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2025 ESC/EACTS Guidelines for the
management of valvular heart disease

* Hlavni cile:
e Zjednodusit, zrychlit rozhodovani a omezit
nedostatecnou lécbu pacientu (,,undertreatment”)
e ZdUraznit nutnost vytvoreni dlouhodobého planu
péce o nemocneé s chlopennimi vadami
* Centralizace péce do specializovanych center




Centra pro lécbu chlopennich vad, specializované
tymy, sit spolupracuiicich pracovist

/. - Referring cardiologists and primary care physicians \
> ————— A—
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"4 organization of care \ 7

——e providing guideline-directed =
 HeartValve Centre diagnosis, treatment and —_—
. follow-up of patients

with VHD
* Institutional cardiology and
cardiac surgery departments
with 24 hour/7 day services " Heart Team core members

* Heart Team meeting on a =
Cardiac HE

regular basis Electro-
physiologist surgeon cardiologist
(" «High procedural volume -
for hospital and Individual <
operators
* Multimodality imaging ' ‘ A ”
expertise ot | , '
- Specialized nursing
X Chinical cardiologist rsonnel and
* Data review and education with expertise in ":“"'e"‘;'g"i:‘a' o'::e, speclalists,
programmes imaging v if required
Extended Heart Team
Ambulatory rehabilitation progammes
- —

Rehabilitation clinics
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Associated diseases
and conditions

Evaluation of VHD
dynamics and variability

|
1:
Planning and guiding of interventions, &
assessment of complications

TTE

« Diagnosis and quantification of valve
dysfunction

« Cardiac chamber anatomy and function

» Cardiac damage and remodelling

* Follow-up

T

« Cardiac anatomy and access
+» Assessment of calcifications
* Exclusion of CAD

Assessment of extravalvular
cardiac consequences from VHD

Evaluation of eligibility for
intervention and risk stratification

TOE

« Higher resolution to assess valve
anatomy

* Mechanism(s) of VHD

« 3D visualization of valves

* Guiding of interventions

CMR

= Chamber volumes and function
» Regurgitant fraction
* Myocardial fibrosis
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Aortalni stendza (AS)

M3

+ AV VTI
Vmax 494 cmis
Vmean 366 cm/s
Max PG 98 mmHg
Mean PG 59 mmHg
VTI 110 cm




Aortalni stendza v roce 2025 - TAVI / SAVR

2025

2021 Recommendations in 2025 version Class Level
Recommendations in 2021 version Class Level . . .
Mode of intervention in aortic stenosis TAVIic ecommended in patient.
TAVI is recommended in older patients T TR R T S
SR - ) 's, if
(275 years), or in those who are high risk y = - !
(STS-PROM/EuroSCORE Il >8%) or the ai._ : I
unsuitable for surgery.

SAVR is recommended in younger patients
SAVP . recommended in patientr
years of age, if . e

who are low risk for surgery (<75 years and
STS-PROM/EuroSCORE Il <4%), or in
patients who are operable and unsuitable
for transfemoral TAVI.




Aortalni stenoza v roce 2025

* VVybér zpusobu intervence
» Katetrizaéni lé€ba: u pacient( > 70 let (bez ohledu na operaéniriziko):  TAVI (1A)

* Chirurgie: jist& u pacientl < 70 let a s nizkym rizikem operace: SAVR (IB)
* Vichni ostatni pacienti: < 70 let, stfedni/vysoké riziko TAVI / SAVR (IB)
* Doporucuje Heart Team, respektuje prani pacienta (|C)

Pozn.: jasnad data jsou pro TF pristup a trojcipou Ao chlopen




Aortalni stendza v r. 2025 — ASYMPTOMATICKA

2025

Indications for intervention in symptomatic and asymptomatic severe aortic stenosis, and recommender’
mode of intervention

Intervention should be considered in asm,rmptamatu: patlents (confirmed by a normal exercise

test, if feasible) with sev. ° 7 ° v wnw .., asan alternative to close active llz
surveillance, if the procedural risk is low.

2021

Intervention should be considered in asympto-

matic patients with severe aortic stenosis and

systolic LV dysfunction (LVEF <55%) without

9. 240,241
ancther cause.
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Aortalni stendza — absence femoralniho (TF) pristupu

2021 2025
Non-transfemoral TAVI may be considered Non-transfemor- Jdld be
in patients who are inoperable and Ib C considered in patie.... who areuv ~—'it= » lla B
unsuitable for transfemoral TAVI. fc _ * T ~~~"="oral access.

Tl

N\

Left subclavian




Aortalni stendza - lifetime management

Favours SAVR Favours
<70 years Age =70 years
» Hostile annulus or LVOT calcification » Transfemoral access suitable for TAVI
» Bicuspid aortic valve Anatomic = Porcelain aorta
» Annulus dimensions unsuitable for TAVI features » Intact coronary artery bypass grafts
= Risk of coronary obstruction » Severe chest deformity or scoliosis
» Other relevant primary VHD » Comorbidities or cardiac conditions
s Complex CAD Concomitant increasing surgical risk
» Aortic root or ascending aortic aneurysm conditions® * Frailty
» Septal hypertrophy requiring myectomy * Sequelae of chest radiation
Lifetime management®

Anticipate repeat procedure options and risks, when selecting modality and valve type at index procedure

Redo SAVR: risk of redo surgery

SAVR after TAVI: increased risk associated with THV explantation

Valve-in-valve TAVI: risk of coronary obstruction, impaired coronary access, prosthesis—patient mismatch

: @ESC @EACTS



Aortalni stenoza - lifetime management

Recommendations in 2025 version
s

It is recommended that the mode of
intervention is based on Heart Team
assessment of individual clinical,
anatomical, and procedural

T ErEELEm e e, I R
T _ . considerations and

=eiime iz s

Class Level

SAVR (mechanical valve)
%  Female

* | en—en—a

Other considerations

Durability >20-30 years,
Reoperation for PV

Durability >20-30 years,
Life-fong oral anticoagulation

Male®, ™
(AR }

N
w

7
©
2 O
2073
5
) e
2 [ SAVR oy TAVI
15 @
5 Patient Age :

Risk of redo surgery

Anticipate risk of coronary
obstruction and PPM at time of
loter procedure

| Limited experience with TAVI volve
explantation

Complex surgical procedure ot
increased oge with multiple
comorbidities

Risk of redo surgery

| Anticipate risk of coronary
| obstruction and PPM at time of
later procedure
Anticipate risk of coronary
obstruction and PPM at time of
later procedure |

Very good l___l Good

45 55 65 75 85 95

| Intermediate . Poor




Aortalni stenodza — Valve-in-valve

2021

Transcatheter, transfemoral valve-in-
valve implantation in the aortic
position should be considered by the
Heart Team depending on anatomical
considerations, features of the
prosthesis, and in patients who are at

high operative risk or inoEerabIe.

2025
Transcatheter transfemoral valve-in-
valve implantation in the aortic
position should be considered in
patients with significant valve

dysfunction who areati-—* " ° lla
ST | s

T PR | I e R 1 IR
S\

lewwwn wa, A5 assessed by the Heart
Team.



Aortalni stenéza — kdy ,,jen” CT koronarografie?

2021

Recommendations in 2021 version
Management of coronary artery disease in patients with valvular heart disease

CCTA should be considered as an

alternative to coronary angiography
before valve surgery in patients with
severe VHD and low probability of CAD.

Class

lla

2025

Level

N

Recommendations in 2025 version

obstructive CAD.

= =~rommended before valve
intervention in patients with moderate
or lower (£50%) pre-test likelihood of

C Risk factor weighted clinical likelihood model

Non-anginal pain Atvpical angina or dyspnea Typical angina
Women Men Women Men Women Men
::H“:,::;; 0123|4501 |23 |45[00 (23| 45][01|23|45]01 2345|0123 45
Age: 30-39 1 2 | 2|5 ik 3 12| 4| 8|25 |10] % |14]22
Age: 40-49 | I 3 2 | 4 8 | 2 - 3 6 | 12| 4 T | 12|14 | 20 _ 27
Age: 50-39 1 2 - 4 7 12 7 3 T [ Il | 17 6 ] 15 | 21 | 2 33
Age: 60-69 2| 4| 7|8 (1207 3 | & | QL2 ]| 17|25 10|14 ] 1932 35 39
Age: TO-50 4 T 11 15 | 19 | 24 ] 10 | 16 | 22 | 27 | 34 | 16 | 19 | 23 | 44 | 44 _ 45

Class

Level



Aortalni regurgitace vr. 2025

Indications for intervention in severe aortic requrgitation

i

' he considered for the treatment of severe AR in symptomatic patients .

~@ar- 3ccording to the Heart Team, if the anatomy is suitable.

e Ilb B

Table 5 Echocardiographic criteria for the definition of
severe aortic valve regurgitation

Qualitative

Yalve morphology
Colour flow regurgitant jet area”

CWW signal of regurgitant jet
Other

Semiquantitative

Vena contracta width (mm)
Pressure half-time” (ms)
Quantitative

ERCA (mm’)

Regurgitant volume (mL/beat)

Enlargement of cardiac

chambers

Abnormalflailflarge coaptation
defect

Large in central jets, variable in

eccentric jets
Dense

Holodiastolic flow reversal in
descending aorta (EDV =20 cm/'s)

>6
<200

=30
=60
LV dilatation




Aortalni regurgitace v roce 2025

SAVR - u vsech nemocnych s prijatelnym oper. rizikem
TAVI - u nemocnych nevhodnych k operaci




Mitralni regurgitace




Primarni mitralni regurgitace - asymptomaticka

prolaps

2021

Surgical mitral valve repair should be considered

in low-risk asymptomatic patients with LVEF
>60%, LVESD <40 mm*® and significant LA dilata-

' ' r] .
tion (volume index 60 mL/m” or diameter

=55 mm) when performed in a Heart Valve
285,288

Centre and a durable repair is likely.

|
2025 s

Indications for intervention in severe primary mitral regurgitation

Surgical MV repair is recommended in low-riska . “~ " patients with <euara DRD
W.wwe. . (LVESD <40 mm, LVESDi <20 mm/m?, and LVEF >60%) when a durable
result is likely, if at least three of the following criteria are fulfilled:

oAF

oSPAP at rest >50 mmHg
oL A dilatation (LAVI 260 mL/m? or LA diameter 255 mm)
sConcomitant secondary TR = moderate.




Primarni mitralni regurgitace - symptomaticka

prolaps

™~

2021

TEER may be considered in symptomatic

patients who fulfil the echocardiographic criteria
of eligibility, are judged inoperable or at high sur-
gical risk by the Heart Team and for whom the

procedure is not considered futi R

2025

" Se considered in symptomatic patients
with severe PMR who are ana......c.; suiae.- and
ath_. . —~——'--taccording to the Heart

538,540,566
Team.




Sekundarni mitralni regurgitace

—,

( Key criteria )
LVEF 250% without regional LVEF <50% with or without
Atrial wall motion abnormalities regional wall abnormalities Ventricular
Dilatace anulu SMR No or mildly dilated LV cavity?>  Restrictive leaflet motion SMR

without leaflet tethering with tethering

Mitral annulus dilatation

(AP >35 mm) Normal leaflet morphology

Enlarged LA (LAVI >34 mL/m?) Central or eccentric jet

§

Additional echocardiographic criteria®

Normal leaflet motion Dilated LV

Normal leaflet morphology Dilated LA

Usually central jet Dilated MV annulus
Additional clinical criteria

Atrial fibrillation Ischaemic heart disease

HFpEF Dilated cardiomyopathy

@Eesc @cacTs—



Sekundarni atrialni mitralni regurgitace

2025
Recommendations Class® Level”

Severe atrial secondary mitral regurgitation

MV surgery, surgical AF ablation, if indicated, and
LAAD should be considered in symptomatic patients

with severe atrial 5SMR under optimal medical
627-630,636,637

therapy.

L1~ .. _, be considered in symptomatic patients
wicn severe atrial SMR not eligible for surgery after
optimization of medical therapy including rhythm
control, when appropriate,”* " 235657




Sekundarni ventrikularni mitralni regurgitace

Severe ventricular secondary mitral regurgitation without
concomitant coronary artery disease

<~ = commended to reduce HF hospitalizations rv

(«50%) and persistent severe ventricular Sl'
despite optimized GDMT and CRT (if indi

ol I

& _prove qua]ﬂ of life in haemodynamically
stable, symptomatic patients with impaired LV"™

fui. a3 liniral and acho—-

Critﬂ'riﬂ.t SEI SE4 GG M o

y be considered for symptom improvement
in swected symptomatic patients with severe
ventricular SMR not fulfilling the specific clinical and
e&mrdhgmp:hﬁ:cT‘afaﬁm&reful evaluaticn
of LVAD or HTx *#*#05610

. be considered in symptomatic

Pauc. s witn severe ventricular SMR
Cadvanced HF who are not suitable for TEER.®"’

]

& B /EAFTE JRIC

SF"’"’"" R : I = mvitAria FA NN TEER

4natomy deemed suitable for M-TEER
YHA class z||
/EF 20%-50%
LVESD <70 mm
At least one HF hospitalization within the previous year or increased
natriuretic peptide levels (BMNP =300 pg'mL or NT-proBMNP =1000 pg/imL)
SPAP <70 mmHg
Mo severe RV dysfunction
Mo Stage D or advanced HF
Mo CAD requiring revascularization
Mo severe AV andfor TV disease
MNo hypertrophic, restrictive, or infiltrative cardiomyopathies




Mitralni stenoza — Transcatheter Mitral Valve
Implantation (TMVI)

GAP MAC/ chloperi

=7




Trikuspidani regurgitace

Recommendations

Class Level

Patients with severe tricuspid regurgitation without left-sided valvular heart disease requiring

VWV TR s e

srecommended u. ., - ~tients with scv<. .

"

r- ) '

hould be considered in asyiiipov........ patients with severe primary TR who
have RV dilatation/RV function deterioration, but without severe LV/RV dysfunction or
severe PH.

TV surgery should be considered in patients withse = cerard==""" who are

symntomatic or have RV dilatation/RV function deterioration, but wiuivuc severc oo, .V
Aystiire. 1.

e =ivw. i DE considered to in. .. uve yuauno, anu nv

B RN i : ST Ry S - 1 HE |
rel'h TrEe 3 Hlt-. 4 1 R S - W “hdr‘ ﬂﬂ+lmj| Mﬁ,l.

thh_- . Tr ' = " i e 1 | P

| C
lla C
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Zavery

* Spoluprace

e ,Heart” tym

 specializovana centra pro |é¢bu chlopennich vad 24/7

* sit spolupracujicich pracovist — v€¢asnd detekce a individualizovana péce
* AoS

* rozSireni indikaci pro TAVI + life-time managemen

e CT koronarografie u ¢asti pacientu
* MiR

 drivéjsi chirurgicka lécba u asymptomatickych pacientu,

e rozsirené indikace (trida IA) pro M-TEER u sekundarni ventrikul. MR
* TriR

 drivejsi operace a rozsirené indikace (trida IlaA) pro T-TEER



Dékuji za pozornost a M. Brannemu za pomoc.
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