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New an revised recommendations
Imaging : Prominent role of CCTA

Recommendations Class Level
Diagnosis of coronary artery disease
Omission of invasive coronary angiography should be considered in TAVI candidates, i

procedural planning CCTA is of sufficient quality to rule out significant CAD.

Management of coronary artery disease in patients with valvular heart disease

CCTA should be considered as an CCTA is recommended before valve
alternative to coronary angiography lla C intervention in patients with moderate
before valve surgery in patients with or lower (£50%) pre-test likelihood of
severe VHD and low probability of CAD. |obstructive CAD.
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Coronary angiography is recommended before valve Invasive coronary angiography is recommended before

surgery in patients with severe VHD and any of the valve intervention in patients with high and very high

following: >50%) pre-test likelihood of obstructive CAD.
g P

+ History of cardiovascular disease
* Suspected myocardial ischaemia
* LV systolic dysfunction

* In men >40 years of age and post-menopausal women

* One or more cardiovascular risk factors.



Management of patients with symptomatic severe aortic stenosis @ESC

@ EACTS
Recommendations Class Level
Intervention is recommended in symptomatic patients with severe, high-gradient AS [mean gradient B
>40 mmHg, V, .. 24.0 m/s, AVA <1.0 cm?(or 0.6 cm?%m? BSA)].
Intervention is recommended in symptomatic patients with low-flow (SVi €35 mL/m2), low-gradient
(<40 mmHg) AS with reduced LVEF (<50%) after careful confirmation that AS is severe.

_.--"""#_-__‘-_-""i——__
[ irrespective of evidence of flow (contractile) reserve]

Intervention should be considered in symptomatic patients with low-flow (SVi <35 mL/m 2), low-gradient lla B

(<40 mmHg) AS with normal LVEF (=50%) after careful confirmation that AS is severe.
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Low flow low gradient A0S

Indications for intervention in symptomatic severe aortic stenosis—Section 8.4.1

Intervention is recommended in symptomatic patients Intervention is recommended in symptomatic patients

with severe low-flow (SVi <35 mL."mz), low-gradient
(<40 mmHg) AS with reduced LVEF (<50%), and

evidence of flow (contractile) reserve.

with low-flow (SVi <35 mLimz), low-gradient
(<40 mmHg) AS with reduced LVEF (<50%) after

careful confirmation that AS is severe.

Intervention should be considered in sympto-

matic patients with low-flow, low-gradient /
severe aortic stenosis and reduced ejection frac- ila C

tion without flow (contractile) reserve, particu-

larly when CCT calcium scoring confirms severe
aortic stenosis.



Figure 6
Integrative imaging
assessment of

patients with aortic
stenosis.
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Management of patients with asymptomatic severe aortic stenosis @ESC

@ EACTS
Recommendations Class Level
Intervention is recommended in asymptomatic patients with severe AS and LVEF <50% without another I B

cause.

(New

Intervention should be considered in asymptomatic patients (confirmed by a normal exercise test, if
feasible) with severe, high-gradient AS and LVEF >50% as an alternative to close active surveillance, lla
if the procedural risk is low.

Intervention should be considered in asymptomatic patients with severe AS and LVEF > 50% if the
procedural risk is low and one of the following parameters is present:

* Very severe AS (mean gradient 260 mmHg or V. >5.0 m/s)
* Severe valve calcification (ideally assessed by CCT) and V__ progression 20.3 m/s/year. lla B

* Markedly elevated BNP/NT-proBNP levels (more than three times age- and sex-corrected normal range,
confirmed on repeated measurement without other explanation).

* LVEF <55% without another cause.

Intervention should be considered in asymptomatic patients with severe AS and a sustained fall in BP

(>20 mmHg) during exercise testing. lla C
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RCTs in patients with asymptomatic severe aortic stenosis @ESsC

@ EACTS
RECOVERY AVATAR long-term follow-up
145 patients, mean age 64 years 157 patients, mean age 67 years
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RCTs in patients with asymptomatic severe aortic stenosis @Esc

@ EACTS
EARLY TAVR EVOLVED
901 patients, mean age 75.8 years 224 patients, mean age 73 years
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Mode of intervention in patients with severe aortic stenosis ?EL\SCCTS

L

Recommendations irrespective of surgical risk score Class

 Revised>

TAVI is recommended in patients >70 years of age with tricuspid AV stenosis, if the anatomy is suitable.

SAVR is recommended in patients <70 years of age, if the surgical risk is low.

SAVR or TAVI are recommended for all remaining candidates for an aortic BHV according to Heart Team
assessment.

[ Heart Team evaluation (Class 1) ]
Patients <70 years All remaining candidates Patients 270 years with a tricuspid
if surgical risk is low for a bioprosthesis aortic valve if anatomy is suitable
[ SAVR (Class ) ] [ SAVR or TAVI (Class 1) ] [ TAVI (Class 1) ]
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Mode of intervention in patients with severe aortic stenosis @Esc

@ EACTS
Age (years)
Ross
procedure
Limitations Technical complexity OAC (embolic/haemorrhagic risk) Limited durability
Recommendations Class Level

It is recommended that AV interventions are performed in Heart Valve Centres that report their local
expertise and outcome data, have on-site interventional cardiology and cardiac surgical programmes,
and a structured collaborative Heart Team.

It is recommended that the mode of intervention is based on Heart Team assessment of individual
clinical, anatomical, and procedural characteristics, incorporating lifetime management
considerations and estimated life expectancy.
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Kombinovana aortalni vada

Recommendations Class?® Level®

Intervention is recommended in symptomatic
patients with mixed moderate AV stenosis” and
moderate regurgitation, and a mean
. 790-793 v
> >4. . P H
gradient 240 mmHg or Vimax 24.0 m/s Casto chybi dilatace LK!

Intervention is recommended in asymptomatic

patients with mixed moderate AV stenosis® and

moderate regurgitation with V., >4.0 m/s, and
LVEF <50% not attributable to other cardiac

* 791
disease.

Table 12). Patients presenting with mixed AV disease, but with gradients
below thresholds for intervention, should undergo careful multimodality
diagnostics including assessment of cardiac damage to inform individual
treatment strategies. Global longitudinal strain and natriuretic peptides
have shown incremental prognostic value beyond symptom status and

single lesion severity in patients with preserved LVEF.”%*77* 77



V max 3,0-3,9 m/s

(Reference) Moderate MAVD = moderate AS + moderate AR
Adjusted HRA 0484 (95% Cl 0.283-0.826) P = 0,008 MPG 20-40 mmHg
. NYHA NYHA LVEF
Adjusted HR” 1.243 (95% Cl 0976-1.583) P = 0.078 Class | Class lI-IV LVEF <50% >50%
1.0 . ,
10-year adjusted survival
03
—— P=0004  P=07% P= 0651 P=0.040
survival 0.7 | | | |
: Severe AR Severe AS Severe AS Severe AR
NYHA NYHA LVEF LVEF
06 class IV class II-IV <50% <50%
0.5 81%%* 57%* 58%" 78%"
0 12 24 36 48 60 72 84 96 108 120 (10-year (10-year (10-year (10-year
Time (months) adjusted adjusted adjusted adjusted
survival) survival) survival) survival)
527 478 446 414 364 306 254 200 161 140 102 \ \ , ,

@5 413 379 361 339 314 284 231 190 165 145 128 1
Class | indication for AVR
Gl 986 882 833 772 729 665 617 563 484 425 370

~10-years overall survival adjusted for age, sex, creatinine, CAD, DM, HLP, AH, AF, BAV, AVR as a time-dependent covariate, NYHA class lI-IV, LVEF <50%,
LVM index, LAVI >34 mL/m?, and TAPSE <17 mm

*10-years overall survival adjusted for age, sex, creatinine, CAD, DM, HLP, AH, AF, BAV, AVR as a time-dependent covariate, LVEF <50%, LVM index,
LAVI >34 mL/m? and TAPSE <17 mm

710-years overall survival adjusted for age, sex, creatinine, CAD, DM, HLP, AH, AF, BAV, AVR as a time-dependent covariate, NYHA class [V, LVM index,
LAVI >34 mL/m? and TAPSE <17 mm

Lopez Santi P, et al. European Heart Journal.

Eur Heart J Oct 17, 2025, Published ahead of print



Hlavni zmeny

 V narustajici mife se uplatiuje multimodalni zobrazeni (CT)
v posouzeni Ao vady i koronarniho recisté - | SKG, LF LG AoS av
posouzeni dysfunkce chlopenni nahrady

* A0S se shizenou EF a nizkym gradientem:
Pritomnost kontraktilni rezervy neovlivnuje indikaci (1 role CT/AVC).

 Asymptomaticka vyznamna AoS s vysokym gradientem:
Ma byt zvazena SAVR/TAVR jako alternativni postup, je-li riziko vykonu
nizke.
« Kombinovana aortalni vada:
Indikace k AVR i kdyz AoS i1 AoR jsou stfedné vyznamné,
je-li symptomaticka nebo je EF LK <50 %
- pfi V max 2 4 m/s a/nebo strednim gradientu =240 mmHg
- pfipadne i pri nizsich gradientech dle individualniho posouzeni

« TAVR > 70 let












Souhrn dat studie RECOVERY

Helvetica Now Display

Metrika Vcéasna operace (AVR)  Konzervativni postup
N / Doba sledovani 145 / 10 let 145 / 10 let
Operacni mortalita 0 % 0 %
Primarni cilovy bod 2,7 % 23,6 %
Hospitalizace (SS) 0 % 19,4 %

Celkova mortalita 15,1 % 31,9 %
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RECOVERY:

N / Doba sledovani
Operacni mortalita
Primarni cilovy bod
Hospitalizace (SS)

Celkova mortalita

10-leté sledovani

Casna operace
145 / 10 let
0 %
2576
0 %

15,1 %

Standardni indikace
145 / 10 let
0 %

23,6 %
19,4 %
31,9 %



Low flow low gradient A0S

Indications for intervention in symptomatic severe aortic stenosis—Section 8.4.1

Intervention is recommended in symptomatic patients Intervention is recommended in symptomatic patients

with severe low-flow (SVi <35 mL."mz), low-gradient
(<40 mmHg) AS with reduced LVEF (<50%), and

evidence of flow (contractile) reserve.

with low-flow (SVi <35 mLimz), low-gradient
(<40 mmHg) AS with reduced LVEF (<50%) after

careful confirmation that AS is severe.

Intervention should be considered in sympto-

matic patients with low-flow, low-gradient /
severe aortic stenosis and reduced ejection frac- ila C

tion without flow (contractile) reserve, particu-

larly when CCT calcium scoring confirms severe
aortic stenosis.



Antitromboticka lecba po SAVR a TAVR

SAVR

f I [

long term

(Class )

long term
(Class )

v v

OAC ASA or OAC
for 3 months for 3 months
(Class lla) (Class lla)
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Y

ASA long term
according to bleeding risk
(Class lIb)
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Indication for long-term anticoagulation

|
®

12 months
(Class 1)

|

ASA long term

after first OAC
12 months for 3 months  for 3 months
(Class Ila) (Class Ila) (Class IIb)

TAVI i

\

Aortic
surgical repair surgical repair

| i I i |
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‘T T
long term long term
(Class 1) (Class )

|
®

|
®

l
T
long term
(Class 1)

v

High bleeding risk ASA
for 3 months
(Class lla)

|
ASA

@Eesc @EACTS

Transcatheter aortic valve implantation without indication for
oral anticoagulation

Low-dose ASA. (75-100 mg/day) is recommended
for 12 months after TAVI in patients without

indication for QAC B67:880-883

Long-term (after the first 12 months) low-dose ASA
(75—100 mg/day) should be considered after TAVI in lla C

patients without clear indication for OQAC.

DAPT is not recommended to prevent thrombosis

_ R - |
after TAVI, unless there is a clear indication.

Routine use of OAC is not recommended after TAVI

in patients without baseline indication.®*?#%




Globalni longitudinalni strain (GLS)

Assessment of GLS can be useful for risk stratification>'° and evalu-

ation of extravalvular cardiac damage.>'">"? It provides additional infor-
mation regarding LV function and a threshold of —15% may contribute

to identifying patients with severe asymptomatic AS at increased risk of
clinical deterioration or premature mortality.””



Stredni aortalni stendza s HFrEF

FIGURE 3 Kaplan-Meier Curves for the Key Secondary Endpoints
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JACC 2025;85:878-890



Stredni AoS - probihajici studie

Evolut EXPAND TAVR Il Pivotal Trial N = 750

Ukonceni 2026 (— 2034)
Medtronic

PROGRESS N = 2250

Ukonceni 2029 (— 2037)
Edwards Lifesciences



