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i . ; .
determine line of treatment, which is detected by cardilac i 3
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AORTIC STENOSIS

f£in  tion :

Aortic stenosis is defined as subtota. obstruction of
rying seﬁerity in the channel of 1.t ventricular
tflow tract. In order to decreasing freqﬁency, the sites

cbstruction are 1) valvular; 2) subvalvular and 3)

pravalvular (Robertis, 1970) .

cidence :

‘The incidence and prevalence of aortic stenosis have
en modified by reinterpretation of pathologic studies, a
gnificant decline in rheumatic fever, and an increase in
e iife span of the adult population (Roberts, 1970) .

* About 7 percent of infants and children with
.inically identified congenital heart disease will have
»rtic stenosis in one of 1its ceveral forms. Approximately

) percent of these patients will have valvular aortic

tenosis (Nugent et al., 1986).

It is not widely appreciated that the congenital

icuspid aortic valve may actually be the most common

ongenital malformation of the heart. This anomaly is

ften undetected in early life, and since bicuspid valves

ay become stenotic with time, it may become of clinical

ignificance only in adult life. At that time a

sl
T



ngenitally deformed valve may be indistinguishable from
e in which the stenosis has been acquired, and for this
ason the true prevalence of the congenital malformation

y be grossly underestimated (Roberts, 1973).

valvular aortic stenosis occurs far more COmmon in

jes than in females, with the sex ratio approximating

1.

R L
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THE NORMAL AORTIC VALVE

The semilunar aortic valve is situated at the summit
the outflow tract of the left ventricle, it consists of
ee major componants, annulus, cusps and commissures:
The annulus: it is a nonplanar structure that is part
of the fibrous cardiac skeleton and assumes the shape

ofitriradiate crown.

Th? cusps: each of the three cusps 1s a pocket like

flap of delicate fibrous tissue that 1is shaped like a

ha : moon (semilunar) (Olson et al., 19& ).

@he U shaped convex lower edges of ‘:ach cusp are
:aqped to and suspended from the root of the aorta. The
|

e ledge of each cusp is concave with nodular inter-

Jtion at the centre of the leaflet "the nodulus Arantii"

\
~hlant and Silverman, 1986}.

|The thickened ridge several millimeters below the

|
ccedge is the closing edge (0lson et al., 1987).

{buring valve closure the adjacent cusps contact one

_géé (0lson et al., 1987). The free edge, .-closing edge ‘yﬂi

i
d nodule of Arantius are present on the ventricular

«xrface of each cusp. In contrast the arterial surface is

woth (0Olso»n et al., 1987) .

other alongi the surfaces between the freeicand closing R
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Behind each cusp the aortic wall bulges oufwards
‘orming a pouch-like dilatation known as the sinus of
ralsalva (Schlant and Silvenman, 1986).

3- The commissures represent the three sites of separation

of the cups from one anocther (Olson et al., 1987).

During ventricular systole, the cusps are passively
-hrust upwards away from the centre of the aortic lumen.
suring ventricular diastole, the cusps fall passively into
cthe lumen of the aorta as they support the column of the
slcod above. The noduli Arantii meet at the centre and
—ontribute to the support of the leaflets. The geometry of
£he cusps and the strong fibrous tissue support provide
mxcellent approximation of the leaflets and prevent
regurgitation of blood (schlant and Silverman, 1986). The

two anterior -cusps are referred to as the right and left

coronary cusps, the remaining cusp is the non coronary or -

posterior cusp (Schlant and Silverman, 1986).

The aortic valve is located centrally at the base of

|

thé heart and is tangential to the three other cardiac
va'ves, its plane is obligque with the ri'jht posterior side
lc er than the left anterior side. The :ommissure between
the right and left cusps 1is locatec anteriorly and
contacts the analogous commissure petw2en the right and
left pulmonary cusps. Beneath these two commissures lies

the infundibular septum. The commissure between the right




. posterior (non coronary) aortic cusps is tangential to

, commissure between the anterior and septal tricuspid

flets. Beneath this aortic commissure is the membranous

ytu and the bundle of His. The commisst ‘e between left

4 posterior aortic cusps abputs the mid ; rtion of the

-erior mitral leaflet and via the infunc pular fibrosa,

‘ords direct fibrous continuaty between " the aortic and

-ral valves (Olson et al., 1987).

The normal outflow orifice approximates 2.0 cm2/m2

iy 'surface area, areas of 0.5 to 0.8 cmz/m2 signify

jerate obstruction, when area is larger than 0.8 cm?/m?,

e obstruction is considered to be mild, when less than

5 émz/mz it is severe (Friedman, 1984},

o e e e Tl B -
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