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1 J CENTRAL ILLUSTRATION: Sex Differences in Valvular Heart Disease
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Sex Differences and Similarities in Valvular Heart Disease

Jacqueline T. DesJardin, Joanna Chikwe, Rebecca T. Hahn, Judy W. Hung, Francesca N. Delling
Circulation Research Volume 130, Number 4, https://doi.org/10.1161/CIRCRESAHA.121.319914
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PregnancyHeart Team

New recommendations (1) @ESC

Recommendations Class Level
Section 4. The Pregnancy Heart Team

Although the concept of the Pregnancy Heart Team was previously part of the general principles *
now been given its own dedicated section, which covers all aspects from pre-concepti~- d

postpartum period. t 90

A discussion by the Pregnancy Heart Team about the high risk of - 6\Y ‘OY

morbidity and the related high foetal risk is recomme~- * Y m

class IV conditions, including a shared deri-* Y‘Z‘KO

involving psychological suppor* Kem

It is recommended ** AV, )
C

evaluate- . N 0 ~ugh C
7e0y ﬁaﬁcy ym 1 gk0se -

A d‘ .<u prior to pregnancy in

m ,7?(6% ‘{&S&“@“ . rLM, cardion.wop?thy, ACHD, .amd
C

[ ]
‘\]‘ e O
X“ 2025 ESC Guidelines for the management of cardiovascular disease and pregnancy

(European Heart Journal; 2025 — doi: 10.1093/eurheartj/ehaf193)
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* Risk assessment mWHO 2.0
* Genetic counselling

» Lifestyle counselling

* Reproductive technology

* Drug review

« Clinical optimization

« Contraception

Pre-conception

Pregnancy

Disease-specific

« Regular follow-up and risk assessment
« Regular foetal assessment

* Documented delivery plan

Delivery (plan)

« Timing and mode of delivery

« Foetal and maternal monitoring

« Anaesthesia and pain relief methods

« Drug management and bleeding control
« Device management

Post-partum

« Breastfeeding and lactation
« Contraception
« Maternal cardiac follow-up

Long term

« Identify adverse pregnancy outcome
= Women's Heart Clinic
« Cardiovascular risk factor screening
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3 ‘ Modified WHO 2.0 classification of maternal CV risk (1) @ESC

mWHO 2.0 mWHO 2.0 1l
Ventricular (dys)function + pulmonary hypertension

Valvular heart disease
mall or mild
pulmonary stenosis

mitral valve prolapse
without significant
regurgitation

mWHO 2.0 lI-l1l

Mild left ventricular
impairment: EF >45%
Significantly impaired RV
(sub-pulmonary) function

Native, homograft or tissue
valve disease not
considered mMWHO 2.0 | or
IV: mild mitral stenosis,
moderate aortic stenosis
Moderate valvular
regurgitation

mWHO 2.0 11l mWHO 2.0V
Moderate left ventricular Severe left ventricular
impairment: EF 30%— impairment: EF <30%
45% or NYHA class llI/IV

Previous PPCM with not  Previous PPCM with
more than mild residual  more than mild left
left ventricular ventricular impairment
impairment

PAH

Uncomplicated mechanical  Severe mitral stenosis
valve with stable well Severe symptomatic
controlled INRs. Moderate  aortic stenosis

mitral stenosis

Severe asymptomatic aortic

stenosis

Severe left-sided lar

regurgitation
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Modified WHO 2.0 classification of maternal CV risk (5) @ESC

mWHO 2.01 mWHO 2.0 1l mWHO 2.0 lI-1ll mWHO 2.0 11l mWHO 2.0 IV

Risk

No detectable increased  Small increased risk of Intermediate increased Significantly increased Extremely high risk of
risk of maternal mortality maternal mortality or risk of maternal mortality risk of maternal mortality maternal mortality or
and no/mild increased moderate increase in or moderate to severe or severe morbidity severe morbidity

risk in morbidity morbidity increase in morbidity

Average maternal cardiac event rates

Van Hagen et al 2016
9.9% 7.7% 17.7% 28.9% 50.3%
Silversides et al 2018
3.1% 21.7% 12.8% 21.1% 35.6%
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Modified WHO 2.0 classification of maternal CV risk (6)

mWHO 2.01

mWHO 2.0 1I

mWHO 2.0 II-1I

Individualize each maternal risk with the modifiers below (derived from CARPREG Il)

CARPREG Il score:1 point

- No prior cardiac intervention
indicated

- Late pregnancy assessment

CARPREG Il score :2 points
- Ventricular dysfunction

- High-risk left-sided valve disease or outflow tract obstruction

- Pulmonary hypertension
- Coronary artery disease
- High-risk aortopathy

Involvement of the Pregnancy Heart Team

No

Counselling

Yes: (by regular healthcare
professional)

No

Yes: (by regular healthcare
professional)

Obstetric and cardiac care during pregnancy

Local hospital

Location of delivery
Local hospital

Local hospital

Local hospital

Yes

Yes: expert counselling by
Pregnancy Heart Team is
required

Shared care with local hospital
+ Pregnancy Heart Team.

Shared care with local hospital
+ Pregnancy Heart Team.
Location depends on CV status
and evolution of pregnancy

mWHO 2.0 Il

CARPREG Il score:3 points

@ESC

mWHO 2.0 IV

- Prior cardiac event or arrhythmias

- Baseline NYHA I11/1V or cyanosis

- Mechanical valve

Yes

Yes: expert counselling by
Pregnancy Heart Team is
required

Care led by Pregnancy Heart
Team in expert centre

Expert centre, care led by
Pregnancy Heart Team

™ Nemocnice AGEL

Prerov

Yes

Yes: expert counselling by
Pregnancy Heart Team is
required, with clear and
thorough discussion of very
high pregnancy risk and
shared decision-making
process for termination if
pregnancy occurs

Care led by Pregnancy Heart
Team

Expert centre, care led by
Pregnancy Heart Team
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ATB profylaxe IE

2018 Guidelines Class Level 2025 Guidelines
Section 4. The Pregnancy Heart Team

Prophylactic antibiotic therapy to Systemic antibiotic prophylaxis may be

prevent endocarditis during delivery is C considered for delivery in women at C
not recommended. high risk.

Class Level
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" Aortopatie

u 'j. 2018 Guidelines Class Level 2025 Guidelines Class Level
” Section 8. Recommendations for aortopathies, cardiac surgery, and pregnancy

Pregnancy is not recommended in It is recommended that women with
patients with vascular Ehlers—Danlos vascular Ehlers—Danlos syndrome
syndrome. wishing to become pregnant are
counselled regarding the very high risk

- of pregnancy-related adverse events -

by a multidisciplinary team,

considering family history, genetic

variant, and previous vascular events.
Beta-blocker therapy throughout Beta-blocker therapy throughout
pregnancy should be considered in pregnancy and in the post-partum
women with Marfan syndrome and lla C periodis recommended in women C
other heritable thoracic aortic with MFS and other HTADs.

diseases.
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2018 Guidelines Class Level 2025 Guidel:- Level
Section 9. Recommendations for congenital heart disease and preesr-

Patients with a systemic right ventricle It i “01 0
(Mustard/Senning or congenitally . ﬂtﬁt\jg
corrected TGA), in NYHA class I1l/1V o &0@ \( ! ) e , a1 NYHA
systemic ventricular dvsf- < " Q{\S ) 66}\(30 .avventricular
(EF <40%), or ~ \]aﬂ63S d‘é}‘ m ...uon (EF <40%), or severe TR ) C
Ak e{\]o - Ya wishing to become pregn=-" ﬁyﬁ\
(eZ C AOD me VD
L@bce . 0\46 A counselled bv * d p\a‘(\O
’- ~
“ m‘&t& ree=-" Ye
| m 1> : (0&6357 1%
SY _.u aortic valvuloplasty should b~ . VX‘OXO? - pregnant
considered during pregn>- NQ@“ _.< aortic stenosis not
with severe a~—" =~ 1 do?o _..ing to medical therapy, non- Iib C
sur- ZﬁaCﬁe surgical options such as balloon
S6dﬁ0 r m valvuloplasty or TAVI may be considered.
. S’&\]‘ _.aidered in A bioprosthetic valve is recommended

(over a mechanical valve) in young
women contemplating pregnancy
requiring a valve prosthesis.

lla C
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Recommendations for """Aéﬁé VYY©2 Case and pregnancy (1) @ESC

oD Sedﬂozﬁ

; = Zr Va\'llfﬂo _.vummended before pregnancy in symptomatic patients with - y
J

_ 5Lenosis. m‘&‘ﬁc\(‘a° o

. : \
Intervention should be considered before pregnar-
preg - asym?

aortic stenosis after counselling on the - \(dyz )

vel

C

O matic severe
wJ
2 lla C
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Chl openn?2 chirurgie u thDho

Valve surgery during pregnancy should only be considered when there is a maternal
mortality risk and other treatment options have failed.
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UmNDI ® chl opni

ADatafrom the ROPACIII study, focusingon prostheticvalves
showthatthe chanceof anuncomplicategregnancywith a live
birth iIn womenwith a MHV was54%,comparedo 79% inwomen
with atissuevalve

AMHYV: Thromboticcomplicationsoccurin 9% 24% and
bleedingcomplicationan 20% 30% of the casesn the ROPACIII
and a UnitecKingdomstudy,respectively
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UmBDI ® chl opni

Recommendations Class Level
A bioprosthetic valve is recommended (over a mechanical valve) in young women
contemplating pregnancy requiring a valve prosthesis.

o
It is recommended that the type of valve surgery or intervention for a woman . ,

contemplating pregnancy is chosen in consultation with the Pregnancy Heart Team.

Anechanick8 chl oxéRowp rumk &d |
ml adl ch @gen

AMo § n\alsetin-valvepr ocedur vy é
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