiac Outcomes

‘ No. (%) of Patients < 707 > 1 risk factor 65+5%
Cardiac Outcomes (N =642) S 60
Primary?@ t
Intervention on aortic valve or ascending aorta 142 (22) g 50 ~
Bioprosthetic aortic valve replacement 47 l; 40 -
Ascending aortic graft and aortic valve replacement 38 S
Pulmonary autograft (Ross procedure) 34 S 301 All subjects 25+2%
Mechanical aortic valve replacement 14 > 20 1 risk factor 18+3%
Valve sparing aortic root replacement 5 E 10 - )
Aortic valve repair 3 3 ‘ I No risk factor 6+2%
Percutaneous aortic valvotomy 1 0 ‘ v v T 1
Cardiac death 170) 0 2 4 6 8 10
Heart failure 12 Follow Up Duration (years)
Aortic dISS(?CtIOﬂ - 2 N 642 639 296 413 309 198
Postoperative after cardiac surgery
Hospital admission for heart failure 16 (2)
Aortic complication 112
Aortic dissection 5 ~ ~ s o n’ A Len P
Descending thoracic or abdominal aortic aneurysm 6 Ye u to’ ng uy co d U’ ba o b ien co t ien p hat
a e
Sec/gg?ti:%alve endocarditis 13(2) * Tu ol 2 30
Cardiac arrhythmias requiring treatment 30 (5) ° H e p van D M C vul a-n h i‘é u

8Categories are not mutually exclusive.

e Ho& van PMC vira-nhiéu

Tzemos et al. JAMA;2008:300;11:1317-1325.




i“BTI"E'N'CHlj’NG‘L‘IE“N QUAN "

» Hep/hd van BMC

» Bénh ly quai DMC: gian/loc tach/vo/hep eo
PbMC

> Viém NTMNK



BAV - Hep chu

- Thuong ton thudng gap nhat trong BAV, ly do phd bién
nhat dan dén can thay van BMC.
 Co thé gap HC tur thai ky bao thai hoac & tré em.
« O ngudi I6n, HC tién trién dan vai sy canxi hoa cac la
van, thuwdng xuat hién ti tudi 40.
« Cd ché HC:
 Thoai hoa tuvang tu van BMC 3 la van
« Dong chay rbi/gap lam thoai hoa nhanh hon



BAV — HG chu

* [t gap hon HC
« Cd ché:
« Savan
« Gian vong van/goc DMC
« VNTMNK
« Ty I& phau thuat thay van do HoC néng it gap:
« NC Olmstead (47% HoC cac murc dd): 3% can phau
thuat vi HoC

« NC Toronto (21% HoC vira-nhiéu): 6% can PT do HoC
nang co triéu chirng hoac co6 suy chirc nang TT tién
trién.



BAV - Viém n0i tam mac
nhiém khuan
« Nghién cttu cho thay tan suat thap

* NC Olmsted: 2%/nam

« NC Toronto: 0,3%/nam

Hudng dan cta AHA khdng gai y du phong VNTMNK
trir khi c6 tién sir VNTMNK



BAV — Bénh Iy quai PMC

- Do tac dong cua dong chay bat thwong

« Do bénh ly cua té chirc lién két cta ban than thanh PMC

STRATION 4D Flow CMR and BAV Aortopathy

Elevated WSS

Diameter X pressure
Wall thickness/quality

Wall tension =



BAV — Bénh Iy quai PMC

 DMC |én & ngudi I6n BAV I6n hon nhém ching (d6c
lap véi HA, Vmax DMC, thai gian tong mau)

* Tré em BAV c6 kich thuéc BDMC Ién I6n hon va gian
nhanh hon so véi nhom ching.

* Tan suat gian BMC Ién tang theo tudi

"<30 | 303 | 404 | 5060 | >60

56% 74% 85% 91% 88%

Siu et al. ] Am Coll Cardiol 2010;55:2789-800.
Tadros et al. CirculaGon 2009;119:880-90.



Tién trién tu nhién

>
>
>

Toc do gian DMC trung binh 1 -2 mm/nam
Toc d6 gidn nhanh hon néu cé hep/hd chu
Toc d6 gidn > 5mm/nam hoac DMC > 50mm
nguy co v& hoac loc tach cao

Co thé xay ra gian nang quai DMC ké ca khi

khong cé hep, ho chu, dac biét & BN tre.



Recommendations for Diagnostic Testing: Routine Follow-Up of
Patients With a BAV

Referenced studies that support the recommendations are

summarized in

1. In patients with BAV and a diameter of the

aortic sinuses or ascending aorta of 24.0

cm, lifelong serial evaluation of the size

and morphology of the aortic sinuses and
2a C-LD ascending aorta by echocardiography, CMR,
or CT angiography is reasonable, with the
examination interval determined by the degree
and rate of progression of aortic dilation and
by family history.'™

2. In patients with a BAV who have undergone
AVR, continued lifelong serial interval imaging
of the aorta is reasonable if the diameter of
the aortic sinuses or ascending aorta is 24.0
cm. 57

2a

Otto CM, Nishimura RA, Bonow RO, et al. Circulation. 2021;143(5):€35-e71.
doi:10.1161/CIR.0000000000000932



J Thorac Cardiovasc Surg. 2018 August ; 156(2): 473—480. doi:10.1016/j.jtcvs.2017.10.161.

The American Association for Thoracic Surgery consensus
guidelines on bicuspid aortic valve-related aortopathy:
Executive summary

Khuyén cio Class/LOE

Hinh anh vé DPMC nén duoc danh gia, so sanh song song (side-by-side) véi hinh 1/C
anh lan trude boi cung mot ky thuat hinh a4nh va phuwong phap do luong

Theo ddi tién trién cuia PMC cho ca BN BiAV chua phau thut va nhitng bénh
nhén da trdi qua AVR, vi cac bien chimg DMC c6 thé xay ra ¢ nhitng bénh nhan I/C
co BiAV sau phau thuat.

O nhirng bénh nhén c6 duong kinh PMC binh thuong trén SATN, PMC nguc

o x. . I/C
nén duoc danh gia lai sau mo1 3 dén 5 nam.

Néu kich thudc goc DPMC hodc DMC 1én 40-49 mm, nén danh gia lai PMC
nguc sau 12 thang. Néu sy on dinh duoc xéc nhan, thi c6 thé thuc hién ldp lai I/C
sau moi 2 hoac 3 nam.

Néu PMC Ién gidn nhiéu (géc hoic PMC lén 5054 mm), nén danh gia lai 1/C
DMCnguc it nhat12 thang mot lan.

Néu PMC nguc do trén SATN > 45 mm chénh léch >2 mm giira cac phuong
thirc (so véi do trén CTA hodac MRA) thi nén thuc hién theo doi PMC bang I/C
MRA hoac CTA.




BAV - Diéu tri ndi khoa

« Chua co bang chirng co thé thay déi tién trién tu nhién.
« Khuyén céo clia AHA:

 Gian goc/BDMC Ién: Chen Beta, UCTT AT/UCMC dé ha
HA tam thu t&i mc thap nhat ma BN c6 kha nang dung

nap.

« HC/HoC: Kiém soat huyét ap tich cuc.



BAV - Diéu tri ndi khoa

» Vai tro UCMC/ chen ATII trong giam ti€n trién cua gian
PMC & BN BAV chua dugdc khang dinh.

- Kiém soat cac YTNC gay xad vira PM (do lam nhanh thoai
hoa van DMC).

St dung thudc gidm cholesterol & BN tré BAV dé lam cham
ti€n trién ton thwong van BMC?7??



2014 ESC Guidelines on the diagnosis and
treatment of aortic diseases

Beta-blockers may be considered in
patients with BAYV and dilated aortic
root >40 mm.

Because of familial occurrence,
screening of first-degree relatives
should be considered.

In patients with any elastopathy or
BAYV with dilated aortic root (>40
mm), isometric exercise with a high
static load (e.g. weightlifting) is not
indicated and should be discouraged.

European Heart Journal (2014) 35, 2873—-2926
doi:10.1093/eurheartj/ehu281



BAV — Can thiép/phéu thuat

« Chi dinh can thiép/phau thudT BAV tuong tu bénh ly
cGia van DMC 3 |a van, tuy nhién c6 nhitng diém khac
biét.

 Chi dinh can thiép HC & tré em khi:

* HC c0 triéu ching
« HC khong trieu chi'ng voi peak to peak gradient >
60mmg

* peak to peak gradient > 50mmg co kem theo thay
d6i ST-T khi nghi hoac khi gang strc hoac BN mudn
tham gia cac hoat déng thé thao.

« Néu HC nang d tré em hoac ngudi tré: vu tién nong
van qua da (van chua bi voi nhiéu).



Phau thuét stra van DMC do sa van PMC giy HoC
nhiéu & bénh nhan BAV.
O BN tré tién lwong lau dai tét hon thay van

H.l. Michelena et al.. European Journal of Cardio-Thoracic Surgery 60 (2021) 448-476



In cases of BAYV, surgery of the
ascending aorta is indicated in case of:

® aortic root or
ascending aortic
diameter >55 mm.

® aortic root or
ascending aortic
diameter >50 mm in the
presence of other risk
factors.c

e aortic root or
ascending aortic
diameter >45 mm when
surgical aortic valve
replacement is
scheduled.

YT nguy co’ l6c tach:
« Tién st gia dinh c6 16¢c tdch PMC
* Toc dd gian PMC > 5mm/nam
* HepeobMC

European Heart Journal (2014) 35, 2873-2926
doi:10.1093/eurheartj/ehu281



Bénh BDMC 2 |a van o phu nr
co thai

>Ton thuwong cé thé tién trién nhanh va nang lén trong
thdi ky mang thai (co ché chua duoc hiéu ro)

-> nguy cd bién chirng.

>Mac du thai ky co thé thanh cong nhung viéc PT van
PMC c6 thé can thuc hién trong thoi ky mang thai hoac

sOm sau khi sinh.
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Bicuspid Aortic Valve Morphology )
and Outcomes After Transcatheter
Aortic Valve Replacement

Sung-Han Yoon, MD,* Won-Keun Kim, MD,” Abhijeet Dhoble, MD, Stephan Milhorini Pio, MD,"

CONCLUSIONS Outcomes of TAVR in bicuspid aortic stenosis depend on valve morphology. Calcified raphe and excess
leaflet calcification were associated with increased risk of procedural complications and midterm mortality.

(Bicuspid Aortic Valve Stenosis Transcatheter Aortic Valve Replacement Registry; NCTO3836521)

(J Am Coll Cardiol 2020;76:1018-30) © 2020 by the American College of Cardiology Foundation.



KET LUAN

BAV khéng chi la bénh ly caa van BPMC ma con kem

theo roi loan vé gen, quai PMC...

Phan loai theo: Lam sang/Giai phau van PMC/Thwong
tén quai DMC.

Bién chirng: HHoC/phinh, tach quai PMC/viém NTMNK
BN BAV can danh gia nguy co bién chirng dwa vao
tudi, mirc ddo Hep/H& chul/kich thwéc quai PMC dé cé

ké hoach theo déi, diéu tri phu hop



