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Tém tit

Boi canh: Phuong phap diéu tri chinh cho céac bénh tim cau trac d3 nim trong linh vuc
clia cac béac si tim mach can thiép trong nhitng nim gan day do nhiing tién bo cia k¥ thuat xam
lan t6i thiéu va ngay cang c6 nhiéu bang chtng tng ho viée sir dung chung trén cac quan thé
bénh nhan. Trong nhiing trudng hop phtc tap, mot phuwong phép tiép can da mé thire dugc dinh
huéng theo timg trudng hop voi hinh anh hoc va theo ddi huyét dong xam 1an 1a chi yéu. Chiing
to1 s€ trinh bay mdt truong hop bénh van hai 14 c6 triéu chung, dugc phat hién thong lién nhi,
tang 4p phoi nghiém trong trong qué trinh danh gi triéu ching ngat. . Muc tiéu cua ching toi
1a 1am ndi bat chan doan va diéu tri cia bénh nhan nay ciing voi nhitng nhiing thach thirc vé
cin nguyén ciu tric cua biéu hién 1am sang cta bénh nhan.

Case 1Am sang: Bénh nam 65 tudi co tién can tang huyét ap, bénh phdi han ché, va sa
van hai 14 nhap cip ctru vi ngit sau ging sttc. ECG cho thiy nhip xoang binh thuong khong
kém thay d6i ST. Siéu 4&m tim qua thanh ngyuc phét hién hd van hai 14 ning v6i sa phan gitta
ctia 14 sau, phan sut tong méau 65%, va rdi loan chirc ning tim trung d6 II. Siéu am tim qua
thuc quan xac nhan tinh trang ho van hai 14 ning kém sa doan P2 cua 14 van va dut ddy chang
P2. Thong lién nhi ciing dugc phat hién véi shunt phai tréi lién nhi thay duoc trén siéu am.
Bénh nhan dugc dua di théng tim phai va phét hién séng V cao, tang ap luc budng tim trai, ting
ap trude va sau mao mach phéi dang ké, va ho van 3 14 nang. Do tri¢u ching 1am sang, bénh
nhan dugc danh gia stra van 2 14 boi doi ngii phiu thuat vién 1ong nguc. Tuy nhién, bénh nhan
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¢6 vé khong phai 13 tng vién phau thuat do c6 bénh phdi han ché va tic nghén di kém. Mot
quyét dinh duoc dua ra sau khi hoi ¥ 1a can thiép van 2 14 va dong thong lién nhi. Qua trinh can
thiép dién ra thanh cong. Bénh nhin dugc xuit vién ngay hom sau va theo ddi v6i bac si chuyén
khoa ting 4p phoi.

Ban luin: Bénh tim cAu truc dac trung voi sy roi loan cua sinh 1y tim mach binh thudng.
Trudce khi can thiép, diéu tién quyét 14 cac dic diém bénh hoc phai dugc xac dinh rd rang véi
cac phuong tién hinh anh hoc da mo thirc va theo ddi huyét dong xam lan. Tinh trang bénh Iy
tim phai va trai cia bénh nhan két hop véi bénh phdi han ché dit ra thach thirc 16n trong diéu
tri cho ddi ngili cua chung t6i. Voi dir li¢u ung hd can thi€p van 2 14 & bénh nhan ho van 2 14
nang co triéu chtng, rd rang 1a viéc thay van 2 14 qua can thiép bang catherter s& mang lai loi
ich cai thién ty 1€ tr vong. Vi¢c phuc hoi huyét dong binh thuong cua thét trai sau can thi¢p sé&
cdi thién triéu chung bénh nhan va tao diéu kién cho viéc quan ly tinh trang tang ap phéi man
tinh. Thong thudng, diéu tri ting 4p phdi nhom 11 duoc khuyén cao v6i bénh nhan c6 bénh nén
tim trai. Trong truong hop nay, ¢6 nhiéu méi quan ngai vé su phuc tap cua tinh trang ting ap
phéi 0 bénh nhan, dé)ng méc bénh phéi han ché, va thong lién nhi. Phau thuat s& dem lai nguy
co cao cho bénh nhan nay. Hon nita, doi ngli diéu tri bénh tim ciu tric cua chung t6i lo ngai
rang dong thong lién nhi s& giy ra cac anh hudng huyét dong khong mong mudn duy trén su
dong gop cua ludng shunt phai trai dén cung luong tim. Tuy nhién, triéu chimg ngit ctia bénh
nhan duong nhu 1a thir phat do bénh ly van hai 14 néng.

Két luan: Theo doi tinh trang bénh nhan sau can thi¢p van tim, cung véi cac xét nghiém
huyét thanh vé cac rdi loan thap va mo lién két s& cung cdp cho chung ta céi nhin rd rang vé
nguyén nhan chinh xac cua tinh trang 1am sang trong truong hop nay.
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Background: The mainstay of treatment for structural heart diseases has been in the
realm of interventional cardiologists in recent years due to advances of minimally invasive
techniques and the growing body of evidence supporting their use in broad patient populations.
In complex cases, a multidisciplinary approach guided by proper case definition with imaging
and invasive hemodynamic measurements is key. We will present a case with symptomatic
mitral valve disease that was also discovered to have an ASD and severe pulmonary
hypertension during his workup for syncope. Our goal is to highlight this patient’s diagnostic
and therapeutic challenges with multiple structural etiologies of his clinical presentation.

Case : A 65-year-old male patient with a history of hypertension, restrictive lung disease,
and mitral valve prolapse presented to our institution for evaluation of recurrent syncopal
episodes preceded by exertion. EKG revealed normal sinus rhythm without ST changes. On
transthoracic echocardiogram, he was found to have severe mitral regurgitation with prolapse
of the middle scallop of the posterior mitral valve leaflet, an ejection fraction of 65%, and grade
Il diastolic dysfunction. A transesophageal echocardiogram confirmed severe mitral
regurgitation with P2 segment prolapsed leaflet and chordae tendon detachment of P2. ASD
was also noted, with visible interatrial shunting of blood from right to left. Right heart cardiac
catheterization showed markedly elevated V waves, increased left-sided pressures, severe pre
and post-capillary pulmonary hypertension, and severe tricuspid regurgitation. Due to his
symptomatology, this patient required evaluation for mitral valve repair alongside the
cardiothoracic surgery team. He was deemed not a candidate due to combined severe
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obstructive and restrictive lung disease. A shared decision was subsequently made to proceed
with transcatheter mitral valve intervention followed by ASD closure. The patient tolerated both
procedures well and was discharged home the next day with instructions to follow up with a
pulmonary hypertension specialist.

Discussion: Structural heart disease is implicated in a multitude of derangements of
normal cardiovascular physiology. Prior to intervention, it is of the utmost importance that such
pathology be clearly defined with multimodal imaging and invasive hemodynamic
measurements. This patient’s severe left and right heart pathology in conjunction with his
restrictive lung disease posed a therapeutic challenge to our team. Given the data supporting
mitral valve intervention in this symptomatic patient with severe primary mitral regurgitation,
it was apparent that TMVR (transcatheter mitral valve replacement) would confer a mortality
benefit. The restoration of normal left-sided hemodynamics following intervention is likely to
improve this patient’s symptomatology and facilitate the management of his chronic pulmonary
hypertension. Traditionally, it is recommended that therapy of group II pulmonary hypertension
(PH) should target underlying left heart pathology. In this case, concerns arose regarding the
complexity ofthis patient’s PH, concomitant underlying restrictive lung disease, and ASD. He
was deemed tobe at prohibitive risk for surgery. Moreover, our structural heart team had also
feared that ASD closure would cause unfavorable hemodynamic effects due to the proposed
contribution of hisright to left shunt to the cardiac output. Nonetheless, our patient’s syncope
appeared to have been secondary to his severe mitral valve pathology.

Conclusion: Further longitudinal monitoring of his functional status following valve
intervention, along with serologies for rheumatologic and connective tissue disorders will
provide us with insight regarding the precise etiology of his constellation of clinical findings.
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