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Answers to the unanswered questions during the live 
 

 
1. Did you tell us about your patient's RENAL function? 

 
 Renal function was specified in both cases. I guess it can be reviewed again. 

ESC may provide again the link to review it. The first case: eGFR 47 

ml/min/1,73m2. the second case: Creat 95 umol/L 
 

 
2. How do valve thromboses alter the levels of these markers: Nt-pro-BNP, 

Troponins, D-dimers? 

 
 This is a very interesting question. They may be epiphenomena of the 

clinical presentation: heart failure may go with increased BNP. Troponin will 
depend on the status of the coronary artery. If we are talking about right 
sided valve thrombosis complicated with pulmonary embolism, there will be 

increase of D-dimers. But they don't make the diagnosis. 
 

 
3. Why do you use non ECG gated CT? 

 

 ECG-gated CT permits to assess the movement of the disc and by assessing 
the angulation of the discs you can see whether the discs move according to 

manufacturer or the movement is restricted. If non ECG gated CT is 
performed we will never know if the discs move ok. 

 

 
4. Why did the patient has low LVEF? 

 
 The second patient was diagnosed with dilated cardiomyopathy 

 

 
5. When WE Will evaluate THE success of ufh AND asà AND is TTE enough or Tee? 

 
 The monitoring of the efficacy of medical treatment should be performed 

with TTE and assessing the transvalvular gradients according to the clinical 
status of the patient. 

 

 
6. What was the cause of the severe LV systolic dysfunction? Only the valve 

pathology? Or some other cause: ischemic? Infection/inflammation? Alcoholic? 
 
 The second patient was diagnosed with dilated cardiomyopathy 
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7. In this particular patient with LA detected thrombus in 2012 and INR was 

inappropriate why not added ASA from the date? 
 
 ASA should not be prescribed to all patients with prosthetic valves, but be 

reserved for specific indications, according to the analysis of benefit and 
increased risk of major bleeding. If used, the lower recommended dose 

should be prescribed (e.g. aspirin ≤100 mg daily). Table 19 from the 
ESC/EACTS guidelines 2012 indicate the indication for ASA 

 

 
8. Anemia could be hemolytic due to the prosthesis? Was this considered as 

DD? 
 
 Should, therefore, not be prescribed to all patients with prosthetic 

 
 

9. In cases of thrombus due to inadequate INT control may one consider 
surgical replacement with biologic valve? 
 

 Valves, but be reserved for specific indications, according to the analysis 
of benefit and increased risk of major bleeding. If used, the lower 

recommended dose should be prescribed (e.g. aspirin ≤100 mg daily) 
 

 
10.Can the thrombus still happen even if the INR is therapeutic? 
 

 If there are periods of time where the INR is not adequate and there is 
too much blood stasis, it could be that the thrombus is formed and not 

resolved once the INR is optimal 
 

 

11.  Is there any time limitation for fibrinolisis? 
 

 In cases for increased risk of bleeding (after surgery for example). The 
same contraindications than using fibrinolysis for myocardial infarction. 

 

 
12. Do you think there is a genetic component to pannus formation? I have 

seen a patient develop rapid severe pannus on a second valve replacement. 
 
 This is a very interesting question that needs further research. 
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13. On a prevention note what would be most appropriate long term 

anticoagulant in both these cases who failed maintaining inr the first time? 

 
 Probably, to educate first the patients on the relevance of maintaining 

good anticoagulation level. If for other reasons relative to the patient, 
this cannot be accomplished, then biological prosthesis in a first place 
would be better option. 

 
 

14. How long should we wait for the med. treatment before deciding for 
operation? 

 

 That depends on the clinical condition of the patient. If the patient is 
hemodynamically unstable or deteriorating, we should not delay the 

surgery. 
 
 

15. After streptokinase therapy would you proceed with heparin therapy and 
how long? 

 
 According to current guidelines, streptokinase is administered  1 500 000 

U in 60 minutes without UFH 

 
 

16. Would you consider to add high dose statin for thrombus treatment? 
 
 No 

 


