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TeEXVIKA XapaKTNPLoTIKA

* OLaéovikeg kapdlag yla dlakabetnplakeg emepypacelg arattovyv cuvNBwce Anpodopia Toco

OTN CUOTOAN 000 Kal oTtn OlacTOAN

* Hodpwon yivetal cuvnOwg pe avadpopo Kapdlako cuyxXpoviopo TteplAappavovtag oAo to RR

dlaotnua

e AUTO ocuveTtayetal peyaAuTtepn emBApuvon o€ aKTvoBoAia

Helical




TAVR-CT acquisition
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Parameter

TABLE 2 Recommendations for IV Contrast Administration

Recommendation

lodine concentration
Flow rate
Volume

IV-access
Timing

lodinated contrast agent as per institutional standards
4-6 mlfs

As per institutional standard for routine coronary cardiac CT, commonly
50-100cc

Antecubital vein

Bolus tracking to allow for peak contrast in the ascending aorta (may
vary with scanning system used)

Blanke P, et al. JCCT. 2019; 13(1):1-20

TABLE 3 Summary of Recommendations for CT Acquisition Prior to TAVI/TAVR

Recommendation

Grade of
Recommendation®

The imaging volume should include the aortic root, aortic arch and ilio-femoral access

Imaging of the aortic root should be performed using ECG-synchronized acquisition

Imaging of the aorta and iliofemoral vessels can be performed without ECG synchronization

Choice of acquisition mode should be tailored according to available scanner technology

CT acquisitions should focus on optimization of image quality while in accordance with ALARA principles

Thin slice collimation and reconstructed slice thickness =1 mm for the root and =1.5 mm for the peripheral vasculature should be obtained and used.

In patients with an eGFR =30 ml/min/1.73 m? no pre hydration is required

In patients with eGFR <30 ml/min/1.73 m? reduction of iodinated contrast volume and prehydration may be considered
Routine use of beta blockade is not recommended.

Beta blocker use may be considered in selected cases and should be used cautiously with careful clinical oversight

Use of nitroglycerin is contra-indicated

Strong
Strong
Strong
Strong
Strong
Strong
Weak
Strong
Strong
Strong
Strong

*Based on level of consensus.

ALARA = as low as reasonably achievable; ECG = electrocardiogram; eGFR = estimated glomerular filtration rate; CT = computed tomography; TAVI = transcatheter aortic valve implantation; TAVR =

transcatheter aortic valve replacement.
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TAVR-CT acquisition

REVOLUTION : Pre - TAVI CTA

f it Gated axial
Acquisition 2 steps
High resciuion mode

Gated axdal soguisition (2 slabs)

+ nen geted helical (B0mm)

Acqusition time: 6.8 sec

120 kv

OLP : 640 mGy.om

Injection

Omnipaque 350 Non- Gated
Nemotd Goutie Chamber injector Helical
Contrast madis : 80 c6 - 4, Smilisac

CM (50% diktion): 20 c0 = 2.5 milsec

Salinsohion: 30 cc 2.5 milsec

Smantprep

Table 1
Preferred mode of acquisition for ECG-synchronized CTA of the aortic root stratified by scanner system.
Manufacturer Scanner Geometry Preferred Acquisition Mode
GE 64-row family Spiral/helical acquisition with retrospectively ECG-gated image reconstruction
Revolution (256 row) Prospectively ECGgated, axial one beat acquisition
Philips All scanners Spiral/helical acquisition with retrospectively ECG-gated image reconstruction
Siemens All scanners Spiral/helical acquisition with retrospectively ECG-gated image reconstruction
Toshiba 64/80-row family Spiral/helical acquisition with retrospectively ECG-gated image reconstruction
Aquilion One (320/640 row) Prospectively ECGgated, axial one beat acquisition

Blanke P, et al. JCCT. 2019; 13(1):1-20
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Baolkeg apxeg
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* Aoptikng BaABidag & MaboAoyia aoptng
* Mutpoeldoug BarBidag
e [Mvevpovikng BaABidag
* TpwyAwxwag BaABidag

AMEeC dopLKECG KapdloTtabeleg

2upuTIEpAopata



Epappoyec afovikng topoypadiloc kapdLac: ZTevwon aoptkng PaABidac
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Structural heart
disease#1

*Calcium score of
aortic valve to
assess disease
severity if
discordant echo
results

+Planning of TAVI

* Assessment of
valve thrombosis,
infective
endocarditis, or
valve
degeneration after
TAVI

Use of cardiac CT

is appropriate

Structural heart
disease#2

|

* Pre-procedural
planning of
transcatheter
mitral valve
intervention, atrial
fibrillation ablation,
ventricular
tachycardia
ablation, and LAA
closure

*Ruling-out left
atrium and LAA
thrombus

Cardiomyopathies

Coronary

anomalies and
congenital heart

diseases

*Patients with
reduced ejection
fraction and low-
to-intermediate
pre-test probability
of CAD

«Coronary vein
anatomy before
left ventricular lead
placement

|

* Patients with

suspected or
known coronary
artery anomalies

«Coronary imaging

and pre-
procedural
planning in
neonates and
children with
congenital heart
disease

Edappoyeg aovikng kapdlag:

1.

>Kop acPBeotiov oe audpifoAeg
TIEPUTTWOELG 0OBAPOTNTAC OTEVWONG
BaABidag

MpoemepBatikog eAeyxog TAVI
[MpoemeuBatikOg EAEYXOC OE
ETMEYPACELG HLITPOELDOUG

[Mpv aro ablation KOATUKNAG
HapHapuyng

[MpLv aro cLYKALON WTIioU Kal
ATIOKAELOHO BpOuou

Ektipnon eruumAokwy peta amo TAVI

Pontone et al, 2022 EACVI Consensus
Document



A4 Universitat
St Zurich™

2uvoyn epappoywyv aovikneg kapolag otnv TAVI

[ Cardiac CT in aortic valve stenosis ]

Follow-up

1. EKtiunon coBapdtntac 1. Aop’thc')c 5(1K"EL')7\10C, arootacn otepaviaiwy 4 OpoéuBwaon, evBokapditida
oTévwong (okop acBectiou) 2+ EKTIHNONnTpoopacng 2. Ektipnon mpdéoBaonc otedaviaiwy

2. Extipnon otevwoewy otedaviaiwy Pontone et al, 2022 EACVI Consensus

Document
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SCCT Expert Consensus Statement

Journal of Cardiovascular Computed Tomography 13 (2019) 1-20

Contents lists available at ScienceDirect

Journal of Cardiovascular Computed Tomography

journal homepage: www.elsevier.com/locate/jcct

Guidelines

Computed tomography imaging in the context of transcatheter aortic valve =
implantation (TAVI) / transcatheter aortic valve replacement (TAVR): An
expert consensus document of the Society of Cardiovascular Computed

Tomography

JCCT 2019



Cardiac CT otnv mpoemeuBATIK EKTiHNoN acBevwy yla
TAVI

Extiunon andotaong gredaviaiwy amo aoptko |

Ektipnon aoptikoU daktuAiou e

Annulus Dimensions
Min. ©:.20,3:mm

@ 30,4 mm

Area: 356,4 mm?2
Perimeter: 67,2

@ 31,2imm

OF307eIMmESs

Distance: 0,0 mm Distance: 9,8’ mm

LvOT
LVOT Dimensions
Min. @::16,7 mm
Max. @: 23,1'mm
Avg. @: 19,9Tmm
Area derived @: 19;5/mm
Perimeter. derived ©:720,0 mm
Area: 299,8 mm?2

Perimeter: 62,8'mm /—gc\ \

Sinotubulargdunction Diameter
Min}@:#22;8fmm
Max30:24,0imm

Avgh 02314 mm Annular Angulatieh

Ektipnon ywviwong
KAl KATAAANANG
OKTLVOOKOTIKI G TtPOBOAN(

e

Distance: 3;4'mm Distance:'21,6 mm

SCCT expert consensus document on CT imaging prior to TAVI. JCCT 2018
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Aortic annulus

Hinge Point Plane
Hinge Points & Virtual Ring Hinge Points
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Step & Descriptibn YT ——— Freehand tool or Hounsfield-based Polygon

Step 1: Start out with multi-planar images in default axial, [ i o Contour detection

sagittal, and coronal orientation; center cross-hairs onto the

2k e Non-smoothened, irregular line Manual placed segmentation points Manual placed segmentation points
following path of cursor or detected connected by straight line without connected by a cubic spline
attenuation threshold interpolation interpolation — ‘elastic ruler’

Step 2: Align the cross-hairs in the sagittal and coronal views
with the long axis of the aortic root; the resulting double
oblique transverse view will depict the aortic valve en face.

Step 3: Move the double oblique transverse plane up and
down to identify the lowest insertion point of the right
coronary cusp which is usually located at about 1.0clock.
Position the center of the cross-hairs exactly at the most
basal insertion point of the right coronary cusp (white arrow.
head).

Step 4: Rotate the cross-hairs counter-clock-wise without
moving up and down while maintaining its center position so
that the formerly coronal view (here red cross-hair)
transects the lowest insertion point of the non-coronary
cusp, which is located at approximately 8 o'clock (white
arrow head).

Step 5: The formerly coronal, now double-oblique view will
show the lowest insertion point both of the right coronary
cusp and the non-coronary cusp (white arrow heads). In this
view, rotate the (here orange) cross-hair indicating the

a iew to through
the most basal insertion point of the non-coronary cusps.
Once this is achieved, the transverse double oblique plane

Systematic overestimation of Depending on the number of dots, Accurate quantification of annular

will contain two of the three lowest cusp insertion points.

Step 6: In the formerly sagittal view, rotate (without moving. 2 N 2 % =

1) the cross-hairof the transverse double oblique plane perimeter due to non-smoothened this may yield a closer estimate of perimeter
(here orange) until the lowest insertion point of the left 2 2 3 o

coronary cuse st barely appears I the double oblique contour; Smoothing algorithms, can perimeter than freehand contouring

o o e e et oo ottt allow for more realistic perimeter without smoothing

of all three aortic cusps and represents both the orientation assess m ent.

as well as the level of the annular plane.

Step 7: Measurements of aortic annulus dimensions should
be performed in the annular plane by means of a contouring
tOOI. Perimeter Min Diameter

Max
Diameter




Annulus measurements
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crescent

)

—

Distance: 27.1 mn x 23.1 mam
Arsx: 477 o’

Avg. Diameter: 248 mm
Perimoter 78.4 mm

{6 mem Smoothing)

Distance: 27 4 mm x 22 2 man
Aren: 488 o’

Avg. Dtameter: 249 mm
Perimeter: 706 mm

(6 mmm Smoothing)




Sizing charts — Sapien 3 & Evolut
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FIGURE 2 Sizing Chart for the Edwards SAPIEN 3 Transcatheter Heart Valve

SAPIEN 3

Effective Orifice Area {cm"]

Valve Height [mm)]

rimped / Expanded

Foreshortening [mm]
Inner Skirt Height [mm)]
Outer Skirt Height [mm])
Sheath Size [F]

Vessel Size [mm)]

23
2.11

245/18

(3

93

6.6

Valve Height

) < Diameter

Area

29
259

31/225

™ nominal +2mi* | » nominal +3mil* | » nominol +dml*

§ Mean Diameter diast.** 20.5-23 -24 :5 . 23-26 -27.5 :g . 26-29 -31

g (mm]  systess | 20.7-234 3 5 23.4-26.4 3 5 26.2-29.5

3 Area diast.** 330-415 | -450 § 415-530 | -593 g 530-661 -740

& [mm?] syst.*** 338-430 430-546 540-683
*Overexpansion  **Diastolic Sizing  ***Systolic Sizing recommendotion by manufocturer  *** *Borderline Annulus Sizes

Evolut™ PRO Bioprosthesis | Evolut™R Bioprosthesis
A \Al A/ WA/ AN
i L) | )
\'. '_‘\ 3 \ !\ \ } ) 1) ",\ A2 111,'
\ LY X X \ {/ AWAA A A 44
X XA T ATAAY }l J WY il
( D } ‘1 "" \}‘»"" Ol
X V' Y1 ‘ | \ {
X N R | POC 50N
Y V ) Y X \
f Y Y } 10 "X
/ 'R
PN )
v A\
A
Size 26 mm 29 mm 34mm
Annulus Diameter (A) 20-23 mm 23-26 mm 26-30 mm
Annulus Perimeter® 62.8-72.3 mm 72.3-81.7 mm 81.7-24.2 mm
Sinus of Valsalva Diameter (Mean) (B] 227 mm 229 mm 231 mm
Sinus of Valsalva Height (Mean) (C) 215mm 215mm 215 mm 216 mm

*Measurement for TAV-n-SAV only. | tAnnulus Perimeter = Annulus Diameter X i

NOTE: Evolut PRO vaive size selection is identical to Evolut™ R vaive size selection criteria



Aortic Root measurements dependent of

the annulus

Multiplanar reformats

Left Coronary Height

The left coronary height is obtained by measuring
with a caliper tool [mm] perpendicularly from the
annular plane to the lower edge of the LCA ostium.

Right Coronary Height

The right coronary height is obtained by measuring
with a caliper tool [mm] perpendicularly from the
annular plane to the lower edge of the RCA ostium

Sinotubular Junction Height

The sinotubular junction height is obtained by
measuring with a caliper tool [mm] perpendicularly
from the annular plane to the lowest point of the
sinotubular junction.

Sinus of Valsalva Diameter

The sinus of Valsalva Diameter is assessed on a
transverse double oblique plane at its widest
dimensions with the plane commonly kept in
parallel with the annular plane; three cusp to
commissure distance measurements are taken; in
case of symmetric dimensions, the final reported
value is the average of these three [mm].

Sinotubular Diameter

The sinotubular diameter is measured on a
transverse, double oblique plane which is aligned
with the sinotubular junction and commonly not
parallel to the annular plane; a single diameter
measurement [mm] is taken.

Ascending Aorta Diameter

The ascending aorta diameter is measured on a
transverse, double oblique plane which is oriented
perpendicular to the long axis of the ascending
aorta, either at the level of greatest width, or at the
level of the main pulmonary artery (default); a
single diameter measurement [mm] is taken.




Universitat
5 Zurich"™

Landing zone — LVOT evaluation

Examples

Single, adherent, non-
protruding focus of

calcification
* Degree of Annular & LVOT calcification
* Nodularity
* Extension circumferential or to LVOT
. . Moderate Two or more nodules of
* Eccentricity calcification or a single

nodule with limited

e Graded (mild, moderate, severe) b st

annular/subannular
lumen




AHA™) Universitét

&,

I;I; s @ UZH
<s Zurich

e

Fluoroscopic angle




Cardiac CT ywa ektipnon mpocofaong otnv
TAVI

Oblique (-2) AS Oblique (1) ASL Lumen Curved
Stripe Longth: 86.5 cm Rt Illac or Fom Angle: 0
Ex:Jan 05 2016 EXJan052016 | LP: 700.0 Ex:Jan 052016 | DFOV 33.4% 78.9 cm Ex:Jan 05 2016

Angle: 177.0° Rfmt

Oblique (0) 3 |
Right lliac or Femoral Artery LP: 700.0
DFOV11.3x10.0cm ASL

STNDI/ARS0 No Filter
Ex:Jan 052016

0.62/XSection

kV 100

Sp: 50

0.6mm 0.992:1/0,6255)
W=1800L =100

Oblique (1) ASL Obligue (2

Ex:Jan 05 2016 Ex.Jan 05 2016

No Curve | 0.6mm 0.992:410.626p.73/
W= 1200 L = 240 Width: 6.0 cm W= 1200 L = 240
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Bicuspid aortic valve

* Anatomic considerations: BAVTypeO(noraphe) BV Type 1 (oneraph) BAV Typo 2 (wo raphos

e Larger annulus typically @

* More elliptical annulus

@@
(B
0%
>
O
>
®

e Variable raphe configuration

L-N R-N R-N/L-N L-R/R-N  L-R/L-N
. S ° I ° f- t ° ﬂ
I eve rS C a S S I I Ca I O n Bicommissural Bicommissural Tricommissural
NON raphe-type raphe-type with calcific fusion

e TAVR-based classification

* Bi- or tri-commissural
* Presence of raphe

Tarantini G, et al. Circ: Cardiovasc Interv. 2021; 14(7):751-
62



£8 ) Universitat

= s

Procedural implications in BAV gy Zirich™

Dilated or horizontal aorta

Long raphe Low coronaries

Dense leaflet Ca++ Coronary ostium

near commissure

Calcified raphe LVOT Ca++

Tarantini G, et al. Circ: Cardiovasc Interv. 2021; 14(7):751-
62
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Annulus measurements in BAV

* In BAV without raphe, the definition of a 3-dimensional

structure (ie, the VBR) is challenging because of the

presence of only 2 anatomic hinge points. Manual R e

MPR - Coronal view MPR - Sagittal view

multislice CT assessment of annulus should be chosen
over automatic detection since it is more accurate in

alignment of the cusps

* In bicommissural raphe-type and in tricommissural BAV,

the VBR definition is more accurate as 3 cusps are easily

recognizable. Nevertheless, the detection of the cusps

BAV hinge points alignment Tilting of transverse axis

nadir might be difficult because of their typical unequal

size

Tarantini G, et al. Circ: Cardiovasc Interv. 2021; 14(7):751-
62



Virtual Basal Ring Perimeter
measures

Annular sizing preferred if no raphe

Supra-annular Intercommissural

* Predictors of THV under-expansion:

Raphe

g - Lenght

e b ’ “ | ¢ / % * Raphe length > 50% diameter

Virtual Raphe Ring

.

e Cat++volume>300 mm3

Tarantini G, et al. Circ: Cardiovasc Interv. 2021; 14(7):751-
62
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Metpnon dlaoTAcEWY A0PTNG

e [Tou petpaye:

AopTikn pida — kKOATtol Valsalva

KoArtoowAnvwdng cupuBoAn

Aviovoa aoptr (otn peyaAutepn dlApeTPO amo SJ ewg ekduon BpaxtokedaAlknc)

AOPTIKO T0&0 (ouvnNBwWC peTaéL BpaxlokePaAlkoU Kal apLloTEPNC KapwTidag

Katiovoa Bwpakikn aoptn (HETA TNV EKPUON ApLOTEPNC UTTOKAELDIOU Kal TIPLV TNV £l0000 OTO

dwadppaypa

Evangelista et al, Eur Heart J CVI
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[Tw¢ petpape — aoptikn pila

Inner edge to inner edge

Sinus to sinus

or

Sinus to commissure

(sinus to sinus recommended)

Evangelista et al, Eur Heart J CVI 2023



Universitat
Zurich™

[Tw¢ peTpape — AoLtta onueila

e [MToAueTtitedeCc AvaACOULVOEDELC

* [Mlavta kabeta otov aéova tng aoptnc!

Evangelista et al, Eur HeartJ CVI 2023




Cardiac CT post-TAVI.
HALT assessment

CENTRAL ILLUSTRATION: Subclinical Leaflet Thrombosis of Transcatheter
and Surgical Bioprosthetic Aortic Valves

CENTRAL ILLUSTRATION: The Frequency and Extent of Hypoattenuated

Leaflet Thickening

Extent of HALT, %

TAVR Surgery
30 Days

I £25% HALT [l >25%-50%

Blanke, P. et al. J Am Coll Cardiol. 2020;75(19):2430-42.

30.9%

TAVR Surgery

>50%-75% M>75%

28.4%

HALT presence TAVR vs Surgery in Evolut low risk

Study

Blanke et al JACC 2020
Makkar et al JACC 2020

Natural history of subclinical leaflet thrombosis

Spontaneous resolution of HALT from
30 days to 1year in 56% of the patients

Spontaneous appearance of HALT from
30 days to 1 year in 21% of the patients

H
H
:
30 Days 1 Year o 30 Days 1 Year
HALT : HALT
T n=11@4%) N NowaLT N = 46 (21%)
i) No HALT g =2/ No HALT
n=1456%) [ N =171 (79%)

4

Subclinical Leaflet Thrombosis in Transcatheter
Versus Surgical Bioprosthetic Aortic Valves

linical leaflet is was. in
transcatheter compared to surgical valves at 30 days,
g 40% but not at 1 year
HALT at 1year
28%

HALT at 30 days '

TAVR  Surgery TAVR  Surgery

No HALT HALT £25% HALT >25%-50% HALT >50%-75% HALT >75%
Subclinical leaflet thrombosis is characterized by hypoattenuated leaflet
thickening (HALT) and reduc flet motion (RLM)
Hypoattenuated leaflet thickening Reduced leaflet motion
— a/ -
No RLM RLM s25% RLM >25%-50% RLM >50%-75% RLM >75% Diastole Systole
35 : :

Impact of subclinical leaflet thrombosis on valve
hemodynamics and clinical outcomes

« No difference in aortic valve mean gradients between
patients with or without HALT at 30 days or 1 year

+ Increased aortic valve gradients in patients with
increasing severity of HALT; and in patients with
persistent HALT at 30 days and 1 year

« Increased rates of clinical valve thrombosis and
composi dpoint of stroke/ ient ischemic
attack/thromboembolic complications in patients
with HALT

Makkar, R.R. et al. J Am Coll Cardiol. 2020;75(24):3003-15.

HALT presence TAVR vs Surgery in Partner 3 Study




Subclinical leaflet thrombosis assessment post TAVI

MPR aligned with
center of leaflet

e

<25% 25-50% 50-75% >75%

% leaflet involvement

SCCT consensus document for pre-TAVR CT assessment 2019

CENTRAL ILLUSTRATION: CT Evaluation of Subclinical Leaflet Thrombosis

CT EVALUATION OF SUBCLINICAL LEAFLET THROMBOSIS

T with high spatial and temporal resolution
* 50-100cc of contrast

« Full retrospective gating
+ No dose modulation

+ Heart rate s 70

+120-140Kv

Assess for HALT
Diastolic phase-visualize leaflet coaptation

Leaflet Assessment Frame Assessment l
(diastolic-leaflet coaptation) Depth of implant

Maximal leaflet thickness Frame expansion CONSIDER TEE
Leaflet orientation/involvement Strut analysis

Assess RELM

(systolic phase-maximal leaflet opening)

Ceae

NORMAL MILD MODERATE SEVERE IMMOBILE Unsble o assess

Normal <50% 50-70% >70% 100% normal leaflet
Leaflet opening RELM RELM RELM RELM opening
Vv
45 N
/D INCONCLUSIVE
M@ Ham © FOR HAM
-
% RELM =
W/(1/2D) X 100%

Jilaihawi, H. et al. J Am Coll Cardiol Img. 2017;10(4):461-70.

Jilahawi et al JACC Img 2017




Cardiac CT post-TAVI.
HALT assessment

S| | e |

Lab exams
MDCT pre-TAVI -
pre + TTE pre-TAVI + pre-TAVI
l ™\
[ J
l PHILIPS

TTE at discharge

l

MDCT 3 m
post-TAVI

Courtesy of Dr Dri
Correlation of HALT presence with periprocedural
challenges
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Edapuoyec asovikng Topoypadiac KapoLac: 2TEVWOn aopTkne BaABidog
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* Baowkeg apxeg
e Ektipnon BaABwdomabelwyv
* Aoptikng BarBidag & NMaboAoyia aoptng
 Mutpoeldolg BaABidag
e [Mvevpovikng BaABidag
* TpwyAwxwvag BaABidag
* AN\ SOULKEC KapdLloTtabeLER

e JupTEepAcpATa



What do we measure:

1. Mitralannulus

2. neo-LVOT evaluation (favorable >200mm? at
end-systole)

3. Aortomitral angle

4. Access evaluation (transapical - transseptal)

5. Fluoroscopy angle

Cardiac CT pre mitral interventions

Pulmonic value

Left coronary sinus

?(r;rtsrr:i)srsure %ateral trigone | ‘ A Tricuspic valve
Trigone-to-trigone distance
Circumference : 1
Mitral valve J

Medial t;'igone

Septolateral ' :
A — ! Anteroposterior
Posterior mitral leaflet (Intercommlsural)

distance




Cardiac CT pre mitral interventions

The concept of neo-LVOT

High Risk

Universitat
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Low Risk

i

Device FI

2. Mitral Trajectory

Annular
/ Trajectory

1. Annular Segmentation

Segmentation Points
for Cubic Spline

3. Valve Simulation
Atrial Portion
Ventricular Portion

LV Long Axis «”

4. Neo-LVOT Centerline
Neo-LVOT
W
(4
II -

o

| Segmentation Points/
E = Neo-LVOT Center Line

7
’
7

/

7

Orientation and Position of
Cross-sectional Plane Perpendicular

to Neo-LVOT Center Line

Annular Contour/Plane
5. Neo-LVOT Quantification /

;/ Neo-LVOT
"— Planimetric Assessment

"«— Simulated Valve Frame

nnnnnnnnnn

Blanke et al. JACC Img 2017

Jd




CT and TMVI- Tendyne valve

40.0%

End Diastole Annulus Dimensions

Trigone to Trigone (Projected): ~ 30.4 mm
Custom Distance (Projected): 39.5 mm
Anterior to Posterior (Projected): 322 mm
Perimeter (Projected): 121.5

0.0%

Annulus Surface: 11.5 cm?2

100.0%

Annulus Surface: 11.0 cm Annulus Surface: 11.0 cm?

Page 4 of 10 3mensio Structural Heart 10.1 SP2

Screen success

Distance: 18.6 mm




CT and TMVI- Tendyne valve

GRE-ATH-HIP-006 40%, iDose (5)
Anonymous 20/11/2020
40.0%

AT [Cvctnle
4 SVYSLOE )

6.0 mm

e

-
' 3\5,;”
O -

" e} ! M nOrs
0.0% 100.0%

Annulus Surface: 4.4 cm?

GRE-ATH-HIP-006
Anonymaous

Distance: 17.0 mm

Screen failure. Small
neo-LVOT

Min
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Edapuoyec asovikng Topoypadiac KapoLac: 2TEVWOn aopTkne BaABidog
-SouLKEC KapdLlomaBeLeg

Baolkeg apxeg

Extipnon BaABdomtadeiwyv
* Aoptikng BarBidag & NMaboAoyia aoptng
* Mutpoeldoug BarBidag
* Mvevpoviking BaABidag
* TpwyAwxwag BaABidag

AMEeC dopLKECG KapdloTtabeleg

2upuTIEpAopata
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Aovikn kapdag
Kal dtakafetnprakn epdpUTEVGN TTVEVHOVIKNG BaABidag

* HdwakaBetnplakn epdputevon veuvpovikng BaABidacg Bpiokel
evOELEN o€ EVNALIKEG HE OUYYEVEIC KAPDLOTIABELEC TTOU £XOUV
UTtoBANOBel o€ TTOAATIAEG eTTEUBACELG O€ HMIKPN NAKIA Kal

epdavidouv duoAettovpyia (otevwon N avertapkela) oto RVOT

* O mpoemeuPatikog EAeyxog pmopei va adpopa
* [Inyeveg RVOT

* EKpUAlOPEVO OpolopOoxeVpa otn B€on tou RVOT

*  EkduAlopevn BlompocBetikn BaABida otn BECN TNG TIVEUHOVIKNG o ] ]
Saremi et al, Radiographics 2014



f»»%%l UniverSitét
Z : ri ZﬁrichUZH

Xpnowotnta tng CT o€ tpoeTepBaTIKn EKTIPNON
aocBevouc yia Melody

e KAWIKNA TtepimTtwon
* AcBevng 31 eTwyv

* AloxelpoupynBeioca uTtoBAABLOLKI AOPTIKN
oTEVWON Kal otn cuvexela emepfaon Ross-

Kono 2005
* 2TEVWON TIVEUHOVIKOU OHOLOPOOXEVHATOG

* AldaoIkO TTPWTOKOAAO oKlaypadnong




AoviKn KapoLag otnVv TPOEMEHPATIKN EKTLHUNON
TIVEUHOVLIKNG BaABLdag

M. @ 19,0 mimw

s, @k 248 mm

598, @ 96,1 mm

Ager aived @ 16,7 mm
1

RVOT Graft

A

.A;'s'c’endmg Aorta

.

|0

e Ektipynon:

=

* AopTIKOU AUTOPOOXEVHATOG

 Emavepduteuvpevwy otepaviaiwyv
PHILIPS

(coronary buttons)
Amootaon otedaviaiwy ayyeiwyv amo

opolopooxsupa:  EkdpuAlopevou RVOT
<2mm (uPnAou pickou)

2-5mm gvdlapeoou plokou ' ’
=25mm pIKpoU pioKou yla cupTtieon Tou amno otepaviaia

OMLOLOPOOXEVUHATOC KAl artootacH

Tezza et al, EurJ Radiol 2019 *  AKpLBWY ECWTEPLKWYV
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Edapuoyec asovikng Topoypadiac KapoLac: 2TEVWOn aopTkne BaABidog
-SouLKEC KapdLlomaBeLeg

Baolkeg apxeg

Extipnon BaABdomtadeiwyv
* Aoptikng BarBidag & NMaboAoyia aoptng
* Mutpoeldoug BarBidag
e [Mvevpovikng BaABidag
* TpwyAwxwag BaABidag

AMEeC dopLKECG KapdloTtabeleg

2upuTIEpAopata
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3. EKtignon dlaoctdocewyv KAtw KoiAng

dAeBag
1. Extipnon antdotaonc 2. Extipnon anootaong RCA amno 4. Ektipnon dlactacewV TPLYAWXIVIKOU
dakTtuAiou amo kopuodn TPYAWXWVIKO BAKTUALO ot OAa Ta emtimteda  OAKTUAIOU

oeéldg Kowiag van Rosendael etal. Eur Heart ] 2016
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Edapuoyec asovikng Topoypadiac KapoLac: 2TEVWOn aopTkne BaABidog
-SouLKEC KapdLlomaBeLeg

* Baowkeg apxeg
e Ektipnon BaABwdomabelwyv
* Aoptikng BarBidag & NMaboAoyia aoptng
* Mutpoeldoug BarBidag
e [Mvevpovikng BaABidag
* TpwyAwxwvag BaABidag
* AAAeg dopLKEG Kapdlomtadeleq

e JupTEepAcpATa



LAA relationship to
surrounding structure

Planning the transseptal \ \' 3D printing in complex
puncture \ R anatomies

O

@) Wt
'J ‘ I ._'A."..: " ‘i%‘

Advantages of
Assess LAA dimensions for Cardiac CT Planning Potential for fusion imaging

T B

i/ PR

« Fast and non-invasive acquisition

\E% ) S
.‘ = q « Isotropic data
p;\z‘ *’
&
&

device selection/sizing F

» High spatial resolution

)
» 3D and multiplanar capabilities )

1. ATTOKAELOPOC BpOpBou wrtiou. 2. Ektipnon popdoAoyiag wtiov. 3. EKTipnon SLapETpWY WTIOU yla
eTUAOYI peyEBoUg ouokeunc. 4. EKtipnon mapakeipevwy dopwv. 5. 3D printing

Korsholm K et al. JACC Int 2019
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Conclusions

* Cardiac CT applications in valvular heart disease is expanding

* Good knowledge of anatomy allows accurate preprocedural planning
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