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Abstract

Background: Sclerocalcific aortic valve is a common condition. Risk
stratification and decision making are particularly complex in adults with
AS, because the disease mainly affects elderly patients who represent a
heterogeneous population and require balanced and individualized
analysis using a multidisciplinary collaboration. Further research is
needed to provide better evidence in particular on spontaneous risk, earlier
detection of LV dysfunction, and the results of transcatheter treatment and
medical therapy.

Objectives: We studied the clinical short term outcome of the severe
untreated severe sclerocalcific aortic valve stenosis and also we evaluated
the correlation between echocardiography assessment of aortic stenosis
and clinical history and examination.

Methods: In our study of 50 patients with severe sclerocalcific aortic
stenosis, were subjected to full history taking along with full clinical
examination and transthoracic echocardiography (2D, M mode &
Doppler) at baseline and follow up. The TTE criteria for diagnosis of
severe Sclero-calcific aortic stenosis are increased echogenicity and
thickening of the aortic valve leaflets with mean gradient greater than 40
mm Hg, and maximum jet velocity greater than 4 m per second, valve area
less than 1.0 cm®.

Results: At short term follow up of our patients (2 years), there were
significant increase in the number of patients who developed symptoms of
angina and heart failure (p<<0.01) but there was no statistically significant
increase in those who develop syncope (P=0.106).There were very evident
echocardiographic findings in the form of highly significant (p<0.01)
decrease in the EF & valve area and increase in the MPG, PPG, Max. Jet
velocity.

Conclusion: 41.2% of previously asymptomatic patient developed
symptoms at follow up. There were very evident and significant changes
in the echocardiographic findings related to significant decrease in the EF
& vave area and increase in the MPG, PPG, Max. jet velocity and
intracardiac dimensions that is reflected in the clinical symptoms
progression throughout the follow up peroid.

Keywords: Sclerocalcific - Severe aortic stenosis - Aortic valve
replacement - Ejection fraction — aortic valve area- Max. Jet velocity-mean
pressure gradient.
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INTRODUCTION

Aortic stenosis (AS) is the most common valvular disease
in older adults. Aortic stenosis can be congenital or
degenerative, with the latter resulting from calcification of the
aortic valve over time. Although congenitally bicuspid valve
with calcification is the most common form of AS overall,
degenerative calcific AS of the trileaflet valve is the most
common form observed in persons aged 60 years and older.
Degenerative calcific (sclerocalcific) AS is the most common
form of AS among older adults in the United States (Hughes et
al., 2005).

Calcific AS is a chronic progressive disease. During a
long latent period, patients remain asymptomatic. However, it
should be emphasized that duration of the asymptomatic phase
varies widely among individuals (Bernacki and Alexander,
2013; Lancellotti et al., 2012).

As the population continues to age, AS will be
encountered more frequently in the long-term care setting.
Patients may or may not have symptoms, but once symptoms
manifest, AS has poor outcomes when left untreated (Bernacki
and Alexander, 2013; Lancellotti et al., 2012; Kang et al.,
2010).

AS usually has an asymptomatic latent period of 10-20

years. During this time, the LV outflow obstruction and the
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pressure load on the myocardium gradually increase.
Symptoms develop gradually. Exertional dyspnea is the most
common initial complaint, even in patients with normal LV
systolic function, and it often relates to abnormal LV diastolic
function. In addition, patients may develop chest pain on
exertion, effort dizziness or lightheadedness, easy fatigability,
and progressive inability to exercise. Ultimately, the patient
develops the classic triad of chest pain, heart failure,
and syncope (Hughes et al., 2005; Minners et al., 2010).

Sudden cardiac death is a frequent cause of death in
symptomatic patients but appears to be rare in the
asymptomatic (1% per year) (Lancellotti et al., 2012; Minners
etal, 2010).

As the severity of aortic stenosis worsen, the force the
LV must generate to overcome the obstruction increases
progressively. Although inotropic reserve and development of
LV hypertrophy serve initially to compensate for this increase
in demand, these double edged swords leads also to pathologic
consequence, onset of symptoms, morbidity and mortality
within 3years of the onset of the angina, syncope, or the
symptoms of the heart failure, meanwhile the mortality reaches
75% of symptomatic patients unless the outflow obstruction is
relieved by aortic valve replacement (AVR). Thus before aortic
valve replacement there is a striking mortality risk of 2% a

month in symptomatic patients (Hachicha et al., 2007).
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Severe symptomatic calcific aortic valve stenosis (AS) is
a proven indication for valve replacement according to the
current guidelines. The therapeutic modality of choice is
surgical aortic valve replacement (SAVR) (Hachicha et al.,
2007; Lancellotti et al., 2010).

Transcatheter aortic valve implantation (TAVI) has
emerged as an alternative treatment for patients with severe AS
considered at high surgical risk with promising early and mid-
term results. In contrast to surgical replacement, this method
forms a much less invasive approach, which therefore may be
safely offered for high-risk surgical patients (Lancellotti et al.,
2010; Bergler-klein, 2009; Roberts et al., 2009).
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