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EIZAIQIMH

* H tpiyAwxiva BaABida n «Eexaouévn» BaABida TnNG
KapOIoAoyiaC JE EAAXIOTEC EPYATIEC ME AKOUN
AIYOTEPEC KOPOIOXEIPOUPYIKEC ETTEUPBATEIC
(avTikataotaon N PAABIOOTTAQCTIKN).

* H d10pBwaon TG BaABidacg atraitei Aiyo XpOvo Kal
ONMIOUPYEI UYIEOTEPOUC AOBEVEIC, KOAUTEPN
TTPOYVWON, UE XElpoupynBeioa BaABIdoTTabEeIa TWV
QPIOTEPWYV KOIAOTATWV.

* O1 00nyiec (ACC/AHA Practice guidelines) yia T1g
KapdlakeS BaABIdIKEC TTaBNoEIC Tov AUYOoUOTO
2007 cival 148 oeAidec, evw yia TNV TpIyAwXIva

BaABida povo 2! ue avrioToixn BiBAIoypagia
607/10!! X %



EIZAIQIMH

¢ H dIayvWwOoTIKNA EKTIUNON TOU A0Bevn PE
BaABidoTTaBEIa TNG TPIYAWXIVACS BaABidac 6a
TTPETTEl VA ATTavTNOOUV OPICHEVA EPWTAHATA
OTTWG, N aITia TNS BAABIBIKNG vOOOU, TIC
QIJOOUVAUIKEC DIATAPAXEC TTOU TTPOKANBNKAV
KOl TN ooBapdTnTa TNG VOOOU, O KAPOIAKOG
PUOUOG, N UTTapEn OPONPWYV EVTOC TWV
KAPOIOKWYV KOIAOTNTWYV, N UTTapcn
evOOKaPDITIOAG, N ouvuTTapcn GAAWY
TTABOAOYIKWYV KATAOTACEWYV (OTEQAVIAIa VOOOG

KATT). & N ‘



EIZAIQIMH

e H dlayvwaoTikn HEBODOC TTOU UTTOPEI VO DWOE
ATTAVTNON 0€ OAQ TA EPWTAMATA, TTOU
avapePBnNKav avwTEPW, €ival N NXwWKapdloypapia
UE OAEC TIC HOPYPEC TNC, VO KaBopioel TNV
OEPATTEUTIKN aywyn, va opicEl TNV aTToPaon TNG
XEIPOUPYIKNG AVTIMETWTTIONS TNG BAAPIOIKAC
QVETTAPKEIAC, VA TTPOCOIOPICEI TNV TAKTIKI XPOVIKN
ouxvoTnTa TTapakoAouBnong Twv acBevwy Kal
TEAOG TNV XPNOIUOTNTA AAAWYV O1AYVWOTIKWYV
MEBODWV YIa TTEPICOOTEPEC TTANPOPOPIEC OTN
ouvuTTapcn GAAWV VOowVv.
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ANATOMY OF TRICUSPID
VALVE
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Echocardiography

* Echocardiography is valuable in assessing
tricuspid valve structure and motion, measuring
annular size, and identifying other cardiac
abnormalities that might influence tricuspid valve
function.

* Doppler echocardiography permits estimation of
the severity of TR, RV systolic pressure, and the
tricuspid valve diastolic gradient.

» Although echocardiography is a valuable
diagnostic tool, it should be pointed out that
clinically insignificant TR Is detected by color

Doppler imaging In"many normal persone-‘



Echocardiography

« Systolic pulmonary artery pressures greater
than 55 mm Hg are likely to cause TR with

anatomically normal tricuspid
TR occurring with systolic pu

pressures less than 40 mm H

valves, whereas
monary artery
g is likely to

reflect a structural abnormality of the valve

apparatus.
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HXQKAPAIOIMPA®IA

3. Exriunon tn¢ 0&é1a¢ KolAiakng AgiToupyiag:

« KAaoua Bpaxuvonc.

« KAaopa ecwbnonc.

e THNUATIKA TOIXWMATIKA KIVATIKOTNTA, UN
AvVOOTPEWINN HuoKapdlakn BAGRN.

* TolxwaTikn Taon.

 Strain-strain rate otoTissue Doppler Imaging.

10U KOATTOU.

* UYKOG




Parasternal SAX VIEW

Septal 0%
Anterior 0%

Postenor 92%

PARASTERNAL RV-Inflow

Septal 100% 0%
Antenor 0% 100%

Postenor 0% 0%

APICAL 4CH VIEW

Septal 100%
Antenor 0%

Postenor 0%

European joumal of

Echocardiography |
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ECHOCRDIOGRAPHY

It is rarely possible to visualize by 2D echo the three
tricuspid leaflets simultaneously.

Real-time 3D Transesophagal echocardiography allows,
by obtaining a short-axis plane of the tricuspid valve,
the simultaneous visualization of the three leaflets
moving during the cardiac cycle and their attachment to

the tricuspid annulus.

Evaluation of the tricuspid valve morphology and function by
transthoracic real-time three-dimensional echocardiography.
Badano LP, Agricola E, Perez de Isla L, Gianfagna P, Zamorano JL
Eur J Echocardiogr 2009;10:477-84
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Tricuspid Valve Stenosis
Cause

« Tricuspid stenosis is most commonly rheumatic in origin.

« On very rare occasions, infective endocarditis (with large bulky
vegetations).

« Congenital abnormalities.

« Carcinoid.

 Fabry’s disease.

 Whipple's disease.

* Previous methysergide therapy may be implicated.

* Right atrial mass lesions represent a nonvalvular cause of
obstruction to the tricuspid orifice and may also over time

Rheumatic tricuspid involvement
stenosis and regurgitation.
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Rheumatic tricuspid valve stenosis seen from the right ventricle.

-*no L %al. Eﬁchocardiggr 009;10:477-484
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Management

 Tricuspid valve balloon valvotomy has
been advocated for tricuspid stenosis of
various causes.

 However, severe TR Is a common
conseguence of this procedure, and
results are poor when severe TR
develops.

P



Tricuspid Valve Regurgitation (TR)
3 ~ Cause
Abnormalities of the tricuspid valve leading to TR can occur:
 Rheumatic valvulitis.
 Infective endocarditis.
« Carcinoid.
* Rheumatoid arthritis.
« Radiation therapy.
« Trauma (such as repeated endomyocardial biopsies).
« Marfan syndrome.
» Tricuspid valve prolapse,
* Tricuspid annular dilatation >40mm
Congenital disorders such as Ebstein’'s anomaly or a cleft

Anorectic drugs may also cause TR



ANATOMIA AIATA2HZ TOY
TPIFAQXINIKOY AAKTYAIOY

*  AVATOMIKEG JEAETEG £DgIcav OTI N dIATACN TOU
TPIYAWXIVIKOU OAKTUAIOU OEV €ival OUOIA TTPOG
OAEC TIC YAWXIVEC.

1. [lpoc¢ TNV oTtrioBia yAwyxiva augdavel 80% wc TTpog
(PUOIOAOYIKO UNKOC TOU OAKTUAIOU.

2. [lpoc¢ tTnv TpooBia yAwxiva aucavel 40% wc
TTPOG (PUCIOAOYIKO HUNKOC TOU OAKTUAIOU.

3. [lpoc¢ tnv diagpayuartikr YAwxiva augavel 10%
WC TTPOG PUCIOAOYIKO UNKOC TOU OOKTUAIOU.
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ANATOMY OF TRICUSPID ANNULAR
DILATATION




ANETAPKEIA TPIF'AQXINAZ BAABIAAZ
HXOKAPAIOIPA®IA

* AVATOMIKEC AAAOIWOEIC TNC TPIYAWXIVAC KAl TOU
UTTOBaABIOIKOU unxaviouou Tnc.

« Aucnon Tou ueyEBoucg TNC OECIAC KOIAIOC JE
QuUENUEVN OUCTOATIKOTNTA (POPTION OYKOU) —
dlatacn TPIYAWXIVIKOU OOKTUAIOU — UTTEPTPOPIA
OECIAC KOIAIOG.

* AUZNon Tou peyEBoUC TOu OECIOU KOATTOU UE
OUOTOAIKI METATOTTION TOU JECOKOATTIKOU

M



ANETAPKEIA TPIF'AQXINAZ BAABIAAZ
HXOKAPAIOI'PA®IA

« AlIGTaon TNG KATW KOIANC PAEBac, n oTroia
EKTEIVETAI TTEPICOOTEPO OTNV CUCTOAN KOBWC Kal
TOU OTEPAVIAIOU KOATTOU.

* [TaBoAoyikn Kivnon YeOOKOIAIAKOU OIaPPAYUATOC
(cofapou BaBuou averTapKela TNG TPIYAWXIVAC
BaABidag).

* Doppler karaypa®r Tou TTaAIVOPOUOUVTOC TTiIOOKA
dla TS TPIYAWXIVAC BaABidag, e HETAPOAN TNG

ONC TWV CUCTNHATIKWY PAEBWV.
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Comparison of tricuspid annulus diameter measurements by two-dimensional (A) and three-
dimensional echocardiography (B and C).
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ANETAPKEIA TPIF'AQXINAZ BAABIAAZ
HXOKAPAIOI'PA®IA

H TTooO0TIKOTTOINON TNG AVETTAPKEIAC TNG TPIYAWXIVAG
ETTITUYXAVETAI WG ECNG:

1. YT1roAoyIoNOG pE EyXpwuo Doppler TnG emigaveiag
TTaAIVOPOHOUVTOC “jet” (KEVTPIKA) OTOV OECIO KOATTO/ETTIPAVEIQ
OECIOU KOATTOU:

Mikpn avemrapkeia: A\Oyog eTmipaveiac “jet’/em@aveiag de€iou
KOATTOU <20%, 1 “jet area” <5cm?.

Merpia avemrapkeia: A\Oyog emi@aveiacg “jet’/etmipaveiag
0e€lou KOATTOU 20-35%, 1 “jet area” 5-10cm?.

« 2ofBapn avemapkeia:. A\Oyog emi@aveiac “jet’/etmipaveiog
Oe€lou KOATTOU >35%, 1) “jet area” >10cm? .

c T T .-
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ANETIAPKEIA TPIF'AQXINAZ BAABIAAZ
HXOKAPAIOI'PA®IA

2. MgBodoc¢ “Vena contracta width”
eyxpwuo Doppler (toun 4 KOIAOTATWV):

Mikpn avemrapkeia: AIQUETPOC
V.C.<0.5cm

 Merpia avemrapkeia: Aiauetpocg V.C.
0.5-0.8cm

o 2o0PBapn avemrapkeia: AIGUETPOC
V.C.>0.8cm

lToAu kaAn uééodoc¢

)
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ANENAPKEIA TPIT'AQXINAZ BAABIAAZ
HXOKAPAIOIPA®DIA

3. M&Bodocg PISA radius (toun 4
KOIAOTNTWV):

 Mikpn avemrapkeia: Alauetpog <0.5cm.
 Merpia avemrapkeia. Aiauetpog 0.6-
0.9cm.

« 20Bapn avemrapkeia. AIQUETPOC
>10cm.
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ANETAPKEIA TPIFAQXINAZ BAABIAAX
HXOKAPAIOIPAO®IA

4. MeAETn por¢c avw KoiANG QAEBaC-NTTATIKWV PAEBWV-
oTeQavIaiou KOATTOU (TTaAuIKO Doppler):

 H mapouadia ekdnAng (QETIKHZ) ocuoToAIKAG
TTaAivOpounNg pong 1600 TNV avw KoiAn @AEPa,000 o€
KABeTN NTTATIK QAEPA (€10TTVON) €ival EVOEIKTIKI
TOUAQXIOTOV PETPIOG AVETTAPKEIOC TNG TPIYAWXIVAG
BaABidag, yaAioTa n dIAPKEIA TG PONG CUVOEETAI PE TNV
oofBapoTnTa TNG AVETTAPKEIAG.

 [loAU aciotoTo Doppler xapakTnploTIKO TTOU CUVOEETAI
TV UTTAPEN KAIVIKA ONUAVTIKAG AVETTAPKEIOC TNG
TPIYAWXIVaG BaABidac.

ﬁ'ﬁv‘
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ANENAPKEIA TPI'AQXINAZ BAABIAAX
HXOKAPAIOIPAO®IA

5. MeAETN oruaTog avettapkeiac TpyAwxivag BaABidac
(ouvexec Doppler):

* H TTUKVOTNTO TOU OAUATOC TNG AVETTAPKEIAC Eival
avaAoyn TnS ooapoTNTAC TNG AVETTAPKEIAG TNG
TPpIYAwXIvag BaABidac.

* H ep@avion Tpwlihou PEYIOTOU (peak) oTo orua NG
QVETTAPKEIAC OUVOEETAI UE TNV OORBAPOTNTA AUTHC
(TTPWIPN €CIOWON TTIECEWYV OECIOU KOATTOU KOl OECIAC
KOIAIAG) JE PUOIOAOYIKI OUOTOAIKN AEITOUPYIKOTNTA
OeCIAC KOIAIQG.

v .
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Tricuspid valve endocarditis in a young intravenous drug addict.

P et al. Eur hocardiogr 2009;10:477-484
' K




Ebstein's anomaly seen from the right ventricle.

2008/12/03 12:44:32PM
HSR - Milano

VR 5Hz
6cm

Live 3D
3D 83%
3D 50dB




A) Right atrial view of the tricuspid valve (TV) in a normal subject with a clear delineation of
the tricuspid annulus and its spatial relationships with mitral valve (MV) and aorta (Ao).

Right Atrium

Post.-Lat. g . g D
bara Post.-Sept. | .,

Ant.-Sept

Right Ventricle

Badano,L Petal. gardiogr 2009;10:477-484
5 D ¢



Management
Class |
1. Tricuspid valve repair is beneficial for severe TR in patients with MV
disease requiring MV surgery. (Level of Evidence: B)
Class lla
Tricuspid valve replacement or annuloplasty is reasonable for severe primary
TR when symptomatic. (Level of Evidence: C)
Tricuspid valve replacement is reasonable for severe TR secondary to
diseased/abnormal tricuspid valve leaflets not amenable to annuloplasty or
repair. (Level of Evidence: C)
Class llIb
1. Tricuspid annuloplasty may be considered for less than severe TR in
patients undergoing MV surgery when there is pulmonary hypertension or
tricuspid annular dilatation. (Level of Evidence: C)
Class Il
Tricuspid valve replacement or annuloplasty is not indicated in asymptomatic
patients with TR whose pulmonary artery systolic pressure is less than 60 mm
Hg in the presence of a normal MV. (Level of Evidence: C)
Tricuspid valve replacement or annuloplasty is not indicated in patients with
mild primary TR. (Level of Evidence: C) .

2008 Focused Update Incorporated Into the"ACC/AHA 200 ideli
Management of Patients With Valvular Heart Disease



Left sided-valve surgery

+
/ TR
Severe Moderate Mild
ACC/AHA _.*~
Class Ib (ACC/AHA)
Class Ic (ESC}) P
l "—
Organic Functional
ESC
TR surgery
Preferably repair
Class lla (ESC
ass 2 (ESC) | b imonary HT?
Dilated annulus?
No
ves | Class llb (ACC/AHA) \ v

v Class lla (ESC)

No tricuspid surgery

TR Surgery




Management

* Intraoperative transesophageal Doppler
echocardiography allows refinement of
annuloplasty techniques to optimize
outcome. At present, surgery on the tricuspid
valve for TR occurs commonly at the time of
MV surgery. TR associated with dilatation of
the tricuspid annulus should be repaired,
because tricuspid dilatation is an ongoing
process that may progress to severe TR If

left untreated. w —



Management

» Patients with severe TR of any cause have
a poor long-term outcome because of RV
dysfunction and/or systemic venous
congestion.

 Tricuspid valve and chordal reconstruction
can be attempted in some cases of TR
resulting from endocarditis and trauma.

* In recent years, annuloplasty has become
an established surgical approach to

Significant TR. - ‘
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XEIPOYPI'IKH NMAPEMBAZH

« Kard tn xelpoupyikn eTEPacn tnG MITPOEIOOUC N
Q0PTIKNG BAABIOAC TTPOTEIVETAI XEIPOUPYIKN
d10pBwaon TNG TpIYAwXIVag BaABidag, epoocov o
OAKTUAIOC auTNG €ival o€ dl1aPeETPOo >40mm n
>21mm/m?Z.

(Colombo T et al . Tricuspid regurgitation secondary to mitral valve disease.
Cardiovasc Surg 2001; 9: 369-377)

(Dreyfus CD et al. Secondary tricuspid regurgitation or dilatation: which should be
the criteria for surgical repair? Ann Thorac Surg 2005; 79: 127-132)

1. BaABidotmrAaoTik kata De Vega (totmrofETnon
PAUMATOGC TTEPIC TOU DAKTUAIOU TNC TPIYAWXIVAG).
2. TotmoBETnon eukapTitou dakTuAiou (Carpentier).

- 3. AvtikataoTtaon TnG Ba)\Bl’éo@TBlo)\oyl_



The tricuspid valve complex is similar to the mitral valve but has greater variability.
The tricuspid valve is located between the right atrium and the right ventricle.
Tricuspid regurgitation (TR) is usually diagnosed by echocardiography performed
for another indication. TR main etiology is annular dilatation, which can be the
consequence of left-heart valvular disease or myocardial heart failure. Mild TR is
frequent and benign whereas moderate or severe TR is associated with poor
prognosis. At the time of mitral surgery repair, a significant residual TR is
associated with poor outcomes, functional class and survival. It usually doesn’t
disappear after successful mitral valve surgery, leading thus to perform tricuspid

ring annuloplasty during the initial surgery. Indeed, reoperation for recurrent
TR Is associated with high mortality rate. Minimally invasive or
percutaneous approaches could allow the TR correction concomitantly or after
mitral valve surgery. The follow-up of patients with TR depends on
etiology and severity of TR, the right ventricular size and function
and the severity of left-sided disease.

The tricuspid valve: current perspective and evolving management of
tricuspid regurgitation.

Rogers JH, Bolling SF

Circulation 2009;119:2718-25
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Tricupsid regurgitation (TR) in patients with mitral regurgitation (MR) is
associated with poor outcomes, functional class and survival. TR can
appear secondary after MR correction surgery. It can be caused by
prosthetic valve dysfunction, LV or RV dysfunction or dilatation,
persistent pulmonary hypertension, chronic atrial fibrillation. Isolated TR
correction surgery is associated with poor outcome because RV

dysfunction has already occurred at that point. During the time of
mitral valve surgery, tricuspid ring annuloplasty should
be performed especially if the tricuspid annulus
diameter is measured at 2 35 mm.

Tricuspid regurgitation in mitral valve disease incidence, prognostic
implications, mechanism, and management.

Shiran A, Sagie A

J Am Coll Cardiol 2009;53:401-8
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XEIPOYPI'IKH TOINOGETH2H
AAKTY/\IOY

« The close relationship between
the base of the septal leaflet
and the bundle of His must be
kept in mind during surgery of
the tricuspid valve.

« This anatomy is of surgical
Importance in that placement
of sutures or damage to this
area may create a permanent
conduction defect
necessitating the use of a
pacemaker.

AV node Coronary Sinus







Rivera; Carpentier’s Flexible Ring
versus DeVega’s Annuloplasty

* Prospective study
« 159 patients, 76 with complete follow-up at 36 months
 Mean follow-up was 54 months

« 5/6th of annular dilation takes place at the anterior and
posterior annulus

 In the treatment of tricuspid regurgitation, better results are
obtained with Carpentier’s than with De Vega’s
annuloplasty, especially if there is no organic tricuspiid
damage and pulmonary resistances decrease
postoperatively.

 De Vega causes geometric deformation

'——wv—



Tricuspid Valve Repair With an Annuloplasty
Ring Results
In Improved Long-Term Outcomes

Gilbert H. L. Tang, MD; Tirone E. David, MD; Steve K. Singh,
MD; Manjula D. Maganti, MSc; Susan Armstrong, MSc;
Michael A. Borger, MD, PhD.

702 patients underwent TV repair at our institution (1978 to
2003), of which 493 had,predominantly, a De Vega
procedure (no ring) and 209 had an annuloplasty ring (ring).

Conclusions Placement of an annuloplasty ring in patients
undergoing tricuspid valve repair is associated with
Improved survival and event-free survival.
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Tricuspid regurgitation grades 3+ and 4+ postoperatively for each annuloplasty
technique. Curves indicate predicted mean percent of patients with 3+ or 4+
tricuspid regurgitation for each annuloplasty technique. Symbols represent
grouped data according to percent of observations of 3+ and 4+ tricuspid
regurgitation for each annuloplasty technique. Open circles = Carpentier-
Edwards; squares = Cosgrove-Edwards; triangles = De Vega; solid circles =
Peri-Guard. TR, Tricuspid regurgitation; RR, Carpentier-Edwards rigid ring; FB,

Cosgrove-Edwards flexible band; DV, De'Vega procedure; PG, Peri-
annuloplasty.



Management

* When the valve leaflets themselves are diseased,
abnormal, or destroyed, valve replacement with a
low-profile mechanical valve or bioprosthesis Is
often necessary.

* A biological prosthesis is preferred because of the
high rate of thromboembolic complications with
mechanical prostheses in the tricuspid position.

* |n patients with associated conduction defects,
Insertion of a permanent epicardial pacing electrode
at the time of valve replacement can avoid the later
need to pass a transvenous lead across the

prosthetic valve. — ‘






Three-dimensional assessment of the mechanism of regurgitation in various tricuspid valve
disease: anterior tricuspid leaflet prolapse with ruptured chordae (A, right atrial ‘surgical’
view); pacemaker lead interference causing immobilization of the septal leaflet (B, right atrial
view); carcinoid tricuspid valvulopathy with adhesion of the valve leaflets to right ventricular
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2YMINEPA2ZMATA

* H 1piyAwxiva BaABida n «&exaouévn» BaABida Tng
KapOIoAQyiac UE EAAXIOTEC EPYATIEC UE AKOUN AIYOTEPEC
KOPOIOXEIPOUPYIKEC ETTEURACEIC (aVTIKATAOTOON N
BaABIOOTTAQOTIKN).

¢ H dlayvwoTIKN ekTipnon Tou acBevn pe BaABidoTtradeia TNG
TpIYAwXIvag BaABidag Ba mTpETTel va atravinBouv opiouEva
EPWTAMATA OTTWG, N aITia TS BAAPBIOIKAG vOOOU, TIC
QIJOOUVAUIKEG DIATAPAXEC TTOU TTPOKANONKAV Kal TN
oofapoTtnTa TNG vOoou, 0 KaPdIaKOS pubuog, n Uttapén
OPOUPBWY EVTOC TWV KAPJIAKWY KOIAOTATWY, N UTTapEN
evookapdiTidag, N ouvuTtapcn AAAwyv TTaBoAoyIKwv

KOTOOTAOEWV.



2YMINEPA2ZMATA

* H diayvwoTikr) u€BodOC TTOU PTTOPEI VO dWOEI ATTAVTNON O€
OAQ TA EPWTAMATA, TTOU avaPEPOBNKAV avWTEPW, Eival N
nxokapdloypaia JE OAEC TIC HOPPEC TNG, VA KaBopioel TNV
OEPATTEUTIKI aywyn, va OpicEl TNV atTOPaAcn TNG
XEIPOUPYIKNG AVTIMETWTTIONG TNG BAABIBIKNC AVETTAPKEIAC,
va TTPOCOIOPICEl TNV TAKTIKN XPOVIKN ouXvoTnTa
TTapakoAouBnonc Twv acBevwy.

« BaABidotrAaoTIKr) TNS TPIYAWXIVOC BaABidac BeATIWVEI TNV
TTPOYVWON O0€ aoBeveic e ocoapou BaBuou aveTTapKela
QUTAG ME EVOEICN XEIPOUPYIKNC TTAPEPBACNC OTNV MITPOEION)
BaABida.

c T T .-



THANK YOY FOR YOUR
ATTENTION
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HXOKAPAIOIPA®IA

1. EmiBeBaiwon — aiTia CUYKEKPINEVNC
BaABidomrabeiac:

o AVWHOAN KIVNTIKOTNTO TWV BaABidwv.

* AvwpaAn kateuBuvon Tne diaBaAPIdIkAC
ponc. AoBeoTwan, ivwon, TTaxuvon
YAWXivwy, eKBAaoTAOEIC, BpOuol.
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HXOKAPAIOIPA®IA

2. EkTtiunon tn¢ Bapurnracg tng¢
BaABidomrabeiac:

- Méyiotn Kal yeon TaxuTNTa PONG Kal
TMIECEWYV OIAPEOTOU TNG TTABOAOYIKNG
BaABidac.

- [ETeIC TTVEUNOVIKNG apTnpiac.

P



ANENAPKEIA TPIF'AQXINAZ BAABIAAZ
AITIA

1. OPI'ANIKH

PEYMATIKOX MTYPETO-Z.
KAPKINOEIAEZ.
«  [IPOMNTQ2H N \QXINQN.
«  PH=H TENONTIQON XOPAQN.
BAKTHPIAKH ENAOKAPAITIAA.
« AY2AEITOYPI'IA ©OHAOEIAQN MYQN.
-  TPAYMA.
«  2YITENH2(ANQMAAIA EBSTEIN,

e o
«  =—ENO ZQMA(BHMATOAOTIKA

CAAQIA)



ANETIAPKEIA TPIF'AQXINAZ BAABIAAZ
AITIA

2. N\EITOYPI'IKH

*  AIATAZH KAl METABOAH THX
[EQMATPIAZ THZ AE=IAZ KOIAIAZ.

»  AIATAZH TOY TPIFAQXINIKOY
AAKTYAIOY >40mm.

. MINEYMONIKH YNEPTAZH >45mmHg.
(EYAIZOHZIA 99%).
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NMAGHZEI2 TPITNQXINAZ BAANBIAAZ
XEIPIZMO2

CLASS |

*  BaAB1dotrAaoTIKr) TNG TPIYAWXIVAS BaABidac BEATIWVEI TV TTPOYVWON O€
aoBeveic e ocoapou Pabpou aveTTapKEIa AUTAG ME EVOEIEN XEIPOUPYIKAG
TTapEPBaong otnv MITpocldr) BaABida (etritredo emeRaiwoncg B)

CLASS lla

*  BaABIdoTTAACTIKN 4 AvTIKATACTOON TNG TRIYAWXIVAS BaABidac givail
AOYIKI] O€ CUUTTTWHAOTIKOUC aocBeveic ye oofapou Baduou TTpwToTTadn
AVETTAPKEIQ AUTAG. (eTTiTredO £mIRERaiwong C)

* H avtikardoTtaon 1nG TpIyAwxIivag BaABidag gival Aoyikr o€
OUUTITWHMATIKOUG acBeveic ue oofapou Babuou aveTTapKeId QUTHG UE
deutepoTTaOn BAGRN N avwpaAia Twv YAwXivwy Pe aduvapia
BaABidotrAacTiknG. (eTTiTredo empBeRaiwang C)




NMAGHZEIZ TPIFTANQXINAZ BANBIAAZ
XEIPIZMOZ

CLASS IIb

*  BaABIdOTTAACTIKN TNS TPIYAWXIVAS BaABidag cival Aoyikr) o€ aoBeveic ue
METPIOU TOUAGYXIOTOV BaBuOU aveTTAPKEIO AUTAG TTOU TTpoypaupaTidovTal
VIO XEIPOUPYIKN ETTENRAON TG MITPOEIDOUC BAABidac OTaV OUVUTTIAPXEI
TIVEUMOVIKN uttéptaon >60mmHg r} d1atacn Tou TPIYAWXIVIKOU OAKTUAIOU
. (eTTiTred0 emPBePRaiwong C)

CLASS Il

*  BaABIOOTTAACTIKN ] aQvTIKATAOTAON TNG TPIYAWXIVAG BaABidag dev
EVOEIKVUTAI O€ AOUUTITWHATIKOUC aoBevEIC ue HETPIOU TOUAGXIOTOV
BaBuou averrapkelia AUuTAG PE QUOIOAOYIKN MITPOEION BaABida i oTav
OUVUTTAPXEI TTVEUMOVIKN uttEpTaon <60mmHg. (etritredo emepaiwong
C).

*  BaABIOOTTAACTIKN ] aQvTIKATACTOON TNG TPIYAWXIVAG BaABidag dev
EVOEIKVUTAI OE ACUUTITWHPATIKOUG a0BeVEIC JE MIKpOU Babuou

. TTpWTOTTaB0r} AVETTAPKEIQ QUTHG. (eniWBaiw_



