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AHA/ACC  STEMI  
GUIDELINES

• OVER  200  CLASS  I  RECs

• OVER  80  SUPPORTED  BY  CLASS  A  
EVIDENCE



EVIDENCE

CLASS  A:  3  OR  MORE  LARGE  RCT

CLASS  B  SMALL  RCTs  OR  REPORTED  
SERIES

CLASS  C  CONSENUS  OF  OPINION





LEVEL  D

• CONSENSUS  REACHED  AFTER  90  
MINUTES  IN THE  BAR



A0RTIC  STENOSIS



73  Y/O  MAN

• PLAYS  DOUBLES  TENNIS  WITHOUT  
Sx

• ECHO,  HEAVILY CALCIFIED  VALVE, 
JET  VELOCITY, 4.5 m/s





CLASS  I  AVR

• SYMPTOMATIC   SEVERE  AS



PELLIKKA  et al

• 622  ASYMPTOMATIC  Pts

• 4.5 m/s  JET





SCD  IN  ASYMPTOMATIC Pts

11  IN  PELLIKKA’S  STUDY

ANOTHER  26 IN THE LITERATURE  
WHO  PROGRESSED  RAPIDLY  FROM 
ASYMPTOMATIC  TO SCD



LET’S  OPERATE  ON  
EVERYONE  WITH  “SEVERE”

AS



BROWN ET AL  JCTS



WHAT  IS  SEVERE  
ASYMPTOMATIC  AS



SEVERE  AS

• JET  VELOCITY > 4 m/s

• MEAN  GRADIENT  > 40 mm Hg  (50)

• AVA       < 1.0 cm2

• AVAI      < 0.6 cm2/m2





SURGERY  HAS  A  RISK



STS  DATABASE

• 3.5% RISK  FOR AVR

• 7% RISK  FOR AVR+ CABG

1%  ASYMPTOMATIC Pts  WITHOUT CAD

• STS  RISK 1.2% DEATH, 9% MORBIDITY 



• FIND  A  HIGH  RISK  GROUP  WHERE 
THE  RISK  OF WAITING  EXCEEDS  
AVR





IS  THE  Pt  TRULY  
ASYMPTOMATIC?





BNP

PTS WHO DEVELOPED
SX(14)                       188( 54-

480)

PTS  WHO REMAINED
ASYMPTOMATIC  (29)         64 (27-161)

• Bergler-Klein et al



BNP  pg/ml

AUTHOR          ASYMPT           SYMPT

Gerber (Circ)          33                      112
Monin  (EHJ)                                  > 66
Nessmith (AJC)                              >190
Bergler_Klein         64                      188

550  MOTR



PERCUTANEOUS  AVR

• 2  APPROVED  IN EUROPE

• OVER  4000 IMPLANTS

• DURABILITY  TO BE  DETERMINED



AS

• 1. SYMPTOMS  ARE  STILL  KEY

• 2. HIGH  RISK  ASYMPTOMATIC Pt
• + EX TEST
• RISING  BNP
• HEAVY Ca++,RAPID  PROGRESSION



73  Y/O  MAN

• PLAYS  DOUBLES  TENNIS  WITHOUT  
Sx

• ECHO,  HEAVILY CALCIFIED  VALVE, 
JET  VELOCITY, 4.5 m/s



MITRAL  REGURGITATION



SEVERE  MR
• VENA CONTRACTA  > 0.7 cm

• JET  AREA  > 40 % LA

• RF  > .5

RVOL  > 60 cc

ERO  0.4cm2



2006  GUIDELINES  EMPHASIZE

• REPAIR, REPAIR, REPAIR

• EARLIER  SURGERY



SURGERY  CLASS 1

• REPAIR  PREFERABLE  PTs SHOULD 
BE REFERRED TO CENTERS  OF 
REPAIR EXCELLENCE



55  Y/O  WOMAN

• RUNS  3  MILES PER DAY

• 3/6  HOLOSYSTOLIC  MURMUR



ECHO

• BILEAFLET  PROLAPSE

• EDD  6.0 cm

• ESD  3.8  cm

• ERO  0.4 cm2



ONE  STRATEGY  FOR  MR  
IS  WATCHFUL  WAITING



ROSENHEK  et al





SARANO et al



WATCHFUL  WAITING

• FINE;  BUT YOU WON’T WATCH  OR  
WAIT  AS  LONG  AS  YOU MIGHT’VE  
THOUGHT



SYMPTOMS  ARE  CRUCIAL





SURGERY  2a (2b)

• NO Sxs;   NL LV FUNCTION (EF >.60, 
ESD < 40mm)  WHEN  REPAIR  LIKELY 
(90%) (I favor even higher)

• ASD  ANALOGY 



MITRAL  VALVE  REPAIR

• HOW  CLOSE  TO THE  ASD ANALOGY? 



GILLINOV





On average in the U.S. 57% of 
valves are repaired



EVIDENCE  OF  LV  
DYSFUNCTION









AORTIC  REGURGITATION

• A  DISEASE  OF  EXCESS  AFTERLOAD



Author:  BA Carabello







SEVERE  AR

• CENTRAL  JET WIDTH > 65%  LVOT

• VEAN  CONTRACTA  > 0.6 cm

• RF  > .5

• R VOL  > 60 cc



45 y/o Man who Denies 
Symptoms

BP:  160/70
Multiple signs of AR including 
Austin-Flint Murmur
Echo EDD 7.0
ESD 5.0
Severe AR







Klodas et al









STUDY              EDD          ESD        EF
1998                      5.5              3.3         0.72
2000                      6.0              3.6         0.68
2002                      6.4              4.2         0.62
2004                      7.0              5.0          0.60



CONCLUSION

• SYMPTOMS  IN  VHD  ARE  ALWAYS  
BAD

• LACK  OF  SYMPTOMS ISN’T  ALWAYS  
GOOD
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