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Take home messages

I - Decision-making in patients with valvular disease should ideally be carried out by a “heart team”
with particular expertise in valvular heart disease (VHD), including cardiologists, cardiac surgeons,

imaging specialists, anaesthetists and, if needed, other specialists. This “heart team” approach is
particularly advisable in the management of high-risk patients and is also important for other
subsets, such as asymptomatic patients, where the evaluation of reparability is a key component
in decision-making.

= A comprehensive evaluation of the cardiac and extra-cardiac condition of the patient, constantly
checking for consistency between the results of diagnostic investigation and clinical findings, is
necessary at each step of the decision-making process.

» Decision-making in high risk patients is difficult. In the absence of a perfect risk score, scores
should be included in, but not be substitutes for, the clinical judgement of the ‘heart team’.

2 - Intervention is indicated in patients with severe valve disease causing symptoms and /or ventricular
dysfunction unless the ‘heart team’ states that the patient is not suitable for surgery.

3 - In aortic regurgitation pathology of the aortic root is frequent.
» |n patients with Marfan syndrome, surgery is indicated when the maximal ascending aortic
diameter is =50 mm, while the threshold for intervention should be lower in patients with risk
factors for progression.

* |n cases with bicuspid aortic valve the new threshold is 50 mm for patients with risk factors and
55 mm for all other patients.

» The thresholds are lower if aortic valve replacement is combined with the treatment of aortic
root disease or if valve repair is performed.

4 - In aortic stenosis,
= Transcatheter aortic valve implantation (TAVI) should be performed only ‘in hospitals with cardiac
surgery on-site” and with a ‘heart team’ available to assess individual patient risks.

» TAVI is indicated in patients with severe symptomatic aortic stenosis who are judged, by the
‘heart team’, to be unsuitable for surgery but have sufficient life expectancy. TAVI should be
considered for high-risk patients with severe symptomatic aortic stenosis based on the individual
risk profile as assessed by the ‘heart team), rather than on thresholds of risk scores. TAVI should
not be performed in patients at low or intermediate risk for surgery.

= Aortic valve replacement should be considered in symptomatic patients with low-flow, low-
gradient (<40 mmHg| aortic stenosis with normal ejection fraction only if comprehensive
evaluation suggests significant obstruction.

= Surgery should be considered in asymptomatic patients at low operative risk, with normal exercise
performance, with very severe aortic stenosis or progressive disease. Surgery may also be
considered in patients with markedly elevated natriuretic peptide levels, significant increase of
mean pressure gradient by exercise echocardiography or excessive left ventricular hypertrophy.
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Take home messages

5 - In mitral regurgitation,
» Valve repair should be the preferred technique when it is expected to be durable. As a
consequence it is important to increase surgical expertise and the number of reference centres

for this frequently occurring disease.

* In asymptomatic patients with primary mitral regurgitation (MR) surgery should be considered
in those patients with preserved left ventricular function, high likelihood of durable repair,
low surgical risk, flail leaflet and left ventricular end-systolic diameter >40 mm. Surgery may
also be considered in asymptomatic patients at low risk in cases with severe dilatation of the left
atrium or pulmonary hypertension on exercise echocardiography.

In patients with secondary MR, severe MR should be corrected at the time of bypass surgery.
The indications for isolated mitral valve surgery in symptomatic patients with severe secondary
MR and severely depressed systolic LV function, who cannot be revascularized or who present
with cardiomyopathy, are questionable.

= Percutaneous mitral valve repair using the edge to edge technique may be considered in high
risk or inoperable patients refractory to optimal medical management with the aim of improving
Ssymptoms.

6 - In mitral stenosis
» Most patients with severe mitral stenosis and favourable valve anatomy currently undergo
percutaneous mitral commissurotomy.

» Decision-making as to the type of intervention in patients with unfavourable anatomy is still a
matter of debate and must take into account the multifactorial nature of predicting the results of
percutaneous commissurotomy.

7 - Tricuspid disease should not be forgotten,
» During left sided valve surgery, tricuspid valve surgery is indicated in patients with severe
tricuspid regurgitation (TR) and should be considered in the presence of moderate primary TR or
mild to moderate secondary TR if there is significant annular dilatation.

= [solated tricuspid valve surgery in severe primary TR is recommended in patients with symptoms
as well as in asymptomatic patients with progressive right ventricular (RV) enlargement and/or
initial signs of RV dysfunction.

8 - The choice of the type of valve prosthesis should be individualized and discussed in detail with the
patient and surgeon, taking into account multiple factors.
= Age is one of the parameters for the decision; the age limit for implanting a bioprosthesis was
lowered to 60-65 years for patients who should receive an aortic prosthesis, and to 65-70 years
for those receiving a mitral prosthesis. In patients aged 60—-65 years, who are to receive an aortic
prosthesis, and those aged 65-70 years in the case of mitral prosthesis, both valves are acceptable
and the choice requires careful analysis of additional factors.

9 - In patients with aortic bioprostheses the use of low-dose aspirin is now favoured for a 3-month
postoperative period.
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Major gaps in evidence

= QOverall, owing to the paucity of evidence-based data in the field of valvular heart disease, leading
to most recommendations being based on expert consensus, the Task Force pleads for an increase
in the research efforts in this field.

= The elaboration and validation of improved risk scoring systems for predicting outcomes after valve
surgery and interventional procedures is desirable.

= The prognostic impact and diagnostic value of stress echocardiography should be further evaluated.
More data are needed on the long term results of aortic valve repair.
Further trials are needed to evaluate the potential role of transcatheter aortic valve implantation

in intermediiate risk patients with aortic stenosis and that of edge to edge percutaneous mitral valve
repair in high risk patients with secondary MR.

» The indications for intervention in asymptomatic patients with AS or MR should be further evaluated.

= Controlled clinical trials are needed to better define the modalities of early anticoagulant therapy
after valve replacement using a mechanical prosthesis, a bioprosthesis in aortic position or after
transcatheter aortic valve implantation.

= (Clinical trials are necessary to evaluate the usefulness of direct oral inhibitors of factor lla or Xa in
patients with a mechanical prosthesis.

» The role of TAVI in patients with failure of surgically implanted bioprosthesis should be further
evaluated.
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