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Question 4

Table 1 Preimplantation TTE/TEE “red-flag” findings

Left Ventricle and Interventricular Septum

Small LV size, particularly with increased LV trabeculation
LV thrombus

LV apical aneurysm

Ventricular septal defect

Right Ventricle

RV dilatation
RV systolic dysfunction

Atria, Interatrial Septum, and Inferior Vena Cava

Left atrial appendage thrombus
PFO or atrial septal defect

Valvular Abnormalities

Any prosthetic valve (especially mechanical AV or MV)
> mild AR

= moderate MS

= moderate TR or > mild TS

> mild PS; = moderate PR

Other

Any congenital heart disease

Aortic pathology: aneurysm, dissection, atheroma, coarctation
Mobile mass lesion

Other shunts: patent ductus arteriosus, intrapulmonary

ASE guidelines, 2015
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Question 10

Septum secundum
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advancement
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eustachian valve

Valve of coronary
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» Coronary sinus
ry e

Source: Joseph P. Mathew, Chakib M. Ayoub, Alina Nicoara, and Madhav Swaminathan:
Clinical Manual and Review of Transesophageal Echocardiography, 3e
Copyright © McGraw-Hill Education. All rights reserved.
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Strain, “stretching” means the deformation( unit less)
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Strain Rate is the rate by which the deformation occurs, i.e.
deformation of strain per time unit. The unit of strain rate is /s or s-1.
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Question 15

Grad | : normal or minimal Grad |l : extensive intimal

intimal thickening thickening

Grade V = mobile lesion

Montgomery classification of aortic atheroma
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Question 17

Diastolic Assessment: Transmitral Flow
Propagation Velocity (Vp)

w2
€0 Gals = 50

Normal ventricular diastolicfunction Severe diastolic dysfunction
with vertical (rapid) Vp slope with nearly flat (delayed) Vp slope

Normal > 45 cm/s. Severe diastolic dysfunction <35 cm/s

Colour M-mode propagation velocity



Question 19

Stages of Chronic Aortic Regurgitation (cont.)

Stage| Definition Valve Anatomy | Valv namics Hemodynamic Symptoms
Conseqguences
D Symptomatic |« Calcific valve 4 Severe AR: « Symptomatic severe|s Exertional
severe AR disease o Doppler jet width =6 AR may occur with dyspnhea or
» Bicuspid valve of LVOT; normal systolic angina, or
{or other o \eha contracta »0.6 function (LVEF more
conhgenital cm, >50%), mild-to- severe HF
abnormality o Holodiastolic flow oderate LV symptoms
s Dilated aoric reversal in the proximal ysfunction (LVEF
sinuses or abdominal aorta, 0% to 50%) or
ascending porta |« RVol 260 mL/beat; evere LV
» Rheumatic |valve | RF 250%; ysfunction (LVEF
changes o ERO 20.3 cm?; 40%);
» Previous IR with |0 Angiography grade 3+ |« Moderate-to-severe
abnormal leaflet | to 4+ LV dilation is
closure or o In addition, diagnosis present.
perforation of chronic severe AR
requires evidence y
N\ LV dilation
Helping Cardiovascular Professionals o~ American
Learn. Advance. Heal. ACC/ AH A 2017 Heart

v

Association.
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Refraction of an acoustic wave
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Question 22

Refraction of an acoustic wave
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Intraoperative Transesophageal
Echocardiography Accurately Predicts Mitral
Valve Anatomy and Suitability for Repair

Ahmad S. Omran, MD, Anna Woo, MD, Tirone E. David, M D,
Christopher M. Feindel, MD, Harry Rakowski, MD, and Samuel C. Siu, M D, SM, Toronto,
Ontario, Canada

Mitral valve (MV) repair is the procedure of choice
for MV prolapse or flail. However, valve repair is
more technically demanding and requires a precise
definition of MV morphology to determine the tim-
ing, complexity, and feasibility of repair. We pro-
spectively examined 170 consecutive patients with
MYV prolapse or flail referred for MV repair. The MV
valve was systematically assessed by intraoperative
transesophageal echocardiography. MV anatomy
was independently assessed at the time of operation.
Accuracy of transesophageal echocardiography in

identifying MV segments ranged from 90% to 97%,
and was best for the middle segment/scallop of
either anterior or posterior leaflet. MV repair was
successful in 91% of patients. Success rate was the
lowest (78%) in the presence of extensive bileaflet
disease involving at least 2 segments of each leaflet.
Independent predictors of unsuccessful repair were
central jet of mitral regurgitation, calcification or
severe dilatation of the mitral annulus, and exten-
sive leaflet disease with involvement of at least 3
segments. (] Am Soc Echocardiogr 2002:15:950-7 )




Question 31

European Journal of Cardio-Thoracic Surgery 48 (2015) 344-346 EDITORIAL
doi:10.1093/ejcts/ezv230 Advance Access publication 4 July 2015

Cite this article as: Alfieri O, Lapenna E. Systolic anterior motion after mitral valve repair: where do we stand in 20157 Eur J Cardiothorac Surg 2015;48:344-6.

Systolic anterior motion after mitral valve repair: where
do we stand in 2015?

Ottavio Alfieri* and Elisabetta Lapenna

Department of Cardiac Surgery, IRCCS San Raffaele Scientific Institute, Milan, Italy 2015

* Corresponding author. Department of Cardiac Surgery, IRCCS San Raffaele Scientific Institute, Via Olgettina 60, 20132 Milan, Italy. Tel: +39-02-26437102;
fax: +39-02-26437125; e-mail: alfieri.ottavio@hsr.it (O. Alfieri).
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Table 1: Risk factors for SAM

Patient-related Procedure-related

Presence of excessive leaflet Inadequate reduction of the
tissue (Barlow’s disease) with a posterior leaflet height (which
tall posterior leaflet (>15 mm) still remains >15 mm)

Ratio between the heights of Insertion of a small prosthetic ring
the anterior and posterior
leaflets <1.3

Aorto-mitral plane angle <120°

Distance between the
Interventricular septum and
the mitral leaflet coaptation
point <25 mm

Thick basal interventricular
septum (>15 mm)

Small and hyperkinetic left
ventricle

Anterior displacement of the
papillary muscles
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J Thorac Cardiovasc Surg. 1983 Sep:86(3 ):32
37. Cardiac valve surgery--the "French

Normal leaflet motion
Excess leaflet motion (leaflet prolapse)
Restricted leaflet motion

Restricted opening

Restricted closure
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In patients with normal LV EF

1-Average E/e’ > 14

2-Septal e’ velocity <7 cm/s or
Lateral e’ velocity <10 cm/s
3-TR velocity > 2.8 m/s

4-LA volume index >34ml/m?

50% >50Y%
<50% positive positi:'e
positive

. | Diastoli Diastolic
ormal Diastolic Indeterminate Dysfunction
function

2016 ASE diastolic function guidelines
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lngs (1) Blue blood redirected
to left atrium

@ Left ventricle pumps

blood to lungs
rditected o right trum Coronary
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First atrial switch operation was done in D-TGA by . . . .
. . .. First arterial switch operation was done by
a Swedish cardiac surgeon Ake Senningin 1959 . ' .
Brazilian surgeon, Adib Jatene in 1975

(he implanted the first cardiac pacemaker as well
in 1958).1n 1962 , Mustard at Sick Kids Hospital,
Toronto introduced the new technique for baffling










