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Tiép can bénh nhan bénh van tim

Cac diém chinh

- Chan doan nguyén nhan va do nang bénh van tim

- Cac bién phap phong ngira roi loan chirc ning van ning hon: phong thap,
phong ngua VNTMNT

- Huéng dan b/n vé tién trién tu nhién cta bénh: thdi diém va loai TC/CN

- Phong ngira tién phat va tht cap bénh tim mach do xo vira
- Chan doan sém va diéu tri bénh tim phéi hop: RN, THA, bénh DMV, viém
nd1 tam mac, dan BPMC

- Thoi diém 1y tuong phau thuat hoic can thiép dé chira van

Nguyen

”Pham TL: Otto CM, Bonow RO. Braunwald’s Heart Disease, 2018, 11t ed, Elsevier, p1383-1388
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Bénh s lam s

- Yéu to nguy co: di truyén, 1am sang, nhiém trung
- Trieu ching co nang

- Kha ning gang stic

- Cac bénh di kem

v Nguyen

Vinh
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Chtrc nang cua don v1 van tim chuyén sau

Precise clinical and
physical evaluation...

Natriuretic peptides

Lipid and glycemic profile
Coagulation status

Other biomarkers

Evaluation by a
cardiologist
expert in VHD

Echo, CMR, CT scan,
angiography, vascular
assessment...

Exercise stress, 6-min walk
test, exercise echo...

Multidisciplinary
staff
Heart valve team
Experts in VHD

(cardiologist, cardiac imaging
expert, interventional
cardiologist, cardiac surgeon,
cardiac anesthesiologist, and
geriatrician)

Database

~ | Education of the patient

Organization of the
preoperative exams

’ Organization of the

follow-up

A Contact with the
patient’s physicians

MRI: cOng hudng tir tim
VHD: bénh van tim

TL: Otto CM, Bonow RO. Braunwald’s Heart Disease, 2018, 11t ed, Elsevier, p1383-1388
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Kham thuc thé

- Am théi & tim
e Vi tri
* Thoi diém
* Cwong do
* Lan

- Tiéng T1, T2

- Cac tiéng khac

v Nguyen

Vinh
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Moi lién quan giira thay
d6i huyét dong trong tim,
van toc Doppler va cac dau
hiéu kham thyc thé & bénh
nhan hep chu va ho chu

Ao: bMC

LV: that trai
AR: ho chu
AS: hep chu

v Nguyen
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DPac diém cac am thoi trong bénh van tim

CONDITION  CHARACTERISTICS LOCATION RADIATION EFFECTSOF  ASSOCIATED DIFFERENTIAL

v Nguyen

Vinh

AND TIMING

MANEUVERS

FINDINGS

DIAGNOSIS

Innocent Soft midsystolic Base Variableor | Nochange None A flow murmur
flow murmur none is common
during
pregnancy and
in patients
with a high
output state
(e.g., fever,
anemia).
Aortic Crescendo- Base (right | Usuallyto Decrease Single S, HCM murmur
stenosis (AS) | decrescendo second ICS} | carotid with delayed and peaks in late
systolic arteries but | handgripor | decreased systole and
sometimes | standing carotid increases with
to apexin upstroke, standing or
older midsystolic strain phase of
adults click with Valsalva
congenital AS | maneuver.

TL: Otto CM, Bonow RO. Braunwald’s Heart Disease, 2018, 11t ed, Elsevier, p1383-1388
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DPac diém cac am thoi trong bénh van tim (tt)

CONDITION CHARACTERISTICS LOCATION RADIATION EFFECTSOF ASSOCIATED DIFFERENTIAL
AND TIMING MANEUVERS FINDINGS DIAGNOSIS
Mitral Holosystolic Apex Radiation Increase Hyperdynamic | Ventricular
regurgitation to back or with apical impulse = septal defect
(MR} axilla with handgrip murmur
posteriorly usually
directed loudest (with
jet, to LSB palpable thrill)
or head at LSB and
with does not
anteriorly change with
directed jet handgrip.
Acute MR may
have a very
soft or
inaudible
murmur,
Tricuspid Holosystolic with Left lower Right lower | Increase Prominent v —
regurgitation | respiratory sternal sternal with waves in JVP,
(TR) variation border border inspiration pulsatile liver

v Nguyen

Vinh

TL: Otto CM, Bonow RO. Braunwald’s Heart Disease, 2018, 11t ed, Elsevier, p1383-1388
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DPac diém cac am thoi trong bénh van tim (tt)

CONDITION CHARACTERISTICS LOCATION RADIATION EFFECTSOF  ASSOCIATED DIFFERENTIAL

AND TIMING MANEUVERS FINDINGS DIAGNOSIS
Pulmonic Crescendo- Left second | None No change Ejection click = A pulmonic
stenosis (PS) | decrescendo ICS ifmobile valve = flow murmur
systolic leaflets dueto
increased flow
volume may
be present
with ASD in
the absence of
PS.
Aortic High-pitched Best heard None Increase Wide pulse Acute AR
regurgitation | diastolic at LSB with with pressure, murmur may
(AR} decrescendo patient handgrip displaced and | be harsh and
sitting up enlarged shortin
and leaning apicalimpulse = duration and
forward at the pulse
end- pressure may
expiration be narrow with
a normal size
apical

”pham impulse.
v Nguyen

Vinh TL: Otto CM, Bonow RO. Braunwald’s Heart Disease, 2018, 11t ed, Elsevier, p1383-1388
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DPac diém cac am thoi trong bénh van tim (tt)
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CONDITION CHARACTERISTICS LOCATION RADIATION EFFECTS OF ASSOCIATED DIFFERENTIAL
AND TIMING MANEUVERS FINDINGS DIAGNOSIS
Mitral Low-pitched Apex None Best heard Loud 5, with —
stenosis diastolic rumble, Murmur in left lateral | opening snap
(MS) presystolic best heard decubitus in early to
accentuation with patient position middle

in steep left diastole

lateral

position

with

stethoscope

bell on

apical

impulse
Pulmonic Soft decrescendo Left second | LSB Mayincrease | RV heaveif —
regurgitation | diastolic ICS with severe PR has
(PR) inspiration resulted in RV

dilation

Tricuspid Low-pitched Right Right Increase Increased JVP, | —
stenosis (TS) | diastolic rumble sternal upper with peripheral

border abdomen inspiration edema,

ascites

TL: Otto CM, Bonow RO. Braunwald’s Heart Disease, 2018, 11t ed, Elsevier, p1383-1388
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CAc trac nghiém chan doan

- SIéu am tim
- Anh cdng hudng tir
- Chup cat 16p dién toan (CT)
- Trac nghiém gang stc
+Tham lan
+Siéu am tim gang stc, Dobutamine

- Thong tim

v Nguyen

Vinh
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Tan suat lam SA
tim o b/n bénh
van tim khong
TC/CN va chuc
nang that trai
binh thuwong

TL: Otto CM, Bonow RO. Braunwald’s Heart
Disease, 2018, 11t ed, Elsevier, p1383-1388
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VALVE LESION
Aortic Aortic Regurgitation Mitral Mitral
Stenosis' Stenosis  Regurgitation
Stage B Mild Mild Mild Every 3-5yr
(progressive) | (Vmax2.0- | Every 3-5yr depending (MVA (mild severity)
2.9m/sec) | onvalve and sinus >1.5¢cm?)
Every 3- anatomy Every 3-
Syr Syr
Maoderate | Moderate - Every 1-2yr
(Ve 3.0- | Every 1-2yr (moderate
3.9m/sec) severity)
Every 1-
2yr
Stage C Every Every 6-12mo Everyl- | Every6-12mo
(severe) 6mo to More frequently if LV 2yr More frequently
1yr dilation present. (MVA if LV dilation
- 1.0- present.
=4m/sec) 1.5cm?)
Every
1yr
(MVA
<lcm?)

LV, Left ventricle; MUA, mitral valve area; V,,,, maximum aortic jet velocity.
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Chi dinh lam
TN gang strc
o b/n bénh
van tim

TL: Otto CM, Bonow RO. Braunwald’s Heart
Disease, 2018, 11t ed, Elsevier, p1383-1388
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INDICATION STRESS ECHO DATA PARAMETERS COMMENTS
TYPE ACQUISITION USEDIN
CLINICAL
DECISION
MAKING
Aortic Exercise Optional Exercise —
stenosis treadmill duration
(AS): Symptoms
symptom Blood
status pressure
response
Low-output, | Low-dose Aortic jet Severe AS is Contractile
low-gradient | dobutamine @ velocity present if: reserve is defined
AS* (CWD) Voax as tejection
LV outflow >4,0m/sec or fraction or
velocity (PDE) | mean AP stransaortic
Ejection =40mmHg stroke volume
fraction (2D) with AVA =20%
<1.0cm? at
any flow rate
Mitral Exercise TR jet PA systolic —
stenosis treadmillor | velocity pressure =
supine (CWD) 60mmHg with
bicycle exercise
Mitral Exercise TR jet PA systolic —
regurgitation | treadmillor @ velocity pressure >
supine (CWD) 60mmHg with
bicycle exercise

13



Tiép can bénh nhan bénh van tim

v Nguyen
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Nguyén tac co ban diéu tri noi

- Phong ngtra thap tim
- Phong nguwa VNTMNT
- Phong ngura va diéu tri bénh PMV

- Rung nhi

- Tang huyét ap

- R6i loan chire ning that trai
- Bénh dong mach chu

14



Tiép can bénh nhan bénh van tim

PATIENT
GROUP

RECOMMENDATION

RATIONALE

VHD plus

Khéng dé\)ng atrial
ChO RN dO ’E’fl:r::llatinn
bénh van tim

Anticoagulant therapy
should be individualized
using shared decision
making after discussion
of benefits and risks, and
taking into account
patient preferences and
values.

With new data showing equivalence of
direct oral anticoagulant versus
vitamin K antagonist therapy for
patients with AF and VHD in
prevention of embolic events, a
shared decision-making approach
should be followed to determine the
anticoagulation therapy for each
individual patient.

Mitral Anticoagulation (vitamin  Patients with MS and AF are at the
stenosis (MS)  Kantagonist or heparin) highest risk of embolic events with a
is indicated for patients high prevalence of left atrial thrombi,
with M5 and AF even when in sinus rhythm. Clinical
(paroxysmal, persistent, trials of direct oral anticoagulants
or permanent). versus warfarin excluded patients with
M35.
”Pham
Nguyen . .
v Vinh TL: Otto CM, Bonow RO. Braunwald’s Heart Disease, 2018, 11t" ed, Elsevier, p1383-1388 15
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GROUP

Other native
valve disease

Khang dong
cho RN do
bénh van tim

Bioprosthetic
valves

Mechanical
valves

TL: Otto CM, Bonow RO. Braunwald’s Heart
Disease, 2018, 11t ed, Elsevier, p1383-1388
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RECOMMENDATION

In patients with native
aortic valve disease,
tricuspid valve disease, or
mitral valve regurgitation,
antithrombotic therapy
for AF should follow
standard AF guidelines.

In patients with a
bioprosthetic valve,
antithrombotic therapy
for AF should follow
standard AF guidelines,
aswell as
recommendations for
management after valve
implantation (see
Chapter71%).

Patients with a
mechanical prosthetic
valve should be treated
with vitamin K
antagonists or heparin as
recommended for the
prosthetic valve
regardless of the
presence of AF.

RATIONALE

Randomized clinical trials of direct
oral anticoagulants versus warfarin,
which included subgroups of patients
with native valve disease (except MS),
showed equivalence of these
therapies.

Randomized clinical trials of direct
oral anticoagulants versus warfarin,
which included subgroups of patients
with bioprosthetic valves, showed
equivalence of these therapies.

Patients with mechanical valves
require warfarin therapy (or heparin)
for prevention of thromboembaolic
events. Guidelines for prosthetic
valves address whether the goal INR
should be increased when concurrent
AF is present (see Chapter 72 9 ).



