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Table 1 Heart team management and risk scores

2020 ACC/AHA guideline®
Heart Team Management and Heart Valve Centre

2.6. COR 1 LOE C-EO: patients with severe VHD should be 5.2.3. COR ILOE C: aortic vaive mterventions mustbe performed  Comparable recommendations. Shared Ewdence: 2019 Assocation
evahated by a Multidesciplinary Heart Vaive Team when in Heart Vaive Centres that dedlare their local expertise and for Thorack Surgery, American College of Cardiclogy, American
ntervention is considered. 2,6, COR 2a LOE CLD: outcomes data have active interventional cardiology and cardiac Socety of Echocardiography, Society for Cardiovascular
consultation with or referral to a Primary or Comprehensive surgical programmes on-site, and a structured collaborative Heart  Angiography and Interventions, and Society of Thoradc Surgeons
Heart Valve Centre is reasonable when treatment options are  Team approach. 5.2.3. COR I LOE C: the choce between surgical  expert consensus systems of care document: a proposal to optimize

2021 ESC/EACTS guideline* Comparison of the evidence

being decussed for (i) asymptomatic patients with severe VHD, and transcatheter intervention must be based upon carefud care for patients with vaivular heart dsease.
(®) patients who may benefit from valve repair vs valve evahation of dinical, anatomical, and procedural factors by the
replacement, or () patients with multiple comorbedities for Heart Team, weighing the risks and benefits of each appraach far an
whom vaive intervention is considered. individual patient. The Heart Team recommendation should be
discussed with the patent, who can then make an informed
treatment choice.
Risk scores
2.5. COR 1 LOE C-EQ: for patients with VHD for whom No spedfic recommendations. ACC/AHA Ewdence: references the Sooety of Thoraok Surgeons
mntervention is contemplated, indmdual risks should be Adult Cardiac Surgery Database for surgical marbedity and mortakity
cakulated for spedific surgical andlor transcatheter procedures, risks.” References several TAVI risk prediction tools derived from
using online tools when available, and discussed before the observational cohort and registry studies.®'? Cited observational
procedure as a part of a shared deasion-making process studbes and one review to emphasize the importance of fraiity
assessments ¢

ACC, Amenican College of Cardology; AHA, American Heart Associasorr COR Oass of Recommendation; EACTS, European Assadation for Cardo-Thoracke Surgery; EO, comenss opinion of experts based on cinicl expenience; BSC
Ewopean Soclety of Cardiology; LD, non-randomized observatonal studes with limitations in design or execution or meta-analysis of such studes. LOE level of evidence: TAW, trars aitheter aortic valve implantations VHD, valvdar heart dsease.




Table 1 Heart team management and risk scores

2020 ACC/AHA gulddim’ 2021 ESCIEACTS pldolm Comparison of tho o\ddum
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2.6. COR 1 LOE C-£O: patients with severe VHD should be

5.2.3. COR ILOE C: aorti vaive mterventions mustbe performed  Comparable recommendations. Shared Evidence: 2019 Association

All patients need a Heart Team? ngh risk and asymptomatic patients?
 Mandatory in US due to Medicare and Medicaid




Table 2 Symptomatic aortic stenosis

2020 ACC/AHA guideline’ 2021 ESC/EACTS guideline’
High-gradient severe AS
3.2.3. COR 1 LOE Arin adults wath severe highgradient ASand 5.2.1.CORI LOE & inwrvention Is recommended in
symptoms of exertional dyspncea, HF, angna, syncope. o Symptomatc patens with severe, high-gradient AS
presyncope by history o on exerdse testing, AVR is
ndcaed

Low-flow low-gradient severe as with reduced LVEF

3.2.3.COR 1 LOE B.NR AVR i3 recommend ed in symptomasc 52.1.CORI LOE & inervertion is recommended in
pationts with LALG severe AS with reduced LVEF symptomatc patients with severe UALG AS with reduced LVEF
and evidence of flow {contractie) reserwe $.2.1, COR 5 LOE
C mervention should be comsidered in symptomatic patients
with severe LALG AS with reduced LVEF without flow
{contractile) reserve, particularly when CCT caldum scoring
confirms severe AS

Low-flow low-gradient severe AS with preserved LVEF

3.2.3.COR 1 LOE BNR: n symptomatic patiens with LALG  5.2.1. COE la LOE C: intervention shoud be consdered in
severe ASwith normad LVEF, AVR & recommended if ASis  symptomatic patients with LFLG (<40 menig) AS with noemal
the most lkely ause of symptoms. Eg a severely alcfied ejection fraction after careful confrmation hat the aortc
0r9c valw, an aortic velooty <4.0m/'s (mean pressure stonos’s Is severe
gadient <40 mmiHg), and a valve area <1.0 an’ when stroke
wolume indexis <35mUm’ Requires addtiond testing e g
aor e valve area index, Doppler and CCT clcium score

Comparison of the evidence

Shared Evidence: natural history studies of symptomatic AS ' ACC/
AHA Evdorce OBrienetal (2009): STS nsk modads for solted vave
surgery, including AVR ™ Kvidul etal {2000): cbservationd study of 2359
patiernts which found excellent longterm survval after AVR ™ PARTNER
18 Tral™

ESCVEACTS Evdence Manin etal. (2003): prospectve cchort studyof 136
patients with low gradient AS under going AVR Found no contractile
resorve 10 bea prodictor of penprocedural mortalty.*® Triboulloy ot 4
(2009): prospectve cohort of 81 pasents with LALG AS found AVR 1o be
associated with higher S.year survivil compared with medical therapy.”®
TOPAS-TAVI registry for possible role of TAVLY ACC/AHA Bvdence no
speckic recommendations for low contractile reserve. The role of TAVIs
unclear.

ESC/EACTS Evidence: four prospective studies performed befoce 2015°%
I pnder et al (2011) Retrospective cohort study comparing patients with
LALG sewere AS and preserved LVEF (n= 435) to mtierts with
low-grademt moderate AS {n =184) with preserved LVEF. Outcome:
acetic vavuar events congestive heart falure due to AS, aortic vave
rephcement ardioascular mortdity. Conchusion patents with LALG
Severe’ AS and preserved LVEF have similar cutcomes as ‘moderae” AS
Clavd et 4. (2012) Fraspective cahort study comparing paradosica LILG
sovere AS with preserved LVEF (187 patients) to those with high-gradent
severe AS with preserved LVEF {n =187) and mederate AS (n=187)
Outcome patients with LALG severe AS had reduced overal 1-year
survval. AVR in the LALG severe AS group was assodated with mproved
survival Mehrotra et al 2013 Retrospective cohart study companng LRLG
severe AS (n=38) with preserved LVEF vs nommakflow LG sewere AS
{n=75) vs moderate AS (n=70). Outcome di-cause mortlity after 3
yexs Condusions 3-yexr survnal sgrficantly lower in LALG severe AS
compared with both other groups Tnboulloy et 4. (2015) Prospectve
study of 809 AS pavients (57 patems had LALG AS and preserved LVEF)
under going real-world treatment Qutcome: patients wath LALG AS with
preserved LVEF had similar prognosis 1© moderate-severe AS ACCAHA
Bvidence 3 post-2015 prospective cohort studies ™ Zheng et al. {2017):
network meta-analyss comparing {a) LRLG severe AS vx (b) low-flow
high-gradent AS v {c) moderate AS ». () normal-flow high-g adient AS

Continued




fable 2 Continued

2020 ACC/AHA guideline®

2021 ESC/EACTS guideline® Comparison of the evidence
vs. (¢) normalflow low-gradient AS in 15 studies and 9737 patients.
Outcome: al-cause mortaiity. Conclusions lowflow states of AS were
associated with increased risk of martakity compared with moderate AS
and normal-flow AS. Rusinaru et al (2018): prospective cohart study
comparnng low-flow aortic stenasis (n = 190) vs. maderate (n =221) and
high-flow AS (n= 1039) in patients with preserved LVEF. Outcome S-year
al-cause mortality. Condusions: low-flow severe AS with preserved LVEF
is associated with a higher mortaiity rate. Elaid et al (2019) prospective
cohort study evaluating TAVI for LALG severe AS with LVEF. Outcome:

ncrease in flow past-TAVL indicating positive hemodynamic benefits.
\hrevations as in Toble 1.AS, aortic stenoss AVR, aortic valve replacement: BNP, B-type mitnuretic peptide; B, blood pressure; CCT, cardac computed omography; LVEF, ft venticulir gection fraction; LALG, low-flow, low gradent NR,
pasrmdomeed evidence

i







Table 3 Asymptomatic aortic stenosis

2020 ACC/AHA guldelhe’ 2021 ESC/EACTS 'ulddhe‘ Comparison of the evidence
3.1.3.‘COR1 LOE B-NR: In asymptomatic ' 5.2.2. COR | LOE B! Intervention is recommended Shared Evidence: Bohbot et al (2019) and
patients with severe ASand LVEF < 50%, AVR  in asymp AS and systolic LV dysfunction  Lancellotti et al. {2018).3** Bohbot et al. (2019):

may be considered. 3.2.3. COR 2b LOE (LVEF <50%) without another cause 5.2.2. COR  cohort study examining conservative vs. surgical
B-NR: in asymptomatic patients with severe Ha LOE B: intervention should be considered in  management in patients with asymptomatic AS and

high-gradient AS and a progressive decrease ymptomatic AS and LV systolic dysfunction various LVEFs: < 55% (n=239). 55%-59% (n=
in LVEF on at least 3 seral imaging studies to (LVEF <55%) without another cause. 331) and = 60% (n=1108). Outcomes: S-year
<60%, AVR may be considered. mortality Conclusions: patients with LVEF <55%

had higher mortality rates compared with both
LVEF 55%-60% (P<0.001) and LVEF >60% (P<
0.001). Patients with LVEF 55%—60% and >60% had
a comparable prognosis. In patients with LVEF
<55%, initial surgical management reduces all-cause
martality risk (P < 0.001). Lancellotti et al. (2018):
registry cohort study of the natural history of 1375
patients with asymptomatic AS. Outcomes:
patients with severe AS at baseline, Vmax >5 m/s
and LVEF <60% were at increased risk of ali-cause
mortality. Anticipating trials on the suitability of

TAVI for asymptomatic disease such as
RECOVERY."'
Exercise testing
3.2.3. COR 2a LOE B-NR: in apparently 5.2.2. COR | LOE C: Intervention is ACC/AHA Evidence: prospective cohort studies
asymptomatic patients with severe AS and recommended in asymptomatic patients with and registry studies to support use of exercise
low surgical risk. AVR Is reasonable when: (1) demonstrable symptoms on exercise testing. tsunngM’Ievds‘“Pe&aoruchax
Exercise test demonstrates decreased 5.2.2. COR lia LOE E: intervention should be  supported by registry studies and the RECOVERY

exercise tolerance (normalized for age and considered in asymptomatic patients with LVEF  trial which set the inclusion criteria for early surgery
sex) or a fall in SBP of 210 mm Hg from >55% and a normal exercise test If the procedural  as Vmax 24.5 m/s.**¥'*7 ESC/EACTS Evidence:
baseline to peak exercise. (2) Serum B-type risk Is low and one the following par sls re wdations surrounding peak aortic Vmax

natriuretic peptide (BNP) level is >3 times present: (1) very severe 2ortic stenosis (mean and mean gradient were supported by prospective
normal 3. At least 3 serial Imaging studies gradient >60 mmHg or Vmax >5 mis). (2) Severe  cohort and retrospective database studies?*4®

shows an Increase in aortic veloaty 203 m/s  valve calofication (ideally assessed by CCT) and CCT scoring and progression of Vmax

per year. 3.2.3. COR 2a LOE B-R: In Vmax progression > 0.3 mis/year. (3) Markedly recommendations supported by a 2018 registry
asymptomatic patients with very severe AS  elevated BNP levels (>3 x age- and sex-corrected study™ and historical studies from 2000 to
(defined as an aortic velocity of 25 mis) and normal range) confirmed by repeated 1997.455%51 BNP recommendations supported by
low surgical risk, AVR Is reascnable. measurements and without other explanation. 2 large studies completed in 2014 (one registry

5.2.2. COR lla LOE C: intervention should be study and one prospective cohort study).”*5*
considered in asymptomatic patients with a
sustained fall in BP (>20 mmig) during exercise

testing,
Concomitant cardiac surgery
3.2.3. COR 1 LOE B-NR: In asymptomatic No spedfic recommendations. ACC/AHA Evidence: prospective cohort studies
patients with severe AS who are undergoing examining the risk factors for asymptomatic AS are
cardiac surgery for other indications, AVR i cited to suggest a lower risk assocated with
indicated. concomitant AVR than future reoperation ?#41.545%

Abbrevations as in Tables 7 and 2. LV, left ventricular; SBP, systolic biood pressure.




Figure 2 ESC/EACTS vs. ACC/AHA on timing of intervention. AS, aortic stenosis; BNP, blood natriuretic peptide; CCT, Cardiac CT; LVEF, left ven-
tricular ejection fraction.




Preserved EF:
<50%, <55% or <60% (but with serial decline)

“Very Severe AS”:

Vmax > 5m/s; mean gradient of > 60mmHg
Subtle definition of adverse prognosis features (low risk

patients):
Elevated BNP, hypertrophy or strain
Left atrial volume

LFLG with preserved EF?

Figure 2 ESC/EACTS vs. ACC/AHA on timing of intervention. AS, aortic stenosis; BNP, blood natriuretic peptide; CCT, Cardiac CT; LVEF, left ven-
tricular eiection fraction.




Table 5 SAVR vs. TAVI

2020 ACC/AHA guideline® 2021 ESC/EACTS guideline*

3.2.4.2. COR 1 LOE A: in symptomatic and
asymptomatic patients with severe AS: (1) <65
years of age or with a fe expectancy >20 years,
SAVR is recommended. (2) 65-80 years of age
and with no anatomic contraindication to
transfemoral TAVI, SAVR or transfemoral TAVI is
recommended after shared decisicn-making
about the balance between expected patient
longevity and vaive durability. Consider vascular
access, cardiac and non-cardiac factors, function,
mechanical vs. prosthetic. 1. > B0 years or for
younger patients with a life expectancy <10 years
and no anatomic contraindication to transfemoral
TAVI, transfemoral TAVI is recommended in
preference to SAVR. Consider patient anatomy
for balloon-expandable or self-expanding valve.

Bicuspid aortic valve

5.1.2.2. COR 2b LOE B-NR: 2 In patients with BAV
and symptomatic, severe AS, TAVI may be
considered as an alternative to SAVR after
consideration of patient-specific procedural risks,
values, trade-offs, and preferences, and when the
surgery Is performed at 2 Comprehensive Valve
Centre.

TAVI for asymptomatic AS

3.24.2. COR 1 LOE B-NR: in asymptomatic
patients with severe AS and an LVEF <50% who
are <80 years of age and have no anatomic
contraindication to transfemoral TAVI, the
decision between TAVI and SAVR should follow

5.2.3. COR 1 LOE B: SAVR i recommended in
younger patients (<75 years) and who are low
risk for surgery (STS-PROM/EuroSCORE Il <4%)
or in patients who are operable and unsuitable
for transfemoral TAVIL. 5.2.3. COR | LOE A:
TAVI is recommended in older patients (=75
years), or in those who are high risk (STS-PROM/
EwroSCORE |l >8%) or unsuitable for surgery.
5.2.3. COR | LOE B: SAVR or TAVI are

rec ded for the r ing p
according to individual clinical, anatomical, and
procedural characteristics.

No specific recommendations.

No spedific recommendations.

ACC/AHA Evidence: PARTNER-3: randomized
trial reporting 1-year TAVI superiority compared
with SAVR."%”® Evolut Low Risk Tral:
randomized trial supporting nen-inferiority of
TAW at 2 years.™ Siemieniuk et al. (2016):
meta-analysis of 4 RCTs in comparing TAVI to
SAVR.®' Kumer et al. (2019): prospective cohort
study (n=276) finding higher rates of valve
deterioration amongst young patients.® Siontis
et al (2019 meta-analysis of 7 major RCTs and
8020 patients finding that overall TAVI was
associated with a reduction of 2-year all-cause
mortality regardless of the STS risk score and
method of TAVL™ ESC/EACTS Evidence:
registry data for intermediate and high-risk
patients, most of whom were elderly, indicate
valve integrity up to 8 years. However, the data
for the durability of TAVI for low-risk patients is
only available for up to 2 years. Barbanti et al.
(2018): REPLACE registry of bioprosthetic valves
In 288 patients with 2 mean age of 80 years. At 8
years after TAVI, bioprosthetic valve fallure and
severe structural valve dysfunction occurred in
4.5% and 24% of patients, respectively ®* Didier
et al. (2018): FRANCE-2 Registry study showing
that the rate of severe structural valve
detenoration was 25% at 5 years and moderate
deterioration was 13.3%.%°

ACC/AHA Evidence: Makkar et al. 2019: registry
study of 2691 propensity-score matched patients
undergoing TAVI for bicuspid vs. tricuspid AS.%
Takagi et al. (2019): systematic review and
meta-analysis of 12 TAVI studies comparing
bicuspid vs. tricuspid aortic vaives.®”
Kanjanahattaki| et al. (2018): systematic review
and meta-analysis of rene studies reporting TAVI
outcomes in bicuspid vs. tricuspid AS™ ESC/
EACTS Evidence: Forrest et al. (2020): STS!/ACC
Transcatheter Vaive Therapy Registry study of
932 bicuspid valve patients vs. 26 154 tricuspid
valve patients undergoing TAVL® Halim et al.
(2020): STSACC Transcatheter Valve Therapy
Registry study of 5412 bicuspid valve patients
tricuspid valve patients undergoing TAVL* Yoon
et al. (2017): observational study of 561 patients
undergoing TAVI for bicuspid vs. tricuspid AS.%'

ACC/AHA Evidence: cites the same studies used
to inform TAVI vs. SAVR dedsion-making in
symptomatic AS.




Table 5 SAVR vs. TAVI

2020 ACC/AHA guideline®
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2021 ESC/EACTS guideline*
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TAW at 2 years.™ Siemieniuk et al. (2016):
meta-analysis of 4 RCTs in comparing TAVI to
SAVR.®' Kumer et al. (2019): prospective cohort
study (n=276) finding higher rates of valve
deterioration amongst young patients.® Siontis
et al (2019 meta-analysis of 7 major RCTs and
8020 patients finding that overall TAVI was
associated with a reduction of 2-year all-cause
mortality regardless of the STS risk score and
method of TAVL™ ESC/EACTS Evidence:
registry data for intermediate and high-risk
patients, most of whom were elderly, indicate
valve integrity up to 8 years. However, the data
for the durability of TAVI for low-risk patients is
only available for up to 2 years. Barbanti et al.
(2018): REPLACE registry of bioprosthetic valves
In 288 patients with 2 mean age of 80 years. At 8
years after TAVI, bioprosthetic valve fallure and
severe structural valve dysfunction occurred in
4.5% and 24% of patients, respectively ®* Didier
et al. (2018): FRANCE-2 Registry study showing

5.1.2.2. COR 2b LOE B-NR: 2 In patients with BAV
and symptomatic, severe AS, TAVI may be
considered as an alternative to SAVR after
consideration of patient-specific procedural risks,
values, trade-offs, and preferences, and when the
surgery Is performed at 2 Comprehensive Valve
Centre.

No specific recommendations.

that the rate of severe structural valve
% at 5 years and moderate
deterioration

ACC/AHA Evidence: Makkar et al. 2019: registry
study of 2691 propensity-score matched patients
undergoing TAVI for bicuspid vs. tricuspid AS.%
Takagi et al. (2019): systematic review and
meta-analysis of 12 TAVI studies comparing
bicuspid vs. tricuspid aortic vaives.®”
Kanjanahattaki| et al. (2018): systematic review
and meta-analysis of rene studies reporting TAVI
outcomes in bicuspid vs. tricuspid AS™ ESC/
EACTS Evidence: Forrest et al. (2020): STS!/ACC
Transcatheter Vaive Therapy Registry study of
932 bicuspid valve patients vs. 26 154 tricuspid
valve patients undergoing TAVL® Halim et al.
(2020): STS'ACC Transcatheter Valve Therapy
Registry study of 5412 bicuspid valve pa
tricuspid valve patients un
etal (2017):

. Yoon
Study of 561 patients

TAVI for asymptomatic AS

3.2.4.2. COR 1 LOE B-NR: in asymptomatic
patients with severe AS and an LVEF <50% who
are <80 years of age and have no anatomic
contraindication to transfemoral TAVI, the
decision between TAVI and SAVR should follow

No spedific recommendations.

AV for bicuspid vs. tricuspid AS.*'

ACC/AHA Evidence: cites the same studies used
to inform TAVI vs. SAVR dedsion-making in
symptomatic AS.




Table 5 Continued

the same recommendations as for symptomatic
patients. 3.2.4.2. COR 1 LOE B-NR: for
asymptomatic patients with severe AS and an
abnormal exercise test. very severe AS, rapid
progression, or an elevated BNP (COR 2a
indications for AVR), SAVR is recommended n
preference to TAVI.

Non-transfemoral TAVI
No spedfic recommendations.

Bystander coronary artery disease

14.1.2. COR 2a LOE C-LD: in patients undergoing
valve repair or replacement with significant
proximal CAD, CABG is reasonable for selective
patients. 14.1.1. COR 2a LOE C-LD: In patients
undergoing TAVI with sinificant left main or
proeximal CAD with or without angina,
revascularzation by PCl before TAVI is
reasonable. 14.1.1. COR 22 LOE C-LD:in
patients with significant AS and significant CAD
consisting of complex bifurcation left main and/or
multivessel CAD with a SYNTAX score >33,
SAVR and CABG are reasonable and preferred
over TAVI and PCL.

5.2.3. COR lIb LOE C: non-transfemoral TAVI
may be considered in patients who are

inoperable and unsuitable for transfemoral TAVL

5.2.3. COR | LOE C: SAVR is recommended in
patients with severe aortic stenosis undergoing
CABG or surgical intervention on the ascending
aorta or another valve 5.2.3. COR lla LOE C:
SAVR should be considered in patients with
moderate aortic stenoss undergoing CABG or
surgical Intervention on the ascending aorta or
another vaive after Heart Team discussion. 'PCI
and TAVI may be undertaken as combined or
staged procedures according to the clinical
situation, pattern of CAD, and extent of
myocardium at risk’

ACC/AHA Evidence: PARTNER-1 substudy by
Elmartzh et al in 2017 showed a
disproporuonately higher risk of cardiac mortality
in patients with LV dysfunction who underwent
transapical TAVL."

ACC/AHA Ewvidence: references a systematic
review by Bajaj et al (2017) and the TAVR-LM
Registry by Chakravarty et al. (2016)."*
References an observational study by Thalji et al
that shows faveurable results for those with
concomitant coronary artery disease with CABG
and SAVR over SAVR alone ™ ESC/EACTS
Evidence: does not address pre-TAVI PCl. Both
gusdelines await data from ACTIVATION and
TAVR-PCL

Abbrevations as in Tables 1-4. CAD, coronary artery dsease; CABG, cororary artery bypass grafting; PCl, peratansous coronary intervention; SAVR , surgical aortic valve replacement;

STS-PROM, Scciety of Thoraoc Surgecns’ Predicted Risk of Mortality.




TAVI VERSUS SAVR

GL age criteria

| 1. Life Expectancy 2. Surgical Risk
not robust ! <65 years: SAVR®® STS-PROM>8%: TAVI STS-
65-75 years: PROMs8%: SAVR or TAVI
NOTIO N) UK TAVI SAVR > TAVI®| SAVR = TAVI® 3. COmorI:idities =
H 75-80 years:
push equivalency | "Ll savre Tavi = savre g‘ ::‘a‘::;'“y
to younger age! | >80years: TAVI2 '
SIneEOr S ADDITIONAL
n P
e Asymptomatic AS £ HEART TEAM a CONSDERATONS
* Low flow, low gradient AS g INTEGRATION § e Non-transfemoral TAVI
with reduced LVEF x i e Ross Procedure
¢ Low flow, low gradient AS e Pre-TAVR PCI
with preserved LVEF
Latest Guidelines
VALVE SELECTION

<50 years: mechanical®® > Ross Procedure?®
50-60 years: mechanical®® > bioprosthetic?
60-65 years: mechanical or bioprosthetic®
>65: bioprosthetic?®

3 Recommended by the 2020 ACC/AHA Guidelines
¢ Recommended by the 2021 ESC/EACTS Guidelines

Figure 1 Factors influencing mode of intervention in aortic stenosis. AS, aortic stenosis; LVEF, left ventricular ejection fraction; PCl, percutaneous
coronary intervention; SAVR, surgical aortic valve replacement; STS-PROM, Society of Thoracic Surgeons’ Predicted Risk of Mortality; TAVI, transcath-

eter aortic valve implantation.




L TAVI VERS VR
GL age criteria Vi ke
b | 1. Life Expectancy 2. Surgical Risk
not robust ! ;es%ears: SAVR?® STS-PROM>8%: TAVI STS- Often very
5-75 years: PROMs8%: SAVR or TAVI -
NOTION, UK TAVI | “savr>Tavie| savR=Tavie |5 &mf%,dsn?,s L] obvious factors
H 75-80 years: .
push equivalency | ™70 cavke| Tavi = savre ;- ::::lt;mv favoring TAVR
to younger age! | >80years: TAVies '
SIneEOr S ADDITIONAL
& |
e Asymptomatic AS £ HEART TEAM a CONSDERATONS
* Low flow, low gradient AS g INTEGRATION § e Non-transfemoral TAVI
with reduced LVEF x = e Ross Procedure
e Low flow, low gradient AS e Pre-TAVR PCI
with preserved LVEF
U ines
VALVE SELECTION

<50 years: mechanical®® > Ross Procedure?®
50-60 years: mechanical®® > bioprosthetic?
60-65 years: mechanical or bioprosthetic®
>65: bioprosthetic?®

8 Recommended by the 2020 ACC/AHA Guidelines
¢ Recommended by the 2021 ESC/EACTS Guidelines

Figure 1 Factors influencing mode of intervention in aortic stenosis. AS, aortic stenosis; LVEF, left ventricular ejection fraction; PCl, percutaneous
coronary intervention; SAVR, surgical aortic valve replacement; STS-PROM, Society of Thoracic Surgeons’ Predicted Risk of Mortality; TAVI, transcath-

eter aortic valve implantation.




AS Severity Grading and Cardiac Staging

Grade or
Stage

Grade O

Viax <2m/s

Grade 1
Viax 2-2.9m/s

Grade 2
V__ 3-3.9m/s

max

Grade 3
V__ >.4m/s

max

Stage O Stage 1 Stage 2 Stage 3 Stage 4
None LA-mitral PA-tricuspid RV




AS Severity Grading and Cardiac Staging

Grade or Stage O Stage 1 Stage 2 Stage 3 Stage 4
Stage None LA-mitral PA-tricuspid RV

Grade 0
Vo <2M/s

Grade 1
Viax 2-2.9m/s

Grade 2
V.. 3-3.9m/s




AS Severity Grading and Cardiac Staging

Grade or
Stage

Grade O

Viax <2m/s

Grade 1
Viax 2-2.9m/s

Grade 2
V__3-3.9m/s

max

Grade 3
V__ >.4m/s

max

Stage O
None

PROGRESS

EARLY
TAVR

Stage 1 Stage 2 Stage 3 Stage 4
LA-mitral PA-tricuspid RV

PROGRESS PROGRESS PROGRESS PROGRESS




AS Severity Grading and Cardiac Staging

Grade or Stage O Stage 1 Stage 2 Stage 3 Stage 4
Stage None LV LA-mitral PA-tricuspid RV
Grade O
Viax <2m/s
Multi-drug ‘precision” medical Rx
Grade 1
Viax 2-2.9m/s
srade? = PROGRESS PROGRESS PROGRESS PROGRESS PROGRESS

Grade 3 EARLY
Vmax 2.4m/s TAVR



